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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YOBK 


Obganization 


By  an  act  of  the  Legislature  passed  in  1806  the  Medical  Society  of  the 
State  of  New  York  is  organized  as  follows: 

The  Society  is  composed  of  Delegates  and  Permanent  and  Honorary 
members. 

Delegates  are  sent  by  county  medical  societies,  certain  medical  colleges, 
incorporated  voluntary  medical  societies,  and  by  the  New  York  Academy 
of  Medicine.  Each  county  medical  society  is  entitled  to  five  delegates  for 
each  Assembly  district  in  said  county;  incorporated  medical  colleges  and 
voluntary  medical  societies,  which  are  admitted  to  representation  under  pro- 
visions in  the  by-laws,  to  one  delegate  each;  and  the  New  York  Academy 
of  Medicine  to  five  delegates.  A  delegate  must  be  a  member  of  a  county 
medical  society.  County  medical  societies  are  by  the  by-laws  required  to 
pay  to  the  Treasurer  for  the  use  of  the  Society  five  dollars  annually  for 
each  Assembly  district  in  the  county,  and  other  organizations  the  same  for 
each  delegate  they  are  entitled  to  send;  no  delegate  is  permitted  to  regis- 
ter at  the  Annual  Meeting  until  the  dues  of  the  organization  he  represents 
have  been  paid.    Delegates  are  elected  for  a  term  of  three  years. 

Permanent  Members  are  elected  at  the  Annual  Meeting  of  the  Society. 
Eligibility  is  secured  by  service  as  a  delegate  for  three  years  and  attendance 
and  registry  as  such  at  not  less  than  two  meetings;  membership  in  a  county 
medical  society  is  also  a  requisite.  Permanent  members  pay  an  initiation 
fee  of  five  dollars  and  annual  dues  of  the  same  amount. 

The  Society  may  elect  eminent  physicians  of  other  states  or  countries  to 
Honorary  Membership  who  have  been  nominated  at  a  previous  meeting, 
not  to  exceed  two  in  number  in  any  year.  Physicians  present  at  any  meet- 
ing who  are  members  of  county  medical  societies  can  be  made  Members  by 
Invitation  for  the  meeting.  These  have  all  the  privileges  of  the  meeting 
except  the  right  to  vote  or  hold  office. 

Eight  Districts,  following  the  lines  of  the  Judicial  Districts  into  which 
the  State  is  divided,  may  each  by  the  members  present  from  it  at  an  Annual 
Meeting  elect  a  member  of  the  Committee  op  Nomination.  They  are 
as  follows: 

First  District— New  York  County. 

Second  District— Kings,  Queens,  Suffolk,  Richmond,  Westchester,  Bock- 
land,  Putnam,  Orange,  Dutchess  Counties. 

Third  District— Albany,  Bensselaer,  Schoharie,  Greene,  Columbia,  Ulster, 
Sullivan  Counties. 

Fourth  District  St.  Lawrence,  Franklin,  Clinton,  Essex,  Hamilton,  Pul- 
ton, Montgomery,  Schenectady,  Saratoga,  Warren,  Washington  Counties. 

Fifth  District— Onondaga,  Oneida,  Herkimer,  Oswego,  Lewis,  Jefferson 
Counties. 

Sixth  District— Otsego,  Delaware,  Madison,  Chenango,  Cortland,  Tomp- 
kins, Schuyler,  Chemung,  Tioga,  Broome  Counties. 

Seventh  District— Monroe,  Wayne,  Cayuga,  Seneca,  Yates,  Ontario,  Liv- 
ingston, Steuben  Counties. 

Eighth  District*- Erie,  Niagara,  Orleans,  Genesee,  Wyoming,  Allegany, 
Cattaraugus,  Chautauqua  Counties. 

The  Annual  Meetings  of  the  Society  are  held  in  the  city  of  Albany,  on 
the  last  Tuesday  in  January,  and  other  meetings  at  such  time  and  place  as 
may  be  determined  at  any  legal  meeting.  Fifteen  members  constitute  a 
quorum  for  the  transaction  of  business. 
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Medical  Society  of  the  State  of  New  York 

AT  ITS  NINETY-EIGHTH  ANNUAL  SESSION 

HELD  AT 

Albany,  January  26,  27,  28,  1904 


Fibst  Day.— Morning  Session 

The  President,  Dr.  Algernon  T.  Bristow,  of  Brooklyn,  called  the 
meeting  to  order  on  January  26,  1904,  at  9 :  30  a.  u.,  and  after  an  opening 
prayer  by  Bev.  William  Force  "Whi  taker,  D.  D.,  of  Albany,  he  delivered 

The  Inaugural  Address  « 

Mr.  Vice-President,  Ladies  and  Gentlemen:  The  responsibilities  of 
the  office  with  which  this  Society  has  been  pleased  to  honor  me  have  always 
been  great  and  its  duties  manifold,  but  the  year  which  has  passed  into 
history  has  been  full  of  peculiar  difficulties  and  questions  of  momentous 
importance.  All  my  energies  have  been  devoted  to  the  task  for  which  I 
should  nevertheless  been  unequal  had  it  not  been  for  the  loyal  and  unfailing 
support  which  I  have  received  from  all  parts  of  the  State.  Never  has  a 
President  of  this  Society  needed  wiser  counselors,  never  has  a  president 
been  surrounded  with  kinder  and  wiser  helpfulness  than  it  has  been  my 
fortune  to  enjoy.  The  labors  of  the  office  have  been  many,  its  compensa- 
tions great.  It  has  been  my  high  privilege  to  meet  in  intimate  intercourse 
men  throughout  the  State  whom  I  have  long  respected  and  admired;  their 
wisdom,  their  unbroken  friendliness  and  their  forbearance  I  shall  ever  hold 
in  most  affectionate  remembrance.  To  their  councils,  if  I  have  done  any- 
thing worthy  of  recollection,  my  successes  are  due— my  failures  are  my  own. 

The  second  semi-annual  meeting  in  the  history  of  the  Society  was  held  in 
New  York,  in  October,  and  was  attended  by  about  three  hundred  members 
and  delegates.  I  am  indebted  to  Dr.  Charles  Jewett,  Chairman  of  the  Local 
Committee,  and  his  colleagues  for  the  scientific  program;    Dr.  W.  B.  Brins- 

•The  Secretary  would  state  that  on  account  of  the  death  of  Dr.  Ogden  C.  Ludlow,  who  for 
yean  has  serveathe  Society  well  as  its  stenographer,  which  sad  occurrence  followed  an  illness 
coming  <9a  soon  after  his  return  from  this  meeting,  a  fully  detailed  report  of  the  minutes  and 
discussions  has  not  been  secured. 
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8  MINUTES  OF  THE  ANNUAL   MEETING 

made,  Chairman  of  the  Entertainment  Committee,  rendered  me  valuable  aid 
in  arranging  the  evening  entertainment,  assisted  also  by  his  colleagues. 
The  semi-annual  meeting  should  be  continued.  It  offers  a  practical  solution 
of  a  somewhat  vexed  problem  often  discussed  in  the  Society,  as  to  the  pro- 
priety of  holding  its  meetings  elsewhere  than  in  Albany.  It  is  perfectly 
natural  that  the  great  cities  of  the  interior  of  the  State,  centres  of  educa- 
tional effort,  the  homes  of  notable  universities  and  great  hospitals,  should 
desire  the  privilege  of  entertaining  the  State  Society  at  reasonable  inter- 
vals. Moreover,  it  is  the  wish  of  the  members  of  the  Society  to  visit 
the  homes  of  their  friends  in  other  parts  of  the  State  and  to  congratulate 
them  on  their  excellent  schools  of  medicine  and  other  educational  institu- 
tions. It  is  true  that  we  know  their  work  by  its  fruits,  but  we  desire  to  see 
them  in  their  own  environment  and  witness  the  results  of  their  labors. 

The  annual  meeting  should  always  be  held  in  our  State  Capitol.  For 
excellent  reasons  this  has  become  the  settled  policy  of  the  Society.  The 
semi-annual  meeting  might  most  appropriately  be  held  consecutively  in 
Buffalo,  Rochester,  Syracuse  and  New  York.  In  this  way  the  perfectly 
natural  wishes  of  our  most  distinguished  members  could  be  gratified,  and 
we  should  all  become  better  acquainted  with  the  great  State  of  which  we 
are  citizens. 

The  program  for  the  annual  meeting  is  the  result  of  the  labors  of  the 
Business  Committee,  of  which  Dr.  H.  A.  Fairbairn,  of  Brooklyn,  is  chair- 
man. He  has  been  efficiently  assisted  by  Dr.  MacFarlane,  of  Albany,  and 
Dr.  Glentworth  Butler,  of  Brooklyn.  The  excellence  of  the  scientific  material 
provided  is  ample  proof  of  the  diligence  and  forethought  of  the  committee. 
I  desire  to  call  special  attention  to  the  symposium  on  nephritis,  which  has 
been  arranged  for  Thursday  morning.  This  place  on  the  program  has  never 
been  deemed  desirable  on  account  of  the  small  attendance  usual  at  the  end 
of  the  meeting.  The  annual  dinner  always  takes  place  on  Wednesday 
evening,  and  many  men  who  wait  for  the  social  function  leave  for  home 
early  Thursday  morning.  The  induction  of  the  in-coming  President  ought 
to  have  an  important  place  in  the  proceedings  of  the  Society.  At  present, 
coming  on  the  last  day  of  a  three-days'  sitting,  it  does  not  receive  the 
attention  that  it  deserves.  This  year  an  attempt  has  been  made  to  remedy 
this  condition  of  affairs  by  placing  one  of  the  most  important  and  inter- 
esting of  the  symposia  on  Thursday  morning.  The  President  ventures  to 
express  the  hope  that  the  eminence  of  the  speakers  will  do  much  to  secure 
a  large  audience/  For  the  future  it  is  suggested  that  the  annual  meeting 
commence  on  the  afternoon  of  Tuesday  and  continue  until  Thursday  even- 
ing, when  the  dinner  shall  be  given.  The  social  function  will  thus  close 
the  annual  session,  and  Thursday  will  cease  to  be  a  day  to  which  men  who 
have  papers  to  read  will  be  reluctant  to  be  assigned. 

The  present  membership  of  the  State  Society  is  as  follows:  Delegates, 
673;  permanent  members,  462;  total  active  list,  1,135.  The  total  mem- 
bership of  all  the  County  Societies  in  affiliation  with  the  State  Society  is 
5,680.  If  we  reorganize  on  the  plan  which  will  be  presented  in  the  report 
of  the  Conference  Committee,  which  makes  every  member  of  the  County 
Societies  also  a  member  of  the  State  body,  our  membership  would  then  be 
nearly  5,700  men.    The  present  dues  of  the  State  Society  are  $5.00,  which 
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gives  a  present  income  of  $5,675;  with  the  larger  membership,  dues  of 
but  $2.00  per  year  would  give  us  more  than  twice  our  present  income,  so 
that  if  it  seemed  best  to  expand  our  activities  and  to  conduct  a  State 
Journal  of  Medicine  to  appear*  monthly,  we  should  have  sufficient  means  to 
handle  the  enterprise.  While  our  Transactions  form  a  notable  series  of 
volumes,  yet  in  most  libraries  they  have  long  been  accumulating  the  dust 
that  comes  with  an  undisturbed  quiet,  and  our  Secretary  finds  it  difficult 
to  dispose  of  all  the  copies  printed  annually.  The  substitution  of  a  monthly 
journal  to  replace  a  single  volume  printed  annually  is  worth  consideration. 
Illinois,  Kansas,  California,  Michigan,  Kentucky  and  Colorado  now  support 
such  a  publication.  A  periodical  journal  keeps  the  State  Society  alive 
.through  twelve  months  of  the  year.  It  is  an  active,  vital  force,  and  offers 
opportunity  for  the  discussion  of  topics  of  interest  and  importance  as  they 
occur  from  time  to  time,  as  well  as  providing  an  official  organ  for  the 
Society.  Such  a  periodical  conducted  by  the  Medical  Society  of  the  State 
of  $ew  York  ought  to  number  among  its  contributors  the  ablest  men  in 
the  country. 

The  recent  severe  epidemics  of  typhoid  at  Ithaca  in  this  State,  at  Butler 
and  Pittsburg  in  Pennsylvania,  and  in  Montreal,  call  for  more  than  a 
pasing  notice.  The  aggregate  monetary  loss  to  the  communities  concerned 
is  immense,  not  to  speak  of  the  suffering  and  loss  of  life.  It  is  fair  to 
assume  that  the  average  wage  of  the  wage-earner  stricken  by  typhoid  is  at 
a  low  estimate  $15.00  per  week;  the  average  duration  of  the  disease  is  cer- 
tainly not  less  than  ten  weeks;  the  loss,  therefore,  to  each  family  in  which 
one  wage-earner  alone  is  stricken  down,  will  be  not  less  than  $150.00  If 
to  this  sum  we  add  $150.00  as  the  expenses  of  medical  attendance,  and  an 
additional  sum  of  $50.00  for  drugs  and  incidentals,  we  shall  have  a  total 
loss  of  $350.00  for  each  wage-earner  who  recovers.  This  estimate,  how- 
ever, assuming  that  the  nursing  will  be  done  by  the  family,  takes  no  account 
of  the  expense  of  a  trained  nurse.  A  thousand  cases  of  typhoid  fever 
occurring  in  wage-earners  will  thus  entail  a  loss  of  at  least  $350,000.  If 
the  death  rate  be  but  fifteen  per  cent.,  to  this  must  be  added  the  sum  of 
$15,000  for  funeral  expenses,  which  makes  a  total  loss  to  the  Commonwealth 
of  $365,000  per -thousand  cases.  Assuming  that  there  is  but  one  case  of 
typhoid  fever  to  each  family,  this  by  no  means  includes  all  the  loss,  which 
would  require  the  services  of  an  actuary  and  the  resources  of  a  life  insur- 
ance office  to  properly  compute.  The  Butler  and  Pittsburg  epidemics  will 
cost  the  citizens  of  Pennsylvania  in  the  neighborhood  of  $1,000,000,  a  loss 
which  is  absolutely  unnecessary,  without  excuse,  and,  therefore,  a  total 
waste  of  capital,  due  entirely  to  the  filthy  habit  of  contaminating  running 
water  with  fecal  matter.  Our  boasted  civilization  tolerates  this  crime 
simply  because  it  is  easiest  and,  so  far  as  first  cost  is  considered,  the 
cheapest  way  of  disposing  of  human  excreta.  Until  it  is  made  a  criminal 
offense  to  locate  latrines  on  the  banks  of  streams,  or  to  permit  sewage  to 
be  emptied  into  water  used  for  drinking  purposes,  or  from  which  ice  is 
cut  in  winter,  we  shall  continue  to  have  these  frightful  epidemics  of  typhoid 
fever.  Costly  filtration  plants  maintained  by  towns  and  cities,  Pasteur 
filters  and  similar  contrivances  in  the  home,  are  nothing  but  makeshifts 
and  fail  to  attack  the  source  of  infection.    It  is  better  not  to  defile  living 
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water  at  all  than  to  attempt  to  filter  out  the  abomination  afterwards. 
True,  it  has  been  claimed  that  running  water  purifies  itself  by  process  of 
rapid  oxidation;  nevertheless,  in  spite  of  this  assertion,  we  find  that  typhoid 
fever  is  carried  far  down  the  course  of  rapidly-running  streams,  as,  for 
instance,  in  the  cases  which  occurred  some  years  ago  in  the  Adirondack 
wilderness,  which  were  reported  to  this  Society  by  Dr.  Brush  at  the  time. 
To  defile  running  water  is  a  crime,  not  only  against  decency  and  humanity, 
but  a  sin  against  political  economy,  and  it  ought  to  be  a  crime  in  the  eyes 
of  the  law.  In  this  State,  thanks  to  our  State  Board  of  Health,  it  is  now 
a  punishable  offense  to  permit  sewage  to  empty  into  running  water  without 
the  permission  of  the  State  Board.  It  would  be  better  if  the  law  gave  the 
State  Board  the  right  to  investigate  the  causes  of  local  outbreaks  of  typhoid 
fever  and  to  prosecute  those  whose  criminal  acts  were  responsible  for  the 
disaster.  Every  case  of  typhoid  fever  is  logically  just  as  much  a  Coroner's 
ease  as  a  case  of  poisoning.  The  new  law  will  do  something  to  abate  the 
evil.  If,  however,  we  take  down  our  atlas  and  trace  the  course  of  the 
streams  which  flow  from  Pennsylvania,  Connecticut  and  Vermont  into  New 
York  waters,  we  shall  be  convinced  that  no  local  State  legislation  can  ever 
protect  a  State  from  an  infection  without  its  borders  and,  therefore,  beyond 
its  control.  It  is  of  little  use  for  our  State  Board  of  Health  to  protect  the 
New  York  shore  of  Lake  Champlain  from  desecration,  while  Burlington  and 
other  communities  pour  a  volume  of  sewage  into  the  lake  from  the  Ver- 
mont shore.  The  problems  of  modern  sanitation  can  be  solved  neither  by 
local  nor  State  Boards  of  Health  working  independently  of  each  other  and 
often  at  cross  purposes.  Ultimately  we  shall  clearly  see  the  necessity  of 
creating  a  Department  of  Health  which,  with  a  cabinet  officer  at  its  head, 
■hall  have  jurisdiction  similar  to  that  of  the  United  States  courts. 

Another  problem  which  can  never  be  satisfactorily  settled  locally  is  that 
of  yellow  fever,  since  it  will  be  of  no  use  for  one  State  to  wage  warfare 
on  mosquitos,  and  institute  drainage  systems,  if  a  neighboring  State  neg- 
lects similar  precautions.  The  sanitary  and  engineering  problems  connected 
with  the  question  of  malarial,  typhoid  and  yellow  fevers  are  of  too  costly 
a  nature  ever  to  be  properly  handled  by  local  or  State  governments.  The 
national  government  many  years  ago  undertook  the  maintainance  of  river 
and  harbor  improvements,  and,  until  it  takes  hold  of  the  problems  con- 
nected with  the  propogation  of  typhoid  fever,  and  the  diseases  transmitted 
by  the  mosquito,  we  shall  never  be  rid  of  them.  National  health  is  national 
wealth;  great  epidemics  always  hinder  the  wheels  of  commerce,  if  they  do 
not  bring  them  to  a  standstill  altogether.  Thus,  a  secretary  for  public 
health  is  as  much  a  necessity  to  the  national  welfare  as  a  secretary  of  com- 
merce or  of  agriculture.  We  cannot  hope  in  the  immediate  future  to  secure 
all  the  legislative  reforms  which  are  necessary  to  protect  us  against  the 
really  preventable  diseases.  We  can,  at  least,  however,  treat  symptoms. 
In  this  connection  should  be  mentioned  Senator  McCabe's  pure  ice  bill, 
designed  to  prevent  the  harvesting  of  ice  within  a  dangerous  distance  of 
open  sewer  outlets,  which  met  with  defeat  last  winter.  Strange  to  say, 
men  are  quite  willing  to  put  money  in  their  pockets  at  the  price  of  the  lives 
of  their  fellow  creatures,  if  they  do  not  actually  see  their  victims  in  the 
death  agony.    Nothing  but  corporate  greed  stands  in  the  way  of  this  bill, 
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and  efforts  should  be  renewed  to  pass  it  since  it  is  as  necessary  to  the  public 
health  as  it  was  creditable  to  a  member  of  our  own  profession,  the  Senator 
who  introduced  it. 

The  hospital  for  the  cure  of  incipient  tuberculosis  is  well  advanced 
towards  completion,  thanks  to  the  labors  of  Dr.  Macdonald,  an  honored 
ex-president  of  this  Society.  It  will  save  many  lives  and  prevent  much 
suffering.  We  ought,  however,  to  remember  that  there  are  other  cases'  of 
tuberculosis  besides  those  for  which  this  hospital  is  designed.  Surgical 
tuberculosis  is  a  disease,  which,  in  the  majority  of  cases,  is  far  more 
curable  than  are  the  cases  of  pulmonary  tuberculosis,  yet,  up  to  the  present 
time  little  attention  has  been  paid  towards  securing  the  same  conditions  of 
climate  and  general  hygiene,  which  have  proved  so  successful  in  sanitariums 
for  the  consumptive.  We  see  case  after  case  of  surgical  tuberculosis  fade 
away,  and  finally  die  after  long  suffering,  in  spite  of  the  best  surgical 
care,  because  the  crowded  wards  of  a  large  hospital  in  the  midst  of  a  great 
city  do  not  give  the  fresh  air  and  sunlight  which  are  just  as  necessary 
to  the  successful  treatment  of  these  eases  as  in  the  pulmonary  class.  To 
me  there  is  no  ward  in  the  hospital  more  distressing  than  the  children's 
ward,  in  which  you  will  find  most  of  these  cases.  Many  of  them  require 
daily  and  most  painful  dressings.  These  little  creatures  suffer  torments, 
which  they  might  be  spared  if  to  the  surgical  aid,  which  is  necessary,  were 
added  the  same  outdoor  treatment  and  climate  which  the  much  less  hopeful 
pulmonary  cases  are  now  receiving.  I  trust  that  neither  the  profession  nor 
the  public  will  lose  sight  of  these  little  unfortunates,  and  that  future  pro- 
vision may  be  made  for  them.  It  is  not  necessary  nor  desirable  that  they 
should  be  sent  to  distant  sanitaria  in  the  Adirondack*,  since  they  need  con- 
stant and  skillful  surgical  care.  The  best  conditions  for  their  recovery 
may  be  secured  by  the  erection  of  small  suburban  hospitals  near  our  large 
cities,  but  within  easy  reach  of  a  visiting  surgical  staff.  This  plan  would 
give  them  all  the  advantages  of  an  outdoor  life  in  the  sunlight,  and  at  the 
same  time  provide  for  the  peculiar  care  which  their  disease  demands.  One 
small  hospital  for  this  purpose  is  located  at  Tarrytown,  with  a  capacity 
of  twenty-five  beds. 

The  attention  of  the  Society  is  respectfully  directed  to  the  frequency  of 
tetanus,  occurring  as  the  result  of  wounds  made  by  wads  from  a  toy  pistol 
Over  four  hundred  cases  occurred  in  the  United  States  last  summer  after 
July  1st,  most  of  the  victims  of  the  disease  being  young  boys.  It  seems  a 
crime  that  men  should  sell  children  such  deadly  toys  for  the  purpose  of 
gaining  a  few  dollars,  but  it  ought  to  be  made  a  crime  by  State  law.  The 
Mississippi  Valley  Medical  Association  sent  a  resolution  to  this  effect  to 
your  President  last  fall.  It  surely  ought  not  to  be  difficult  to  procure 
legislation  which  would  prevent  the  suffering  and  loss  of  life  incident  to 
this  traffic  with  babies  in  dangerous  toys. 

Cases  of  suicide  by  carbolic  acid  are  becoming  alarmingly  frequent.  We 
cannot  take  up  a  daily  paper  without  reading  of  a  case.  Death  follows  so 
swiftly  and  surely  that  the  poor  victim  of  despair  or  poverty  has  no  chance 
of  rescue  and  a  second  thought.  Many  of  the  victims  are  women.  The 
following  figures  have  been  supplied  me  by  Dr.  S.  J.  Byrne,  registrar  of 
vital  statistics  for  Brooklyn: 
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Deaths  and  Suicides  by  Carbolic  Acid 

Deaths  from  carbolic  acid 

Suicides  from  carbolic  acid.. . . 
Female  suicides,  carbolic  acid.. 
Per  cent,  female  suicides  from 

carbolic  acid 51.61  53.99  55.19  47.76  48.70 

Dr.  Byrne  further  states  that  the  percentage  of  female  suicides  by  means 
of  carbolic  acid  is  based  on  actual  findings  by  the  coroner's  office,  and  not  on 
the  total  deaths  from  carbolic  acid  which,  in  all  probability,  with  a  very  few 
exceptions,  are  all  suicides.  In  the  fire  years  tabulated  there  were  1,433 
deaths  from  this  poison.  It  is  my  experience,  based  on  many  years'  prac- 
tice in  large  hospitals,  that  when  a  first  attempt  at  suicide  is  unsuccessful 
a  second  is  rarely  made,  but  carbolic  acid  is  too  swift  to  permit  a  rescue, 
and  the  unfortunate  victim  is  usually  reported  by  the  ambulance  surgeon 
as  "dead  on  arrival."  There  is  a  curious  want  of  uniformity  between  the 
Pharmacy  law  and  the  Penal  Code  with  reference  to  •  the  restrictions  placed 
about  the  sale  of  the  drug.  Thus  the  Pharmacy  law  merely  requires  a 
poison  label  to  be  affixed  to  the  bottle  without  registration  of  the  name  and 
address  of  the  purchaser,  but  the  Penal  Code  requires  registration  in  the 
case  of  the  sale  of  all  poisons.  This  is  certainly  the  wiser  plan.  The 
almost  universal  superstition  concerning  the  value  of  carbolic  acid  as  a 
disinfectant,  which  exists  even  among  medical  men,  renders  it  an  easy  matter 
for  the  intending  suicide  to  deceive  the  conscientious  druggist  as  to  the  use 
to  which  the  drug  is  to  be  put.  In  view  of  the  alarming  frequency  of  deaths 
from  this  drug,  it  would  be  well  to  require  the  prescription  of  a  physician 
for  it  when  sold  in  quantities  of  less  than  five  pounds.  This  would  not 
embarrass  the  use  of  the  acid  in  the  arts.  Two  very  dangerous  drugs  are 
commonly  sold  under  various  copyrighted  names,  respectively,  as  headache 
powders  and  catarrh  snuffs.  The  former  contain  antipyrin  or  acetanilid, 
the  latter  almost  always,  cocaine.  It  is  unnecessary  to  point  out  the  dan- 
gers of  this  evil  practice.  In  the  New  York  Medical  Journal  for  January 
16th  of  this  year  the  death  of  a  woman  is  reported  from  a  dose  of  two 
headache  tablets,  and  no  physician  is  ignorant  of  the  fact  that  from  the 
use  of  any  preparation  containing  cocaine  a  drug  habit  may  be  formed 
which  is  the  most  dangerous  and  ineradicable  of  all  the  forms  of  habitual 
intoxication.  It  ought  not  to  be  possible  for  manufacturers  to  place  such 
dangerous  drugs  within  the  reach  of  the  public  in  order  that  they  may  earn 
a  dollar  stained  with  blood. 

Under  Section  405A  of  the  Penal  Code  it  is  a  misdemeanor  to  fill  more 
than  twice,  without  the  order  of  a  physician,  any  prescription  which  contains 
over  one-twentieth  of  a  grain  of  morphine,  of  one-fourth  of  a  grain  of 
opium  per  dose,  but  any  person  may  demand  of  the  druggist  a  copy  of  the 
prescription  and  take  this  copy  to  another  druggist  and  repeat  this  process 
indefinitely,  so  that  the  purpose  of  the  law  is  entirely  defeated.  Unless 
the  druggist  is  by  law  forbidden  also  to  give  a  copy  of  such  prescriptions 
a  morphine  habitue  has  really  no  restrictions  in  the  purchase  of  the  drug. 
There  is  much  need  of  more  stringent  legislation  restricting  the  indis- 
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criminate  purchase  of  opium  and  ite  salts,  and  cocaine.  The  present  poison 
law  requires  nothing  more  than  the  registration  of  the  name  and  residence 
of  the  purchaser,  so  that  the  victims  of  drug  habits  have  no  difficulty  in 
securing  their  favorite  poison. 

Some  years  ago  the  legislature  made  an  appropriation  of  $5,000  for  the 
purpose  of  a  State  Medical  Library  at  Albany.  Since  that  time,  as  the 
appropriation  has  to  be  made  annually,  the  amount  has  steadily  dwindled 
until  now  it  is  barely  sufficient  to  provide  for  the  purchase  of  current 
periodical  literature.  Surely  the  medical  profession  of  this  State,  in  view 
of  the  hundreds  of  thousands  of  dollars  which  it  saves  to  the  State  annually 
by  gratuitous  attendance  at  public  hospitals  and  dispensaries,  deserves  from 
the  legislature  the  modest  recognition  of  an  appropriation  of  $5,000  per 
year  for  a  Medical  Library  at  Albany.  It  has  been  suggested  by  the  State 
Librarian  that  travelling  libraries  may  be  made  available  to  the  profession 
of  the  State,  which  shall  be  under  the  supervision  and  from  the  shelves  of 
the  8tate  Library.  The  books  which  are  of  the  greatest  value  to  the  physi- 
cian, especially  in  the  rural  districts,  are  those  which  are  fresh  from  the 
press;  for,  unlike  the  law-book,  our  text-books  are  practically  valueless  ten 
years  after  publication,  so  great  are  the  advances  of  our  art.  It  would  be 
of  great  advantage  in  the  promotion  of  this  idea  of  travelling  libraries 
if  lists  of  new  books  on  file  in  the  State  Library  could  be  sent  monthly, 
or  at  least  quarterly,  to  the  Secretary  of  each  County  Society. 

One  of  the  greatest  difficulties  which  we  encounter  in  our  endeavors  to 
prosecute  unlicensed  quacks,  for  what  may  be  termed  murder  by  misad- 
venture, is  the  fact  that  we  have  in  this  State  no  proper  definition  of  what 
constitutes  the  practice  of  medicine.  Thus,  it  has  been  held  by  the  courts, 
that  unless  a  drug  has  been  administered  the  act  complained  of  is  not  the 
practice  of  medicine  under  the  law.  The  Territory  of  New  Mexico  may 
teach  the  ancient  State  of  New  York  a  lesson  in  this  particular.  In  Section 
6  of  the  Act  which  established  a  Board  of  Health,  passed  March  12,  1903, 
it  states: 

Sxo.  6.  For  the  purpose  of  this  Act  the  words  "practice  of  medicine" 
shall  mean  to  open  an  office  for  such  purpose,  or  to  announce  to  the  public 
or  to  any  individual  in  any  way  a  desire  or  willingness  or  readiness  to 
treat  the  sick  or  afflicted,  or  to  investigate  or  diagnose,  or  offer  to  investi- 
gate or  diagnose,  any  physical  or  medical  ailment  or  disease  of  any  person, 
or  to  suggest,  recommend,  prescribe  or  direct,  for  the  use  of  any  person, 
any  drug,  medicine,  appliance  or  other  agency,  whether  material  or  not 
material,  for  the  cure,  relief  or  palliation  of  any  ailment  or  disease  of  the 
mind  or  body,  or  for  the  cure,  or  relief,  of  any  wound,  fracture  or  bodily 
injury  or  deformity,  after  having  received,  or  with  the  intent  of  receiving 
therefore,  either  directly  or  indirectly,  any  bonus,  gift  or  compensation. 

Provided,  That  nothing  in  this  Act  shall  be  construed  to  prohibit  gratui- 
tous services  in  cases  of  emergency,  or  the  domestic  administration  of  family 
remedies,  or  women  from  practicing  midwifery,  and  this  Act  shall  not  apply 
to  surgeons  of  the  United  States  in  the  discharge  of  their  official  duties. 

If  this  is  sound  law  in  the  Territory  of  New  Mexico,  it  ought  to  be  good 
law  for  the  Empire  State.  The  attention  of  the  legislature  is  respectfully 
called  to  this  Act. 

Two  years  ago  the  osteopaths  attempted  to  pass  a  law  in  this  State 
which  would  have  permitted  them  to  attend  midwifery  cases,  to  administer 
drugs  provided  they  were  not  given  by  the  mouth  or  hypodermic  injection, 
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to  practice  minor  surgery  and  obstetrics,  and  grant  death  certificates,  but 
without  the  education  which  the  law  requires  of  physicians  as  now  licensed 
by  the  State.  Their  proposed  law,  especially  exempted  them  from  a  knowl- 
edge of  drugs,  so  that  it  would  have  been  possible  for  a  case  of  criminal 
poisoning  to  have  escaped  detection  if  treated  by  an  osteopath,  and  for  the 
victim  to  have  been  buried  under  cover  of  a  certificate  of  death  from  gas- 
tritis, had  this  law  passed.  Through  the  efforts  of  this  Society,  and  affil- 
iated bodies,  this  dangerous  law  was  defeated.  It  is,  however,  within  the 
bounds  of  probability  that  other  attempts  in  the  same  direction  will  be 
made  in  the  future.  In  May,  1903,  the  State  of  Wisconsin  passed  an  act 
of  which  the  title  is  as  follows:  "An  Act  relating  to  the  State  Board  of 
Medical  Examiners  and  to  the  Registration  and  Licensing  of  persons 
engaged  in  the  practice  of  medicine,  surgery,  or  osteopathy,  in  the  State  of 
Wisconsin."  This  Act  provides  that  osteopaths  shall  have  the  same  rights 
and  privileges  and  be  subject  to  the  same  laws  and  regulations  as  prac- 
titioners of  medicine  and  surgery,  except  the  right  to  give  or  prescribe  drugs 
or  perform  surgical  operations.  Evidently  the  profession  of  medicine  had 
too  little  influence  in  the  State  of  Wisconsin  to  prevent  the  passage  of  so 
pernicious  a  law.  Almost  every  ten  years  the  profession  witnesses  the  birth 
of  some  now  form  of  quackery.  If  it  is  attractive  to  the  public,  provided, 
also,  that  it  has  the  support  of  the  impudent,  the  ignorant  and  the  credulous, 
and  offers  an  easy  pathway  to  profitable  fees,  it  is  likely  to  obtain  legis- 
lative recognition.  Are  we  then  to  witness,  with  idle  and  helpless  hands, 
assault  after  assault  by  a  horde  of  impudent  quacks  on  the  admirable 
medical  laws  which,  through  the  influence  of  the  medical  profession,  have 
been  enacted  in  every  State  in  the  Union  f  Most  of  the  doors  of  Medical 
Examining  Boards  open  every  few  years  to  admit  the  professor  of  some 
new  form  of  quackery!  It  it  a  pity  that  in  the  State  of  New  York  we 
cannot  have  union  among  all  medical  men  without  regard  to  school.  We 
shall  never  be  able  to  successfully  resist  these  constant  assaults  upon  the 
earthworks  which  defend  the  approaches  to  a  medical  career  until  the 
homoeopaths  and  electics  see  clearly  that  it  is  to  their  interest  to  abandon 
their  distinctive  titles  based  on  therapy  or  treatment.  This  is,  after  all, 
nothing  but  the  adoption  of  a  trade-mark,  and  forms  the  basis  on  which 
countless  systems  of  sectarianism  may  find  foundation  in  the  future  and  a 
point  of  attack  from  which  to  menace  the  laws  which  regulate  medical 
education.  The  practice  of  using  distinctive  titles  based  on  therapeutics 
is  a  wide-open  gateway  through  which  may  enter  numberless  and  petty 
little  systems.  If  the  State  is  to  license  physicians  of  different  schools  of 
therapeutics  as  such,  there  is  no  pretender  with  a  sufficient  following  of 
dupes  who  is  not  logically  entitled  to  recognition  by  the  State  and  to  a 
separate  Board  of  Examiners  for  his  own  sect.  But  this  is  the  road  to 
ultimate  chaos  and  the  nullification  of  our  present  medical  laws.  It  is  high 
time  that  all  educated  physicians  without  regard  to  school  recognize  this 
danger.  The  Medical  Society  of  the  State  of  New  York  is  founded  on 
principles  so  broad  that  a  man  may  use  any  system  of  therapeutics,  any 
treatment  which  he  deems  of  value,  so  long  as  he  declines  to  advertise  his 
methods  by  a  distinctive  title.  The  only  real  and  permanent  protection 
which  the  medical  profession  can  rear  against  the  licensing  by  the  State 
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of  indiscriminate  systems  of  practice  in  the  future  lies  in  the  abandonment 
of  these  distinctions.  Ii  we  were  all  content  to  be  called  physicians,  with- 
out reference  to  school,  we  should  present  a  front  which  would  be  imprep 
liable  to  every  assault.  We  shall  never  have  complete  protection  against 
these  incessant  attempts  on  the  part  of  impudent  pretenders  to  legislative 
protection,  nor  shall  we  merit  that  complete  confidence  on  the  part  of  the 
public  and  the  legislature  which  will  always  be  our  best  defense,  until  the 
name  of  sectarianism  becomes  merged  and  lost  in  the  ancient  and  honorable 
title  of  Doctor  of  Medicine. 

Necrology 

The  following  members  of  the  Medical  Society  of  the  State  of  New  York 
have  found  rest  from  their  labors  during  the  year  which  has  passed : 

Honorary  Members 

Wm.  E.  B.  Davis,  Birmingham,  Ala.,  February  24,  1903;   aged  40. 
George  J.  Engleman,  Boston,  Mass.,,  November  6,  1903;    aged  81. 

Permanent  Members 

Herman  Mynter,  Buffalo,  February  9,  1903;   aged  53. 
F.  M.  Perine,  Dansville,  July  13,  1903;    aged  72. 
Eusha  H.  Bridges,  Ogdensburgh,  October  9,  1903;   aged  62. 
James  Z.  Hunt,  Lowville,  November  14,  1903;   aged  40. 
Cornelius  G.  Wyckoff,  Buffalo,  November  6,  1903;  aged  81. 
Charles  H.  Porter,  Albany,  November  21,  1903;   aged  69. 
Francis  W.  Higgins,  Cortland,  December  18,  1903;   aged  46. 

Dr  Porter  was  for  thirty  years  the  Treasurer  of  this  Society.  In  view 
of  this  long  and  faithful  service,  it  is  eminently  proper  that  we  should  pass 
suitable  resolutions,  to  be  published  in  the  daily  press  and  sent  to  his  family. 

Nearly  a  quarter  of  a  century  ago  this  Society  was  rent  in  twain  by  a 
dissension 'which  had  its  origin  in  a  question  of  principle.  Each  side 
viewed  the  question  from  a  different  standpoint,  and  so  the  difference  was 
irreconcilable.  Changes  in  medical  education,  the  establishment  of  medical 
examining  boards,  the  elevation  of  the  standard  of  requirements,  and  the 
slow  progress  of  advancing  years  which  heals  all  wounds  and  finally  com- 
poses all  differences,  have  made  it  possible  for  our  brethren,  who  left  us 
so  many  years  ago,  to  return  to  us,  who  gladly  welcome  them.  Two  years 
ago  my  honored  and  distinguished  predecessor,  Dr.  Henry  L.  Eisner, 
initiated  the  movement  which  we  hope  to-day  to  see  completed.  The 
negotiations  of  the  past  two  years  have  been  full  of  incident  and  not 
without  difficulty.  The  way  has  been  beset  with  obstacles.  In  October 
both  the  Medical  Society  of  the  State  of  New  York  and  the  New  York 
State  Medical  Association  each  gave  its  committee  full  power  to  take  such 
measures  as  shall  equitably  settle  our  differences  and  make  us  one  again. 
The  two  committees,  meeting  soon  afterward,  by  mutual  consent,  merged 
themselves  into  one  committee,  and  thereafter  met  as  a  whole.  Dr.  Abraham 
Jacobi,  an  ex-president  of  this  Society,  and  the  Yirchow  of  American 
medicine,  was  chosen  Chairman  of  what  is  now  known  as  the  Joint  Corn- 
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mittee  of  Conference.  It  was  my  privilege,  by  invitation,  to  attend  one  of 
the  sittings  of  this  committee.  At  that  meeting  one  fact  shone  ont  bril- 
liantly, that  beyond  all  other  considerations  the  members  of  the  Joint  Com- 
mittee were  seeking  to  do  the  best  in  their  power,  not  for  the  Medical 
Society  of  the  State  of  New  York,  nor  for  the  New  York  State  Medical 
Association.  They  sought,  instead,  the  welfare  of  the  entire  profession 
of  this  State.  Nor  was  one  side  seeking  to  ontdo  the  other,  unless  by 
honorable  concessions  which  might  lead  to  union.  The  sentiment  that  ani- 
mated all  hearts  appeared  to  be  this,  union  first,  details  afterward.  The 
results  of  their  labors  will  be  laid  before  you  this  morning,  nor  have  those 
labors  been  small.  It  was  necessary  to  submit  many  difficult  questions  of 
law  to  counsel,  and,  inasmuch  as  many  of  the  propositions  involved  were 
novel,  much  time  was  required  for  their  determination.  The  committee 
have  had  the  assistance  of  able  counsel.  The  plan  of  union,  which  they 
submit,  is  one  that  has  required  months  of  elaboration  and  careful  thought; 
every  section  and  paragraph  has  been  completed  only  after  much  delibera- 
tion. The  committee  does  not  present  this  plan  as  necessarily  perfect  in 
all  its  parts.  It  is  quite  possible  that  some  details  may,  after  trial,  need 
modification  and  amplification.  The  united  Society  will  be  just  as  com- 
petent on  a  majority  vote  to  alter  its  Constitution  or  By-Laws,  as  either  of 
the  contracting  corporations  to  alter  or  amend  its  own  rules  before  union. 
I  urge  the  members  to  yield  the  same  confidence  to  the  Joint  Committee 
which  they  reposed  in  their  own  Conference  Committee  last  October,  when 
they  gave  it  full  power  to  bring  about  union  in  an  equitable  and  just  manner. 
We  have  had  twenty-two  years  of  strife,  of  heart-burnings,  of  recrimina- 
tion, of  misunderstanding.  With  the  stroke  of  the  pen  we  can  now  have 
peace;  shall  we  have  itf  It  is  for  you  to  determine.  After  one  of  the 
battles  of  the  Civil  War  a  great  captain,  who  fought  on  the  other  side,  lay 
dying,  and,  as  the  sounds  of  strife  faintly  fell  upon  his  dulled  hearing, 
with  his  last  breath  he  uttered  these  words:  "Let  us  cross  over  the  river 
and  rest  beneath  the  shade  of  the  trees."  My  brothers,  for  all  these  years 
the  river  of  strife  has  flowed  with  sullen  stream  and  leaden  wave  between 
us,  let  us  now  cross  over  the  river  and  rest  beneath  the  shade  of  the  trees. 
I  now  declare  the  Ninety-eighth  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York  open  for  the  reports  of  committees,  the  trans- 
action of  business  and  the  reading  of  scientific  papers. 

On  motion,  the  recommendations  contained  in  the  Address  were  referred 
to  a  Special  Committee,  which  subsequently  made  the  following  report: 

Your  Committee  to  consider  the  recommendations  of  the  President's 
Inaugural  Address,  would  respectfully  report  as  follows: 

First:  We  recommend  that  the  suggestion  of  the  President,  that  the 
semi-annual  meetings  be  continued  and  be  held  successively  in  the  cities  of 
Buffalo,  Rochester,  Syracuse  and  New  York,  should  be  adopted. 

Second:  We  recommend  that  the  suggestion  that  the  annual  meeting 
commence  on  the  afternoon  of  Tuesday  and  continue  until  Thursday  even- 
ing, when  the  dinner  shall  be  given,  be  adopted. 

[This  second  recommendation  later  in  the  session  was  reconsidered  and 
voted  against.] 

Third:  We  recommend  that  the  consideration  of  the  suggestion  that 
the  publication  of  a  Journal,  as  a  substitute  for  the  Annual  Volume  of 
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Transactions,  be  deferred  for  at  least  one  year,  because  of  the  action  of 
the  Society  towards  amalgamation,  which  we  expect  to  be  consummated 
by  that  time. 

Fourth:  We  recommend  that  the  Committee  on  Legislation  be  instructed 
to  use  every  legitimate  effort  in  support  of  Senator  McCabe's  Pure  ice  bill, 
which  was  defeated  at  the  last  session,  if  it  should  be  introduced  at  this 
session;    or  in  support  of  any  other  bill  covering  the  same  ground. 

Fifth:  We  recommend  that  the  Society  pledge  its  support  to  the  Com- 
mittee on  Legislation  in  favor  of  all  laws  restricting  the  sale  of  the  toy 
pistol,  carbolic  acid,  so-called  headache  powders  and  catarrh  snuffs  con- 
taining cocaine,  as  outlined  in  the  address  of  %the  President. 

Sixth:  We  recommend  that  a  committee  be  appointed  to  take  appro- 
priate action  on  the  death  of  Dr.  Charles  H.  Porter,  who  acted  as  Treasurer 
of  this  Society  for  so  many  years. 

Seventh:  That  part  of  the  President's  Address,  dealing  with  the  subject 
of  amalgamation,  was  so  pregnant  with  sound  logic  and  moving  reason  that 
this  Society  showed  its  appreciation  by  adopting  his  suggestion  unanimously. 

Respectfully  submitted. 

Eugene  Beach, 

Chairman. 
G.  A.  Bradbury, 
Secretary. 

The  report  was  adopted.  Drs.  F.  C.  Curtis,  O.  D.  Ball  and  B.  U.  Steen- 
berg  were  appointed  a  committee  to  prepare  a  memorial  of  Dr.  Charles 
H.  Porter. 

The  President  announced  the  following  committees: 

Business  Committee:  H.  A.  Fairbairn,  Brooklyn;  A.  MacFarlane,  Albany; 
G.  R.  Butler,  Brooklyn. 

Committee  on  Credentials:  B.  U.  Steenberg,  Albany;  James  M.  Winfield, 
Brooklyn;    W.  H.  Lough,  Edmeston. 

Committee  on  Nominating  Candidates  for  Vacancies  on  the  State  Board  of 
Medical  Examiners:  J.  F.  McCaw,  Watertown;  A.  Vander  Veer,  Albany; 
John  O.  Boe,  Rochester;   H.  D.  Wey,  Elmira;   A.  Jacobi,  New  York. 

The  last  named  committee  subsequently  reported  the  following  for  these 
vacancies,  and  they  were  duly  elected:  Eugene  Beach,  Gloversville ;  Joseph 
P.  CreveHng,  Auburn;  Edward  B.  Angell,  Rochester;  James  D.  Spencer, 
Watertown. 

The  report  of  the  Treasurer  was  presented  and  referred  to  a  committee, 
consisting  of  Drs.  Edward  F.  Brush,  B.  C.  Loveland  and  John  L.  Heffron, 
which  subsequently  reported  it  correct. 

Reports  were  made  by  Standing  Committees  through  their  Chairmen; 
they  will  be  found  under  Reports. 

Dr.  Henry  L.  Elsner,  of  Syracuse,  Chairman  of  the  Committee  of 
Conference,  presented  the  report  of  the  committee  as  follows : 

Your  Committee  of  Conference  reports  as  follows : 

Prompted  by  the  action  of  the  American  Medical  Association,  taken  at 
its  last  meeting  in  New  Orleans,  your  Committee  sent  the  following  com- 
munication to  Dr.  F.  H.  Wiggin,  President  of  the  New  York  State  Medical 
Association: 

Syracuse,  N.  Y.,  May  28,  1903. 

My  Dear  Doctor:  At  the  last  meeting  of  the  Medical  Society  of  the 
State  of  New  York  the  Committee  of  Conference,  appointed  to  confer  with 
the  similar  committee  of  the  New  York  State  Medical  Association,  after 
making  its  report,  was  continued  and  instructed  to  await  the  action  of  the 
American  Medical  Association  at  New  Orleans  before  considering  further 
the  methods  of  amalgamating  the  regular  profession  of  the  State  of  New 
York.  At  a  recent  meeting  of  the  American  Medical  Association  radical 
action  was  taken  removing  the  obstacle  which  prevented  unification.    Appre- 
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dating  the  fact  that  no  further  barrier  stands  in  the  way  of  uniting  the 
profession  of  the  State  of  New  York  into  a  single  State  Society,  the  com- 
mittee representing  the  Medical  Society  of  the  State  of  New  York  would 
respectfully  ask  the  New  York  State  Medical  Association  that  further  con- 
ference with  its  representatives  be  arranged  with  the  object  of  speedily 
settling  upon  a  definite  plan  which  shall  form  the  basis  for  amalgamation 
of  the  two  existing  bodies.  In  making  this  request  the  committee  repre- 
senting the  Medical  Society  of  the  State  of  New  York  assures  the  Associa- 
tion of  its  earnest  desire  to  increase  the  influence  of  the  State  profession 
by  the  action  suggested;  that  it  would  further  state  to  that  body  that  it  is 
ready  to  suggest  to  the  Medical  Society  of  the  State  of  New  York  that  it 
amend  its  charter  to  continue,  consolidate  and  amend  Chapter  138  of  the 
Laws  of  1806,  Chapter  94  of  the  Laws  of  1813,  and  Chapter  452  of  the  Laws 
of  1900,  for  the  purpose  of  cultivating  and  advancing  the  Science  of  Medi- 
cine, the  promotion  and  protection  of  public  health,  and  the  establishment 
of  a  death  benefit  fund  for  the  dependence  of  the  members  of  the  Medical 
Society  of  the  State  of  New  York.  That  it  feels  justified  still  further  in 
assuring  the  Association  that  it  will  recommend  to  the  State  Society  the 
method  of  organization  founded  upon  the  plan  suggested  by  the  American 
Medical  Association  and  considered  by  the  Joint  Conference  when  in  session 
in  April,  1902,  and  that  all  other  matters  of  detail  which  must  be  considered 
before  final  action  can  be  taken  by  the  respective  societies,  must,  of  neces- 
sity, become  subjects  for  conference.  The  Committee  asks  for  careful 
deliberation  in  conference  that  both  the  Society  and  the  Association  may  in 
the  near  future  be  able  to  present  completed  and  satisfactory  plans  to  the 
State  bodies  for  ratification. 

(Signed)—  Henry  L.  Elsner,  Chairman,  A.  Jacobi,  A.  Vander  Veer, 
George  R.  Fowler.  The  only  member  of  the  committee  who  did  not  sign 
was  Dr.  Frank  Van  Fleet. 

The  following  answer  in  reply  was  received  by  Dr.  Eisner  under  date  of 
June  10,  1903: 

My  Dear  Doctor:  I  have  received  your  communication  of  the  28th, 
requesting  appointment  by  our  Association  of  a  committee  to  confer  with 
your  committee  relative  to  plans  for  uniting  our  State  bodies,  signed  by 
yourself,  Drs.  A.  Jacobi,  A.  Vander  Veer  and  George  R.  Fowler,  and  I 
shall  take  pleasure  in  presenting  it  to  our  Council  at  the  earliest  practicable 
moment  for  consideration  and  such  action  as  they  may  see  fit  to  take  on  it, 
as,  under  our  Constitution  and  By-Laws,  matters  of  importance  are  so 
referred.  Respectfully  yours, 

(Signed)  Frederick  Holme  Wiggin, 

President  New  York  State  Medical  Association. 

On  the  1st  of  October,  1903,  at  a  special  meeting  of  the  Council  and 
Fellows  of  the  New  York  State  Medical  Association,  held  in  the  New  York 
Academy  of  Medicine,  the  following  preambles  and  resolutions  were  unani- 
mously adopted : 

"Whereas,1  The  members  of  the  New  York  State  Medical  Association 
desire  a  union  of  the  medical  profession  of  the  State  of  New  York,  and, 

Whereas,  It  is  deemed  expedient  for  the  attainment  of  this  purpose  to 
make  further  effort  to  bring  together  the  New  York  State  Medical  Associa- 
tion and  the  Medical  Society  of  the  State  of  New  York  under  the  name  of 
The  Medical  Society  of  the  State  of  New  York; 

Resolved,  That  a  committee  of  five  be  appointed  by  the  Chair,  and  said 
committee  is  hereby  empowered  to  do  whatever  is  necessary  and  expedient 
to  bring  about  such  a  union  in  a  just  and  equitable  manner,  and 

Resolved,   That  the  committee  so  empowered  may  confer,  co-operate  and 
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unite  with  the  committee  of  the  Medical  Society  of  the  State  of  New  York 
for  the  purpose  of  forming  said  union  of  the  two  medical  organizations;  and 
Besolved,  That  a  copy  of  these  resolutions  be  transmitted  to  the  Secretary 
of  the  Medical  Society  of  the  State  of  New  York  with  the  request  that  its 
Conference  Committee  be  granted  similar  powers." 

The  foregoing  preambles  and  resolutions  were  received  by  the  Secretary 
of  the  Medical  Society  of  the  State  of  New  York.  The  Chairman  of  your 
Committee  was  notified  of  the  appointment  of  the  following  Committee  of 
Conference  by  the  New  York  State  Medical  Association:  E.  Eliot  Harris, 
Chairman;  Julius  C.  Bierwirth,  Alexander  Lambert,  Parker  Syms  and 
Wisner  B.  Townsend. 

By  order  of  the  Comitia  Minora,  a  special  meeting  of  the  Medical  Society 
of  the  State  of  New  York  was  called  for  Tuesday  evening,  October  13,  1903, 
at  the  Academy  of  Medicine,  in  New  York  City,  for  the  purpose  of  taking 
action  on  the  communication  received  from  the  New  York  State  Medical 
Association. 

At  a  special  meeting  of  the  Medical  Society  of  the  State  of  New  York, 
held  Tuesday  evening,  October  13,  1903,  the  following  preamble  and  reso- 
lution were  unanimously  adopted: 

"Whereas,  The  New  York  State  Medical  Association,  at  a  recent 
special  meeting,  duly  assembled,  has,  by  unanimous  vote,  appointed  a  com- 
mittee with  full  power  to  meet  with  the  similar  committee  of  the  Medical 
Society  of  the  State  of  New  York  to  arrange  for  the  unification  of  the  two 
organizations  under  the  corporate  name  of  The  Medical  Society  of  the  State 
of  New  York;  therefore,  be  it 

Besolved,  That  the  Committee  of  Conference  of  the  medical  Society 
of  the  State  of  New  York,  already  appointed,  be  given  powers  equal  to  and 
commensurate  with  the  powers  recently  granted  the  committee  created  by 
the  New  York  State  Medical  Association  for  the  purpose  of  unifying  the 
two  State  medical  bodies  into  The  Medical  Society  of  the  State  of  New 
York." 

On  the  30th  of  October,  1903,  there  was  a  meeting  of  the  Joint  Conference 
Committee,  at  the  Academy  of  Medicine,  in  the  City  of  New  York.  At  this 
meeting  Dr.  Abraham  Jacobi  was  unanimously  elected  Chairman  and  Dr. 
Wisner  B.  Townsend,  Secretary  of  the  Committee  of  Ten,  which,  by  common 
consent,  was  to  be  known  as  the  "Joint  Conference  Committee."  At  this 
meeting  methods  were  considered  intending  to  serve  as  the  basis  for  the 
unification  of  the  two  State  bodies,  and  a  bill  was  drafted  which  was  referred 
to  a  8ub-Committee,  composed  of  Drs.  Jacobi,  Harris  and  Fowler,  who  in 
turn  were  given  authority  to  select  and  employ  legal  counsel.  It  was  also 
decided  by  vote  at  this  meeting  that  all  expenses  of  the  Conference  Com- 
mittee be  borne  equally  by  the  two  societies  seeking  consolidation.  The 
Sub-Committee  selected  Mr.  Howard  Yan  Sinderen,  an  attorney  already 
favorably  known  to  the  profession  because  of  his  connection  as  counsel 
with  the  New  York  Academy  of  Medicine.  It  soon  became  clear  to  the 
counsel  that  the  bill  drafted  by  the  Joint  Conference  Committee  was  inade- 
quate, and  failed  to  meet  the  necessary  legal  requirements. 

At  a  meeting  of  the  Joint  Conference  Committee,  held  in  the  city  of 
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New  York,  on  the  5th  day  of  January,  1904,  Counsel  Van  Sinderen  sub- 
mitted a  Permissive  Act,  which  reads  as  follows : 

an  act  to  authorize  the  consolidation  of  the  medical  society  of  the 
State  of  New  York  and  The  New  York  State  Medical  Association. 

The  People  of  the  State  of  New  York,  represented  in  Senate  and  Assembly, 
do  enact  as  follows: 

Section  1.  The  Medical  Society  of  the  State  of  New  York,  incorporated 
by  or  pursuant  to  chapter  one  hundred  and  thirty-eight  off  the  laws  of 
eighteen  hundred  and  six,  entitled  "An  act  to  incorporate  medical  societies 
for  the  purpose  of  regulating  the  practice  of  physic  and  surgery  in  this 
State, ' '  and  continued  by  chapter  ninety-four  of  the  revised  laws  of  eighteen 
hundred  and  thirteen,  passed  April  tenth,  eighteen  hundred  and  thirteen, 
entitled  "An  act  to  incorporate  medical  societies  for  the  purpose  of  regu- 
lating the  practice  of  physic  and  surgery  in  this  state,"  and  the  New  York 
State  Medical  Association,  incorporated  under  chapter  four  hundred  and 
fifty- two  of  the  laws  of  nineteen  hundred,  may  enter  into  an  agreement  for 
the  consolidation  of  such  corporations,  setting  forth  the  terms  and  conditions 
of  the  consolidation  and  the  mode  of  carrying  the  same  into  effect. 

Each  corporation,  party  to  the  agreement,  may  petition  the  Supreme  Court 
for  an  order  consolidating  the  corporations,  setting  forth  in  such  petition 
the  agreement  for  consolidation  and  a  statement  of  all  its  property  and 
liabilities  and  the  amount  and  sources  of  its  annual  income.     Before  the 

Eresentation  of  the  petition  to  the  court,  the  agreement  must  be  approved 
y  a  majority  of  the  vote  lawfully  cast  at  an  annual  meeting  of  each  cor- 
poration separately,  or  at  a  meeting  of  each  corporation  separately  and 
specially  called  pursuant  to  its  by-laws  for  that  purpose,  and  a  certificate 
of  such  approval,  verified  by  the  president  and  secretary  of  the  meeting 
shall  be  annexed  to  the  petition. 

On  presentation  of  the  petition,  the  certificate  of  approval  and  the  con- 
solidation agreement,  and  on  such  notice  to  interested  parties  as  the  court 
may  prescribe,  and  after  hearing  such  interested  parties  as  desire  to  be 
heard,  the  court  may  make  an  order  for  the  consolidation  of  the  corporations 
on  such  terms  and  conditions  as  it  may  prescribe. 

When  the  order  is  made  and  duly  entered,  the  corporations,  parties  to 
the  agreement,  shall  be  one  corporation  under  the  name  "Medical  Society 
of  the  State  of  New  York,"  which  shall  not  be  deemed  to  be  a  new  cor- 
poration, but  to  be  a  continuation  of  the  Medical  Society  of  the  State  of 
New  York,  incorporated  in  eighteen  hundred  and  six.  A  certified  copy  of 
said  order  shall  be  filed  in  the  office  of  the  Secretary  of  State.  All  the 
property  belonging  to  the  corporations  so  consolidated  shall  vest  in  the  said 
Medical  Society  of  the  State  of  New  York,  which  shall  have  all  the  powers, 
rights  and  privileges  possessed  by  either  corporation  at  or  immediately  prior 
to  the  consolidation,  and  which  shall  be  subject  to  all  of  the  liabilities  of 
each  corporation. 

§  2.     This  Act  shall  take  effect  immediately. 

This  Act  received  the  approval  of  the  Joint  Conference  Committee  and 
was  duly  introduced  into  the  Senate  and  Assembly  of  the  State,  promptly 
passed  and  was  signed  by  the  Governor  on  the  21st  day  of  January,  1904. 
At  this  meeting  it  was  agreed  that  all  questions  upon  which  the  Joint  Con- 
ference Committee  could  not  agree,  or  upon  which  there  were  material  and 
important  differences,  shall  be  submitted  by  referendum  to  the  members 
of  the  consolidated  Society.  It  was  further  agreed  that  the  Journal  and 
Directory  should  be  published  during  the  year  1904.  The  fate  of  these 
publications  thereafter  must  be  decided  by  the  vote  of  the  reorganized 
Society.  At  the  same  meeting  an  Agreement  was  entered  upon  to  be  signed 
by  the  individual  members  of  the  Joint  Conference  Committee  after  refer- 
ence to  the  Counsel.     The  Joint  Conference  Committee  believed  that  the 
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profession  of  the  State  should  be  informed  of  the  progress  made  by  the 
committee  and,  therefore,  decided  to  submit  an  abstract  of  the  Agreement 
with  the  plan  of  consolidation  of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  Medical  Association  to  the  profession.  The  entire 
committee  signed  the  original  communication,  which,  slightly  changed  by 
counsel,  was  finally  published  in  the  leading  medical  journals  of  this  State 
and  in  the  American  Medicine  over  the  signatures  of  the  Sub-Committee. 
The  following  is  a  copy  of  the  communication  as  submitted  to  the  profession: 

Consolidation  of  thb  Medical  Society  op  the  State  op  New  York  and 
the  New  York  State  Medical  Association 

To  the  Medical  Profession  of  the  State  of  New  York: 

The  Sub-Committee  of  the  Joint  Committee  on  Conference  presents  the 
following  plan  of  consolidation  of  the  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Medical  Association  for  the  information  of 
the  medical  profession  of  this  State. 

The  plan  is  the  result  of  much  labor,  legal  investigation  and  careful 
thought  and  attention  on  the  part  of  the  committee;  and  the  organization 
recommended  for  the  consolidated  corporation  is  one  which  is  now  in  suc- 
cessful operation  in  thirty-two  States  of  the  United  States.  It  is  based 
upon  the  form  of  government  of  the  United  States,  and  care  has  been  taken 
not  to  interfere  in  any  way  with  the  autonomy  of  county  organizations,  or 
with  their  property  or  other  vested  rights. 

We  respectfully  urge  the  members  of  the  profession  to  promote  by  all 
proper  means  the  passage  by  the  Legislature  of  the  proposed  act  prepared 
by  counsel  for  the  committee,  authorizing  the  consolidation  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York  State  Medical  Associa- 
tion. The  proposed  act  will  be  introduced  in  the  Assembly  and  Senate  in 
due  course,  and,  if  passed,  will  authorize  the  consolidation  upon  terms  to  be 
agreed  upon  by  the  two  corporations.  The  consolidated  corporation  will  be 
known  as  the  Medical  Society  of  the  State  of  New  York. 

Before  the  agreement  for  consolidation  under  the  proposed  act  will 
become  operative  or  effective  for  any  purpose,  it  must  be  authorized  or 
ratified  by  the  vote  of  each  corporation  at  an  annual  meeting,  or  else  at  a 
special  meeting  of  each  corporation  called  to  vote  upon  the  agreement,  and 
it  must  also  be  approved  by  the  county  medical  societies  in  affiliation  with 
the  Medical  Society  of  the  State  of  New  York. 

The  agreement  to  be  recommended  by  the  committee  for  adoption  in 
accordance  with  the  terms  of  the  act  will  contain  provisions  for  giving 
effect  to  the  following  stipulations: 

First:  Ail  assets  and  liabilities  of  the  New  York  State  Medical  Associa- 
tion shall  be  transferred  to  and  vested  in  and  assumed  by  the  Medical 
Society  of  the  State  of  New  York,  at  the  time  of  consolidation. 

Second:  Expert  accountants  shall  be  employed  to  ascertain  the  assets 
and  liabilities  of  each  corporation,  and  their  reports  shall  be  submitted  with 
the  Agreement  for  consolidation. 

Third:  All  members  of  the  New  York  State  Medical  Association  in  good 
standing  at  the  time  of  consolidation  shall  be  admitted  to  membership  in 
the  Medical  Society  of  the  State  of  New  York. 

Fourth:  All  members  in  good  standing  of  the  county  medical  societies 
now  in  affiliation  with  the  Medical  Society  of  the  State  of  New  York  shall 
be  admitted  to  membership  in  the  Medical  Society  of  the  State  of  New  York. 

Fifth:  All  members  in  good  standing  of  the  New  York  State  Medical 
Association  shall  be  admitted  to  membership  in  the  county  medical  societies 
for  the  counties  in  which  they  respectively  reside. 

Sixth :  All  members  in  good  standing  of  the  Medical  Society  of  the  State 
of  New  York  shall  be  admitted  to  membership  in  the  County  Medical  Socie- 
ties for  the  counties  in  which  they  respectively  reside. 

Seventh:     The  plan  of  organization,  Constitution  and  By-Laws  of  the 
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New  York  State  Medical  Association,  with  such  modifications  as  have  been 
agreed  upon  by  the  committee,  shall  be  adopted  as  the  plan  of  organization, 
Constitution  and  By-Laws  of  the  Medical  Society  of  the  State  of  New  York. 

Eighth:  The  following  proposition  shall  be  submitted  by  referendum  to 
the  vote  of  the  members  of  the  consolidated  corporation,  namely:  The  prin- 
ciples of  medical  ethics  of  the  American  Medical  Association,  being  sug- 
gestive and  advisory,  shall  be  the  guide  of  members  in  their  relation  to  .each 
other  and  to  the  public. 

Ninth:  The  Medical  Society  of  the  State  of  New  York  will  petition  the 
Legislature  for  the  passage  of  such  further  enabling  act  as  may  be  neces- 
sary, if  any,  to  carry  the  consolidation  Agreement  into  effect.  Appended 
to  this  communication  to  the  profession  was  a  copy  of  the  Permissive  Act 
already  included  in  this  report. 

The  Constitution  and  By-Laws  to  be  recommended  to  and  finally  adopted 
by  the  separate  State  bodies  upon  the  passage  of  the  Permissive  Act 
(included  above)  were  considered  and  adopted,  subject  to  the  approval  of 
our  Counsel.  On  the  22nd  day  of  January,  1904,  at  a  meeting  of  the  Joint 
Conference  Committee,  held  in  the  Academy  of  Medicine,  in  the  City  of  New 
York,  the  following  Agreement,  Constitution  and  By-Laws  were  returned 
with  the  Counsel's  approval,  and  it  was  voted  to  recommend  these  to  the 
separate  State  bodies  for  adoption. 

Agreement 

Whereas,  The  Medical  Society  of  the  State  of  New  York,  hereinafter 
called  the  Society,  and  The  New  York  State  Medical  Association,  herein- 
after called  the  Association,  desire  to  consolidate  and  become  one  corpora- 
tion under  the i 
to  the  terms  < 

to  authorize  the  consolidation  of  the  Medical  Society 
York  and  The  New  York  8tate  Medical  Association,"  of  which  said  act  a 
copy  is  hereto  annexed  marked  Exhibit  "A," 

Now,  therefore,  the  Society  and  the  Association  hereby  agree  as  follows: 
First:  It  is  mutually  covenanted  and  agreed  that  from  and  after  the 
entry  of  an  order  of  the  Supreme  Court  for  the  consolidation  of  the  Society 
and  the  Association,  pursuant  to  the  terms  of  said  act,  the  Constitution  and 
By -Laws,  of  which  copies  are  hereto  annexed,  marked  "  Exhibit  B,"  form- 
ing a  part  of  this  agreement,  shall  be  the  Constitution  and  By-Laws  of  the 
Society;  subject,  however,  to  amendment  or  repeal  as  therein  or  as  by  the 
laws  of  this  State  may  be  authorized ;  provided  that  for  the  purpose  of 
inaugurating  and  completing  the  organization  of  the  membership  of  the 
consolidated  corporations  in  conformity  with  the  requirements  of  touch  Con- 
stitution and  By-Laws  and  for  transacting  the  business  of  the  Society,  the 
officers  of  the  society  and  the  chairman  or  standing  committees  in  office  at 
the  date  of  the  entry  of  the  order  for  consolidation,  and  the  members  of 
the  joint  Committee  of  Conference  heretofore  appointed  to  bring  about  the 
consolidation,  namely,  Dr.  Henry  L.  Eisner,  Dr.  A.  Jacobi,  Dr.  A.  Vander 
Veer,  Dr.  George  Byerson  Fowler,  Dr.  Frank  Van  Fleet,  Dr.  E.  Eliot  Harris, 
Dr.  Julius  C.  Bierwirth,  Dr.  Alexander  Lambert,  Dr.  Parker  Syms  and  Dr. 
Wisner  R.  Townsend,  shall  be  deemed  to  be  severally  or  collectively,  in 
accordance  with  the  purpose  and  intent  of  this  agreement,  ad  interim  the 
officers,  the  chairmen  of  standing  committees,  the  House  of  Delegates  and 
the  Council  of  the  Society,  with  the  power  and  authority  conferred  upon  the 
officers.  House  of  Delegates,  Council  and  chairmen  of  standing  committees 
by  said  Constitution  and  By-Laws,  and  with  the  further  power  when  sitting 
as  the  House  of  Delegates  of  appointing  presidents  of  District  Branches 
from  among  their  own  number,  or  from  the  membership  of  the  Society  at 
large;  and  from  and  after  the  date  of  the  entry  of  an  order  consolidating 
the  corporations,  the  said  officers.  House  of  Delegates,  Council  and  chairmen 
of  standing  committees  so  constituted  shall  have  and  may  exercise  their 
respective  powers  and  authority  for  the  organization  of  the  members  of  the 
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consolidated  corporation  and  the  management  of  its  affairs,  until  the  annual 
meeting  of  the  Society,  which  will  take  place  on  the  last  Tuesday  of  January, 
1905,  and  for  such  further  time  as  their  powers  and  authority  may  be 
extended  and  continued  by  the  rote  of  a  majority  of  the  members  present 
and  voting  at  any  general  or  special  meeting  of  the  Society  after  the  con- 
solidation; and  provided  further  that  in  determining  the  eligibility  of 
members  of  the  Society  for  office  in  the  Society  after  the  consolidation,  the 
period  during  which  such  members  shall  have  been  members  of  the  Associa- 
tion continuously  at  the  date  of  the  consolidation,  shall  be  equivalent  to 
membership  in  Ae  Society  for  the  same  period. 

Second:  The  Society  and  the  Association  each  for  itself  covenants  and 
agrees  that  it  will  employ  expert  accountants  to  determine  accurately  the 
amount  of  its  assets  and  liabilities,  and  that  their  reports  shall  be  submitted 
with  this  agreement  upon  an  application  for  an  order  consolidating  the  cor- 
porations, and  the  Association  agrees  that  upon  the  entry  of  such  an  order 
the  property  of  the  Association  specified  in  the  report  of  its  experts  shall  be 
duly  transferred  to  the  Society;  and  the  Society  agrees  that  upon  receiving 
the  same  it  will  assume  and  pay  and  discharge  the  liabilities  of  the  Associa- 
tion specified  in  the  said  report. 

Third:  All  members  of  the  Society  and  all  members  of  the  Association 
in  good  standing  at  the  time  of  the  consolidation  shall  be  entitled  to  mem- 
bership in  the  county  medical  societies  in  the  counties  in  which  they  may 
reside,  without  the  payment  of  any  initiation  fee  or  other  cost  to  them, 
except  that  the  members  of  the  Society  who,  at  the  time  of  consolidation, 
shall  not  be  members  of  any  county  society,  may  be  required  to  pay  the 
initiation  fee  regularly  charged  by  the  society  which  they  may  join.  If 
there  shall  be  no  county  society  in  the  county  in  which  a  member  of  the 
Society  resides,  he  shall  be  entitled  to  membership  in  the  county  society  of 
an  adjoining  county,  or  else  to  membership  in  a  society  to  be  organized  and 
chartered  by  the  House  of  Delegates.  Members  of  the  Association  shall  be 
entitled  to  membership  in  county  societies  upon  the  certificate  of  the  Presi- 
dent and  Secretary  of  The  New  York  State  Medical  Association  at  the  time 
of  the  consolidation  that  they  are  in  fact  such  members,  or  upon  the  like 
certificate  of  the  presidents  and  secretaries  of  their  respective  district 
branches  or  county  associations;  and  such  members  shall  not  be  subject 
to  the  payment  of  dues  or  assessments  to  the  respective  county  societies 
or  district  branches,  except  from  the  date  to  which  they  shall  have  paid  their 
dues  in  full  to  their  respective  county  associations,  after  which  date  dues  to 
the  respective  county  societies  or  district  branches  may  be  imposed  or 
assessed  upon  them  and  they  may  be  collected,  at  the  rate  imposed  or 
assessed  upon  all  other  members  of  their  respective  county  societies  or 
District  Branches.  Members  of  the  Society  who  shall  not  be  members  of  a 
county  society  at  the  time  of  consolidation  shall  Be  admitted  to  membership 
in  the  respective  county  societies  upon  the  like  certificate  signed  by  the 
President  or  Secretary  of  the  Society.  In  counties  in  which  there  shall  be  a 
county  medical  association,  but  in  which  there  shall  be  no  county  society  in 
affiliation  with  the  Society  at  the  date  of  the  consolidation,  the  said  county 
medical  association  shall  be  deemed  to  be  a  county  medical  society  in  affilia- 
tion with  the  Society,  subject  to  the  Constitution  and  By-Laws  hereto 
annexed;  provided  that  all  members  of  county  societies  residing  in  such 
counties  and  all  members  of  the  Society  residing  in  such  counties  shall  be 
admitted  to  membership  in  such  county  associations  upon  the  like  certificates 
of  their  membership  in  the  Society  or  in  their  county  societies,  and  upon 
the  like  terms  with  regard  to  initiation  fees  and  dues  as  are  hereinabove 
prescribed  with  respect  to  the  admission  of  members  of  the  Association  to 
membership  in  county  societies  and  the  dues  which  may  be  imposed  or 
assessed  upon  them ;  and  provided  further  that  the  names  of  all  such  county 
associations  shall  be  changed  to  the  County  Medical  Society  of  their  respec- 
tive counties  in  conformity  with  the  nomenclature  of  county  societies  in 
affiliation  with  the  Society;  and  it  is  hereby  further  expressly  declared  and 
agreed  that  upon  the  entry  of  an  order  for  the  consolidation  of  the  corpora- 
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tions,  all  members  of  county  medical  societies  in  affiliation  with  this  Society 
or  which  by  virtue  of  the  provisions  of  this  agreement  shall  be  deemed  to  be 
in  affiliation  with  this  Society,  and  all  persons  who  shall  upon  consolidation 
or  thereafter  be  or  become  members  of  county  medical  societies  in  affiliation 
with  this  Society,  or  which  shall  be  deemed  to  be  in  affiliation  with  this 
Society,  and  all  members  of  societies  thereafter  organized  and  chartered  by 
the  House  of  Delegates,  shall,  by  virtue  of  such  membership,  be  members 
of  the  Medical  Society  of  the  State  of  New  York. 

Fourth:  The  Association  agrees  that  upon  the  admission  of  its  members 
to  membership  in  the  respective  county  societies  to  which  they  will  become 
entitled  under  this  agreement,  the  property  and  assets  of  the  respective 
county  associations  in  affiliation  with  the  Association  shall  be  transferred 
to  the  county  society  for  the  same  county. 

Fifth:  The  Society  and  the  Association  mutually  agree  that  before  the 
entry  of  an  order  for  the  consolidation  of  the  corporations,  notice  of  an 
application  for  the  order  shall  be  given  to  every  county  society  and  associa- 
tion. Such  notice  may  be  given  by  the  Society  or  by  the  Association. 
Service  of  such  notice  upon  any  officer  of  a  county  society  or  association 
shall  be  deemed  to  be  sufficient  and  shall  bind  the  societies  and  associations, 
provided  that  the  length  of  time  of  the  notice  and  manner  of  serving  it  may 
be  determined  by  the  order  of  the  Court  upon  the  presentation  of  the  petition 
for  consolidation. 

If  the  Court  shall  decline  to  order  the  consolidation  pursuant  to  the  terms 
of  this  agreement,  or  if  for  any  other  reason  the  joint  Committee  of  Con- 
ference heretofore  appointed  shall  deem  it  to  be  expedient  to  submit  this 
agreement,  or  any  question  in  connection  therewith,  for  ratification  or 
determination  to  their  respective  county  societies  and  county  associations, 
it  shall  order  such  submission.  In  that  case  the  agreement  shall  not  be 
binding  upon  the  corporations  parties  hereto,  until  the  same  shall  have  been 
ratified  by  all  such  county  societies  and  associations;  and  a  certificate  of 
the  ratification  of  the  agreement  by  any  county  society  or  association  signed 
by  the  President  and  Secretary  of  the  meeting  shall  be  conclusive  evidence 
thereof  in  any  court  or  place;  provided  that  for  the  purpose  of  this  agree- 
ment no  county  society  or  association  shall  be  deemed  to  be  in  existence 
which  shall  not  have  held  a  meeting  since  January  first,  nineteen  hundred 
and  one. 

Sixth:  The  Society  and  the  Association  each  for  itself  agrees  that  in 
order  to  facilitate  the  due  execution  of  this  agreement  according  to  the 
terms  thereof,  it  will  prepare  or  cause  to  be  prepared  and  delivered  to  the 
Society,  a  roster  containing  the  names  and  addresses  of  all  its  members  in 
good  standing  at  the  date  of  the  consolidation,  and  the  Society  agrees  that 
as  soon  as  practicable  after  the  consolidation,  meetings  of  the  county  socie- 
ties shall  be  called  on  due  notice  to  all  their  members,  including  all  mem- 
bers of  the  Association  in  good  standing  at  the  date  of  the  consolidation, 
residing  in  the  counties  in  which  the  meetings  shall  be  held,  respectively, 
for  the  purpose  of  effectuating  the  plan  of  organization  under  the  Consti- 
tution and  By-Laws  hereto  annexed,  and  for  the  transaction  of  such  other 
business  as  may  come  before  the  meeting. 

Seventh :  It  is  further  covenanted  and  agreed  by  the  parties  hereto  that 
as  soon  as  practicable  after  the  entry  of  an  order  for  the  consolidation  of 
the  corporations,  the  following  proposition  shall  be  submitted  by  referendum 
to  the  vote  of  the  members  of  the  Society,  namely: 

"The  principles  of  medical  ethics  of  the  American  Medical  Association, 
being  suggestive  and  advisory,  shall  be  the  guide  of  members  in  their  rela- 
tions to  each  other  and  to  the  public' ' 

Eighth:  The  Society  agrees  that  it  will  petition  the  Legislature  for  the 
passage  of  such  further  act  or  acts  as  may  be  necessary,  if  any,  to  carry 
this  agreement  into  effect. 

Ninth :  Neither  the  Society  nor  the  Association  shall  be  deemed  to  have 
incurred  any  liability  under  this  agreement  if  the  Court  shall  decline  to 
order  the  consolidation  of  the  corporations  as  herein  provided. 
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Tenth :  It  is  further  mutually  covenanted  and  agreed  that  whenever  the 
Chairman  and  Secretary  of  the  Joint  Committee  of  Conference  shall  certify 
that  the  conditions  precedent  to  an  application  to  the  Court  have  been  fully 
complied  with,  the  Presidents  of  the  respective  corporations  shall,  and  they 
are  hereby  authorized  and  required  in  the  name  and  behalf  of  their  respec- 
tive corporations,  to  petition  the  Supreme  Court  for  an  order  to  consolidate 
the  corporations  in  accordance  with  the  terms  hereof,  and  the  certificate 
hereinabove  provided  for  shall  be  conclusive  evidence  of  the  fact  stated 
therein  in  any  court  or  place. 

In  Witness  Whereof,  the  Medical  Society  of  the  State  of  New  York 
has  caused  these  presents  to  be  signed  by  its  President  and  its  corporate 
seal  to  be  hereunto  affixed,  at  the  City  of  Albany,  in  the  State  of  New  York, 

on  this day  of  January,  one  thousand  nine  hundred  and  four,  and 

The  New  York  State  Medical  Association  has  caused  these  presents  to  be 
signed  by  its  President  and  its  corporate  seal  to  be  hereunto  affixed  at 

,  on  the day  of ,  one  thousand  nine 

hundred  and  four. 

Medical  Society  of  the  State  of  New  York, 

By 

The  New  York  State  Medical  Association, 

By 


REPORTS  OF  CERTIFIED  PUBLIC  ACCOUNTANTS 

Albany,  N.  Y.,  January  23,  1904. 

This  is  to  certify  that  I  have  examined  the  report  of  Dr.  O.  D.  Ball, 
Treasurer  of  the  Medical  Society  of  the  State  of  New  York,  and  find  the 
same  to  be  correct.    Cash  on  hand  as  follows: 

Deposit  in  National  Exchange  Bank,  Albany   .  .  $    139  81 

Deposit  in  National  Savings  Bank,  Albany  .     2,604  44 


Balance  on  hand  as  shown  by  Treasurer's  report  .  $2,744  25 

port  of  Merritt  H.  Cash  Fund  has  also  been  examined  by  me  and  f  oi 
•ect. 

Cash  on  hand  on  deposit  in  Albany  Savings  Bank    .        .  $   683  93 


representing  fund  of  $500  and  accumulated  interest  of  $   183  93 

John  E.  Pladwell, 

Certified  Public  Accountant, 

31  North  Pearl  St., 

Albany,  N.  Y. 


New  York  State  Medical  Association 

Statement  of  Assets  and  Liabilities,  January  28,  1904 

Assets 


Cash  on  hand  ... 

Bond  and  Mortgage— Halstead 

Office  Furniture  and  Card  Catalogues,  as  val 

ned  in  Report  of  October  15,  1903 
Library— Original  cost  estimated  at  $30,000, 

MedNY      3 


$   413  68 
3,250  00 

1,075  50 

$4,739  18 
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Liabilities 

Unpaid  Bills  for  January  publication  of  the 
Journal,  Insurance  Premium,  and  other 
items $   207  64 

Surplus 4,531  54 


$4,739  18 

TOWNSEND  &  DlX, 

Certified  Public  Accountants. 
January  23, 1904. 


New  York  State  Medical  Association 

Estimated  Receipts  and  Expenditures,  January  88,  to  December  31,  1904 

Receipts 

Outstanding  1904  Dues $6,345  00 

12  months'  Interest  on  Bond  and  Mortgage  146  25 

Advertisements  in  the  Journal  and  Directory  1,500  00 

Sale  of  Directories 1,000  00 


Expenditures 

Salaries,  Postage  and  Office  Expenses    . 

Bent  of  Office  and  Library    . 

Cost  of  Publication— Journal 

Cost  of  Publication— Directory 

Attorney  for  Defense  of  Malpractice  Suits 

Meetings 


$1,750  00 

375  00 

2,200  00 

2,500  00 

1,100  00 

500  00 


$8,991  25 


$8,425  00 


Estimated  excess  of  Receipts  over  Expendi- 
tures           566  25 


$8,991  25 


The  foregoing  is  based  upon  the  Income  and  Expenditures  of  previous 
years  and  the  plans  for  the  current  year  as  stated  by  the  Management  and 
is  believed  to  be  conservative. 

Townsend  &  Dix, 

Certified  Public  Accountants. 
New  York,  January  28,  1904. 


'EXHIBIT  A9 


AN  ACT  to  authorize  the  consolidation  of  the  Medical  Society  of  the 
State  or  New  York  and  The  New  York  State  Medical  Association. 
The  People  of  the  State  of  New  York,  represented  in  Senate  and  Assembly, 
do  enact  as  follows: 

Section  1.  The  Medical  Society  of  the  State  of  New  York,  incorporated 
by  or  pursuant  to  chapter  one  hundred  and  thirty-eight  of  the  laws  of 
eighteen  hundred  and  six.  entitled  "An  act  to  incorporate  medical  societies 
for  the  purpose  of  regulating  the  practice  of  physic  and  surgery  in  this 
State, ' '  and  continued  by  chapter  ninety-four  of  the  revised  laws  of  eighteen 
hundred  and  thirteen,  passed  April  tenth,  eighteen  hundred  and  thirteen, 
entitled  "An  act  to  incorporate  medical  societies  for  the  purpose  of  regu- 
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fating  the  practice  of  physic  and  surgery  in  this  State,"  and  The  New 
York  State  Medical  Association,  incorporated  under  chapter  four  hundred 
and  fifty-two  of  the  laws  of  nineteen  hundred,  may  enter  into -an  agreement 
for  the  consolidation  of  such  corporations,  setting  forth  the  terms  and  con- 
ditions of  the  consolidation  and  the  mode  of  carrying  the  same  into  effect. 

Each  corporation,  party  to  the  agreement,  may  petition  the  Supreme  Court 
for  an  order  consolidating  the  corporations,  setting  forth  in  such  petition 
the  agreement  for  consolidation  and  a  statement  of  all  its  property  and 
liabilities  and  the  amount  and  sources  of  its  annual  income.  Before  the 
presentation  of  the  petition  to  the  court,  the  agreement  must  be  approved 
by  a  majority  of  the  vote  lawfully  cast  at  an  annual  meeting  of  each  cor- 
poration, separately,  or  at  a  meeting  of  each  corporation  separately  and 
specially  called  pursuant  to  its  by-lawa  for  that  purpose,  and  a  certificate 
of  such  approval,  verified  by  the  president  and  secretary  of  the  meeting, 
shall  be  annexed  to  the  petition. 

On  presentation  of  the  petition,  the  certificate  of  approval  and  the  con- 
solidation agreement,  and  on  such  notice  to  interested  parties  as  the  court 
may  prescribe,  and  after  hearing  such  interested  parties  as  desire  to  be 
heard,  the  court  may  make  an  order  for  the  consolidation  of  the  corpora- 
tions on  such  terms  and  conditions  as  it  may  prescribe. 

When  the  order  is  made  and  duly  entered,  the  corporations,  parties  to 
the  agreement,  shall  be  one  corporation  under  the  name  "Medical  Society 
of  the  State  of  New  York,"  which  shall  not  be  deemed  to  be  a  new  cor- 
poration, but  to  be  a  continuation  of  the  Medical  Society  of  the  State  of 
New  York,  incorporated  in  eighteen  hundred  and  six.  A  certified  copy  of 
said  order  shall  be  filed  in  the  office  of  the  Secretary  of  State.  All  the 
property  belonging  to  the  corporations  so  consolidated  shall  vest  in  the 
said  Medical  Society  of  the  State  of  New  York,  which  shall  have  all  the 
powers,  rights  and  privileges  possessed  by  either  corporation  at  or  immedi- 
ately prior  to  the  consolidation,  and  which  shall  be  subject  to  all  of  the 
liabilities  of  each  corporation. 

8ec.  2.     This  Act  shall  take  effect  immediately. 


"EXHIBIT  B" 

CONSTITUTION 

Article  I 

Purposes  of  the  Society 

The  purposes  of  the  Society  shall-  be  to  federate  and  bring  into  one  com- 
pact organization  the  entire  medical  profession  of  the  State  of  New  York; 
to  extend  medical  knowledge  and  advance  medical  science;  to  elevate  the 
standard  of  medical  education  and  to  secure  the  enactment  and  enforcement 
of  just  medical  laws;  to  promote  friendly  intercourse  among  physicians; 
to  guard  and  foster  the  material  interests  of  its  members,  and  to  protect 
them  against  imposition;  and  to  enlighten  and  direct  public  opinion  in 
regard  to  the  great  problems  of  State  medicine. 

Article  II 
Membership 

Section  1.  The  membership  of  this  Society  shall  include  all  members 
of  county  medical  societies  now  in  affiliation  with  this  Society  and  all  mem- 
bers of  other  county  medical  societies  to  which  charters  shall  be  granted 
by  the  House  of  Delegates  pursuant  to  the  By-Laws  of  this  Society,  and 
any  member  ceasing  to  be  a  member  of  a  county  medical  society  shall  cease 
to  be  a  member  of  this  Society. 

Sec.  2.    The  term  county  medical  society  as  used  in  this  Constitution 
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shall  be  deemed  to  include  all  societies  which  may  be  organized  and  char- 
tered bj  the  House  of  Delegates. 

Sec.  3.  The  membership  of  the  Society  shall  be  divided  into  eight  dis- 
trict branches,  as  provided  in  the  By-Laws. 

Article  III 

Officers 

Section  1.  The  officers  of  the  Society  shall  be  a  President,  three  Vice- 
Presidents,  a  Secretary,  a  Treasurer,  and  one  Councillor  from  each  District 
Branch.  They  shall  be  elected  annually  by  ballot  for  the  term  of  one  year, 
and  the  majority  of  the  votes  cast  shall  elect  The  President,  Vice-Presi- 
dents, Secretary  and  Treasurer  shall  be  elected  by  the  House  of  Delegates. 
Each  Councillor  shall  be  elected  by  the  District  Branch  of  the  district  in 
which  he  resides  and  shall  be  the  President  thereof. 

Sec  2.  No  delegate  elected  to  the  House  of  Delegates  shall  be  a  candi- 
date for  office  in  the  Society  until  after  the  expiration  of  the  term  for 
which  he  shall  have  been  elected  a  delegate,  and  no  person  shall  be  elected 
to  any  office  in  the  Society  who  shall  not  have  been  a  member  of  the  Society 
for  the  two  years  immediately  preceding  the  date  of  his  election. 

Article  IV 

House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  body  of  the  Society  and 
shall  be  charged  with  the  general  management,  superintendence  and  control 
of  the  Society  and  its  affairs,  and  shall  have  such  general  powers  as  may 
be  necessarily  incident  thereto.  It  shall  have,  power  to  suspend  or  other- 
wise discipline  county  societies.  It  shall  be  composed  of  the  officers  of  the 
Society  and  of  the  chairmen  of  standing  committees,  who  shall  be  ex-offlcio 
members  thereof,  and  of  delegates  elected  to  the  House  of  Delegates  by 
county  societies  in  affiliation  with  the  society.  Each  county  society  shall  be 
entitled  to  elect  to  the  House  of  Delegates  as  many  delegates  as  there  shall 
be  state  assembly  districts  in  that  county  at  the  time  of  the  election; 
except  that  each  county  society  shall  be  entitled  to  elect  at  least  one  dele- 
gate; and  except  that  whenever  at  the  time  of  election,  the  membership 
of  a  county  society  shall  include  members  from  an  adjoining  county  or 
counties  in  which  there  shall  be  no  county  society  in  affiliation  with  this 
Society,  such  county  society  shall  be  entitled  to  elect  from  among  such 
members,  as  many  additional  delegates  as  there  are  assembly  districts  in 
the  county  or  counties  so  represented  in  its  membership. 

The  House  of  Delegates  may  provide  for  a  division  of  the  scientific  work 
of  the  society  into  appropriate  sections,  and  for  the  organisation  of  the 
District  Branches;  and  it  shall  have  such  additional  powers  and  duties  not 
inconsistent  with  this  Constitution,  as  the  By-Laws  may  authorise  or  pre- 
scribe. It  may  adopt  rules  and  regulations  for  its  own  government  and  for 
the  administration  of  the  affairs  of  the  Society,  not  repugnant  to  the  Con- 
stitution and  By-Laws  of  the  Society;  and  it  may  delegate  to  the  Council 
such  power  and  authority  as  may  be  necessary  to  the  efficient  administration 
of  the  affairs  of  the  society,  while  the  House  of  Delegates  shall  not  be  in 
session. 

Article  V 

Council 

The  Council  shall  be  the  executive  body  of  the  Society.  It  shall  consist 
of  the  officers  of  the  Society  and  of  the  chairmen  of  standing  committees. 
The  Council  shall  be  the  Finance  Committee  of  the  Society  and  shall  have 
such  additional  powers  and  duties  as  the  By-Laws  may  prescribe.    It  may 
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adopt  rules  and  regulations  for  its  own  government  and  for  the  adminis- 
tration of  the  affairs  of  the  Society  within  its  control  not  repugnant  to 
the  Constitution  and  By-Laws  of  the  Society  or  to  the  rules  and  regula- 
tions which  may  be  adopted  by  the  House  of  Delegates. 

Article  VI 
Meetings 

Section  1.  The  annual  meeting  of  the  Society  shall  be  held  at  Albany 
beginning  on  the  last  Tuesday  in  January  of  each  year. 

Sec  2.  Intermediate  stated  meetings  may  be  held  at  such  time  and  place 
as  the  House  of  Delegates  may  appoint. 

Article  VII 

Funds 

Funds  shall  be  raised  by  a  per  capita  assessment  on  each  county  society 
and  the  amount  thereof  shall  r>e  fixed  by  the  House  of  Delegates.  •  Funds 
may  also  be  raised  by  voluntary  contributions,  by  the  sale  of  the  publica- 
tions of  the  Society,  and  in  any  other  manner  approved  by  the  House  of 
Delegates.  No  funds  of  the  Society  shall  be  appropriated  for  any  purpose, 
except  pursuant  to  a  resolution  of  the  Council. 

Article  VIII 
Referendum 

Section  1.  At  any  annual  or  stated  meeting  of  the  Society  a  majority 
of  the  members  present  may  order  a  general  referendum  on  any  question  in 
accordance  with  such  general  regulations  respecting  the  manner  of  sub- 
mission as  the  House  of  Delegates  may  prescribe.  Members  of  the  Society 
may  vote  thereon  by  mail  or  by  roll  call  in  open  meeting.  The  poll  on  the 
question  shall  be  closed  at  the  expiration  of  ten  days  after  the  general 
submission;  and  if  the  members  voting  shall  comprise  a  majority  of'  all 
the  members  of  the  Society,  a  majority  of  such  vote  shall  determine  the 
question  and  be  binding  on  the  House  of  Delegates. 

Sec  2.  The  House  of  Delegates  may  voluntarily,  by  the  vote  of  a  major- 
ity of  its  members  present  at  any  meeting,  submit  any  question  before  it 
to  a  general  referendum,  as  provided  in  the  preceding  section,  and  the  result 
shall  be  binding  on  the  House  of  Delegates. 

Article  IX 

Board  of  Medical  Examiners 

Candidates  for  vacancies  in  the  State  Board  of  Examiners  shall  be 
selected  by  a  committee  of  Hye,  appointed  by  the  President  of  the  Society, 
their  selection  to  be  reported  to  the  House  of  Delegates  before  being  for- 
warded to  the  Board  of  Regents.  In  the  event  of  any  emergency  making 
it  necessary  for  the  Board  of  Regents  to  request  nominations  from  the 
Society  between  its  annual  meetings,  then  the  committee  shall  report  directly 
to  the  Board  of  Regents. 

Article  X 

Amendments 

No  article  of  this  Constitution  shall  be  amended  except  by  a  two-thirds  vote 
of  the  delegates  present  at  any  annual  meeting,  nor  unless  notice  of  the  pro- 
posed amendment  shall  have  been  given  at  a  previous  annual  meeting  and 
shall  have  been  published  twice  during  the  year  in  the  official  bulletin  or 
journal  of  the  Society,  or  sent  by  order  of  the  House  of  Delegates  to  each 
county  society  in  affiliation  with  the  Society  at  least  two  months  before 
the  meeting  at  which  final  action  shall  be  taken  thereon. 
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BY-LAWS 


Chapter  I 
Membership 


Section  1.  A  copy  of  the  roster  of  members  of  a  county  society,  certi- 
fied by  the  secretary  of  that  society  to  be  correct,  shall  be  prima  facie 
evidence  of  their  right  to  membership  in  this  Society;  but  the  delegates 
of  a  county  society  which  is  in  default  in  the  payment  of  any  dues  or 
assessments  imposed  by  the  House  of  Delegates,  or  by  any  county  society 
which  shall  be  under  sentence  of  suspension  imposed  by  the  House  of  Dele- 
gates, shall  not  be  entitled  to  sit  in  the  House  of  Delegates  during  the 
continuance  of  such  default,  or  suspension;  nor  shall  any  person  who  is 
under  sentence  of  suspension  from  a  county  society,  be  entitled  to  exercise 
any  of  the  rights  or  privileges  of  membership  in  this  Society  during  the 
period  of  his  suspension. 

Chapter  II 

Meetings 

Section  1.  Each  member  in  attendance  at  the  annual  session  of  the 
Society  shall  enter  his  name  and  the  name  of  his  county  society  in  the 
register  to  be  kept  by  the  Secretary  of  the  Society  for  that  purpose.  No 
member  shall  take  part  in  any  of  the  proceedings  at  an  annual  session  until 
he  shall  have  complied  with  the  provisions  of  this  section. 

See.  2.  All  registered  members  may  attend  and  participate  in  the  pro- 
ceedings and  discussions  of  the  general  meetings  of  the  Society  and  of  the 
sections. 

Sec  3.  The  following  shall  be  the  order  of  business  at  all  general 
meetings  of  the  Society: 

1.  Calling  the  Society  to  order. 

2.  Address  of  welcome  by  the  Chairman  of  the  Committee  on  Arrange* 


3.  Beading  of  the  minutes  of  the  last  meeting. 

4.  Reports  of  special  committees. 

5.  Special  addresses. 

6.  President's  address. 

7.  Beading  and  discussion  of  papers. 

8.  Miscellaneous  business. 

Sec.  4.  Special  meetings  of  the  Society  or  of  the  House  of  Delegates 
shall  be  called  by  the  President  upon  the  request  of  twenty  delegates  or  of 
fifty  members;  and  in  case  of  the  failure,  inability,  or  refusal  of  the  Presi- 
dent to  act.  such  meetings  may  be  called  by  a  notice  thereof  subscribed 
by  twenty  delegates,  or  fifty  members. 

Chapter  III 

House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  meet  annually  in  the  evening 
of  the  day  before  the  annual  meeting  of  the  Society.  It  may  adjourn 
from  time  to  time  as  may  be  necessary  to  complete  its  business,  provided 
that  its  meetings  shall  conflict  as  little  as  possible  with  the  annual  meeting 
of  the  Society. 

Sec.  2.    Thirty  delegates  shall  constitute  a  quorum. 

Sec.  3.    The  House  of  Delegates  shall  make  careful  inquiry  into  the 
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condition  of  the  profession  in  each  county  of  the  State,  and  shall  have 
authority  to  adopt  such  methods  and  measures  not  in  conflict  with  the 
Constitution  and  By-Laws  of  the  Society  as  it  may  deem  most  efficient  for 
building  up  and  increasing  the  interest  in  such  county  societies  as  already 
exist;  for  organizing  the  profession  in  counties  where  societies  do  not  exist; 
for  organizing  district  branches,  and  for  protecting  the  members  of  the 
Society  against  suits  for  alleged  malpractice. 

Sec.  4.  It  shall  elect  delegates  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  accordance  with  the  Constitution  and  By-Laws 
of  that  body,  and  it  may  elect  or  appoint  such  other  delegates  as  in  its 
judgment  the  interests  of  the  Society  may  require,  and  it  shall  provide  for 
the  issue  of  credentials  to  all  delegates. 

Sec.  5.  It  shall  upon  application  provide  for  the  issue  of  charters  to 
county  societies  in  affiliation  with  the  society,  and  it  shall  hear  and  deter- 
mine all  appeals  to  this  Society  from  the  decisions  of  county  medical  socie- 
ties by  any  member  of  any  county  medical  society,  or  applicant  for  mem- 
bership to  such  society  feeling  aggrieved  at  the  action  of  said  society. 

Sec.  6.  It  shall  have  authority  to  appoint  committees  for  special  pur- 
poses from  among  members  of  the  Society.  Such  committees  shall  report 
to  the  House  of  Delegates,  and  may  be  present  at,  and  participate  in  the 
debates  on  their  reports. 

Sec.  7.  It  shall  have  authority  to  organize  the  physicians  of  two  or  more 
sparsely  settled  and  adjoining  counties  into  societies  to  be  suitably  desig- 
nated so  as  to  distinguish  them  from  District  Branches;  and  the  societies 
so  organized  shall  be  entitled  to  all  the  rights  and  privileges  of  county 
societies  and  the  members  thereof  to  the  rights  and  privileges  of  members 
of  county  societies. 

Sec.  8.  The  following  shall  be  the  order  of  business  at  the  meetings 
of  the  House  of  Delegates: 

1.  Calling  the  meeting  to  order. 

2.  Boll  call  by  the  Secretary. 

3.  Beading  or  the  minutes  of  the  previous  meeting. 

4.  President's  report. 

5.  Annual  report  of  the  Council. 

6.  Report  of  the  Treasurer. 

7.  Reports  of  standing  committees. 

8.  Reports  of  special  committees. 

9.  Unfinished  business. 

10.  New  business. 

8ec.  9.  The  officers  and  committees  of  the  Society  to  be  elected  by  the 
House  of  Delegates  shall  be  elected  at  an  adjournment  of  the  annual  meet- 
ing of  the  House  of  Delegates,  which  adjourned  meeting  shall  be  held  at 
a  convenient  hour  on  the  first  day  of  the  annual  meeting  of  the  Society. 

Chapter  IV 

Council 

Section  1.  The  Council  shall  meet  on  the  day  before  the  annual  meet- 
ing of  «the  Society  and  daily  during  the  session,  and  at  other  times  as 
occasion  may  arise,  upon  the  call  of  the  President  or  upon  the  request  of 
three  members  of  the  Council.  It  shall  meet  on  the  last  day  of  the  annual 
session  of  the  Society  to  organize  and  to  outline  the  work  for  the  ensuing 
year.    It  shall  make  an  annual  report  to  the  House  of  Delegates. 

Sec.  2.  The  Council  shall  provide  for  and  superintend  all  publications 
and  their  distribution,  and  shall  have  authority  to  appoint  an  editor  and 
such  assistants  as  it  may  deem  necessary.  All  moneys  of  the  Society 
received  by  the  Council  shall  be  paid  to  the  Treasurer  of  the  Society.  It 
shall  audit  the  annual  accounts  of  the  Treasurer  and  Secretary  and  other 
agents  of  the  Society,  and  present  a  statement  of  the  same  in  its  annual 
report  to  the  House  of  Delegates.    The  report  shall  also  specify  the  char- 
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aeter  and  cost  of  all  publications  of  the  Society  daring  the  year,  and  the 
amount  of  all  property  belonging  to  the  Society  under  its  control.  In  the 
event  of  a  vacancy  in  the  office  of  Secretary  or  Treasurer  the  Council  shall 
fill  the  vacancy  until  the  next  annual  election. 

Sec.  3.  The  following  shall  be  the  order  of  business  at  meetings  of  the 
Council: 

1.  Calling  the  meeting  to  order. 

2.  Boll  call  by  the  Secretary. 

3.  Beading  of  minutes  and  communications  from  the  Secretary. 

4.  Communications  from  the  Treasurer. 

5.  Communications  from  the  chairmen  of  standing  committees. 

6.  Unfinished  business. 

7.  New  business. 

Chapter  V 

Censors 

Section  1.  The  President,  Secretary  and  the  District  Councillors  shall 
be  the  Board  of  Censors  of  the  Society  until  others  shall  be  elected  to  fill 
their  places,  and  shall  hear  and  determine  all  questions  involving  the  rights 
and  standing  of  members,  whether  in  relation  to  other  members,  to  the 
county  societies,  or  to  this  Society,  except  such  as  shall  be  heard  and  deter- 
mined by  the  House  of  Delegates.  All  questions  of  an  ethical  nature 
brought  before  .the  House  of  Delegates,  or  the  general  meeting  of  the  Soci- 
ety, shall  be  referred  to  the  Censors,  who  shall  report  their  finding  thereon 
to  the  House  of  Delegates. 

Chapter  VI 

Duties  of  Officers 

Section  1.  The  President  or  one  of  the  Vice-Presidents  shall  preside 
at  all  meetings  of  the  Society,  the  House  of  Delegates,  the  Council  and 
the  Censors.  The  President  shall  appoint  all  committees  not  otherwise  pro- 
vided for.  He  shall  deliver  an  address  at  the  annual  meeting  of  the  Society, 
and  he  shall  perform  such  other  duties  as  custom  and  parliamentary  usage 
may  require.    He  shall  be  ex  officio  a  member  of  all  standing  committees. 

Sec.  2.  The  Vice-Presidents  shall  assist  the  President  in  the  discharge 
of  his  duties,  and  in  his  absence  the  Vice-President  next  in  numerical  order 
shall  perform  his  duties.  In  the  event  of  the  President's  death,  resignation, 
removal,  incapacity  or  refusal  to  act,  the  Vice-President  next  in  numerical 
order  shall  succeed  him. 

Sec.  3.  The  Secretary  shall  attend  all  meetings  of  the  Society,  the 
House  of  Delegates,  the  Council  and  the  Censors,  and  shall  keep  minutes 
of  their  respective  proceedings  in  separate  records.  He  shall  be  the  cus- 
todian of  the  seal  of  the  Society  and  of  all  books  of  record  and  papers 
belonging  to  the  Society,  except  such  as  properly  belong  to  the  Treasurer, 
and  shall  keep  an  account  of  and  promptly  turn  over  to  the  Treasurer  all 
funds  of  the  Society  which  come  into  his  hands.  He  shall  provide  for  the 
registration  of  the  members  at  all  sessions  of  the  Society.  With  the  aid 
and  co-operation  of  the  secretaries  of  the  county  societies,  he  shall  keep  a 
proper  register  of  all  the  registered  physicians  of  the  State  by  counties. 
He  shall  aid  the  Councillors  in  the  organization  and  improvement  of  the 
county  societies  and  the  extension  of  the  power  and  influence  of  the  Society. 
He  shall  conduct  the  official  correspondence,  notifying  members  of  meet- 
ings, officers  of  their  election  and  committees  of  their  appointment  and 
duties.  He  shall  affix  the  seal  of  the  Society  to  all  credentials  issued  to 
members  of  the  Society  elected  or  appointed  by  the  House  of  Delegates 
and  to  such  other  papers  and  documents  as  may  require  the  same.  He 
shall  make  an  annual  report  to  the  House  of  Delegates.     He  shall  supply 
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each  county  society  with  the  necessary  blanks  for  making  their  annual 
reports  .to  this  Society.  Acting  under  the  direction  of  the  Committee  on 
Scientific  Work,  he  shall  prepare  and  issue  all  programs.  The  amount  of 
his  salary  shall  be  fixed  by  the  Council.  He  shall  be  ex  officio  a  member 
of  all  standing  committees. 

Sec  4.  The  Treasurer  shall  keep  accurate  books  of  account  of  all  moneys 
of  the  Society  which  he  may  receive,  and  shall  disburse  the  same  when 
thereunto  duly  authorized  by  the  Council;  but  all  checks  drawn  by  the 
Treasurer  upon  the  funds  of  the  Society  shall  be  countersigned  by  the 
President,  or  by  the  Secretary  of  the  Society.  He  shall  give  security  for 
the  faithful  performance  of  his  duties,  which  shall  be  approved  and  retained 
by  the  President,  and  he  shall  make  an  annual  report  to  the  House  of 
Delegates.  The  Treasurer  shall  be  a  trustee  of  the  Merrit  H.  Cash  fund. 
His  salary  shall  be  fixed  by  the  Council. 

Sec.  5.  Each  district  Councillor  shall  visit  the  counties  of  his  district 
at  least  once  a  year.  He  shall  make  an  annual  report  of  his  work  and  of 
the  condition  of  the  profession  in  each  county  in  his  district  at  the  annual 
session  of  the  House  of  Delegates.  The  necessary  traveling  expenses 
incurred  by  each  Councillor  in  the  line  of  his  duty  as  herein  defined  may 
be  allowed  by  the  Council  on  a  proper  itemized  statement;  but  this  shall 
not  be  construed  to  include  his  expenses  in  attending  the  annual  session 
of  the  Society. 

Chapter  VII 

Standing  Committees 

Section  1.    The  following  shall  be  the  standing  committees  of  the  Society : 

A  Committee  on  Scientific  Work. 

A  Committee  on  Legislation. 

A  Committee  on  Public  Health. 

A  Committee  on  Arrangements. 

There  shall  also  be  such  other  standing  committees  as  the  House  of 
Delegates  may  determine  to  be  necessary. 

All  committees  shall  be  elected  by  the  House  of  Delegates,  unless  other- 
wise provided. 

Sec.  2.  The  Committee  on  Scientific  Work  shall  consist  of  three  members, 
including  the  Chairman,  and  shall  determine  the  character  and  scope  of 
scientific  proceedings  of  the  Society  for  each  session,  subject  to  the  instruc- 
tions of  the  House  of  Delegates.  Thirty  days  prior  to  each  annual  session 
it  shall  prepare  and  forward  to  the  Secretary  a  program  announcing  the 
order  in  which  papers,  discussions  and  other  business  shall  be  presented. 

Sec.  3.  The  Committee  on  Legislation  shall  consist  of  three  members, 
including  the  Chairman.  It  shall  keep  in  touch  with  professional  and  pub- 
lic opinion.  Under  the  direction  of  the  House  of  Delegates  it  shall  repre- 
sent the  Society  in  procuring  the  enforcement  of  the  medical  laws  of  the 
State  in  the  interest  of  public  health  and  of  scientific  medicine,  and  in  pro- 
curing the  enactment  of  such  medical  laws  as  will  best  secure  and  promote 
the  welfare  of  the  whole  people. 

Sec.  4.  The  Committee  on  Public  Health  shall  consist  of  three  members, 
including  the  Chairman.  It  shall  report  upon  and  present  to  the  Society 
such  subjects  as  may  seem  to  the  committee  to  be  of  special  importance  in 
their  relation  to  the  public  health. 

Sec.  5.  The  Committee  on  Arrangements  shall  consist  of  eight  members, 
including  the  Chairman.  It  shall  provide  suitable  accommodations  for  the 
meeting  places  of  the  Society  and  of  the  House  of  Delegates,  Council  and 
Censors,  and  shall  have  general  charge  of  the  arrangements  for  all  meet- 
ings. The  Chairman  of  the  committee  shall  report  an  outline  of  the 
arrangements  to  the  Secretary  for  ^publication  in  the  program,  and  shall 
make  such  additional  announcements  during  the  session  as  occasion  may 
require. 
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Chapter  VIII 
District  Branches 

Section  1.  The  First  District  Branch  shall  comprise  the  members  of 
the  medical  societies  of  the  Counties  of  New  York,  Westchester,  Rockland, 
Putnam,  Orange  and  Dutchess. 

The  Second  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  Kings,  Queens,  Nassau,  Suffolk  and  Richmond. 

The  Third  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  Albany,  Rensselaer,  Schoharie,  Greene,  Colum- 
bia, Ulster  and  Sullivan. 

The  Fourth  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  St.  Lawrence,  Franklin,  Clinton,  Essex,  Ham- 
ilton, Fulton,  Montgomery,  Schenectady,  Saratoga,  Warren  and  Washington. 

The  Fifth  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  Onondaga,  Oneida,  Herkimer,  Oswego,  Lewis 
and  Jefferson. 

The  Sixth  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  Otsego,  Delaware,  Madison,  Chenango,  Cort- 
land, Tompkins,  Schuyler,  Chemung,  Tioga  and  Broome. 

The  Seventh  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  Monroe,  Wayne,  Cayuga,  Seneca,  Yates,  Ontario, 
Livingston  and  Steuben. 

The  Eighth  District  Branch  shall  comprise  the  members  of  the  medical 
societies  of  the  Counties  of  Erie,  Niagara,  Orleans,  Genesee,  Wyoming, 
Allegany,  Cattaraugus  and  Chautauqua. 

Sec.  2.  Each  district  branch  shall  elect  annually  a  President,  a  Vice- 
President,  a  Secretary  and  a  Treasurer. 

Sec.  3.  The  President  of  the  district  branch  shall  be  the  Councillor  for 
that  branch. 

Sec.  4.  Each  district  branch  may  adopt  a  constitution  and  by-laws  for 
its  government,  provided  that  the  same  shall  first  be  approved  by  the  Council 
of  the  society. 

Chapter  IX 
County  Societies 

Section  1.  County  societies  shall  be  organized  as  soon  as  practicable 
in  every  county  of  the  State  in  which  no  county  society  exists,  but  there 
shall  be  but  one  county  society  in  each  county. 

Sec.  2.  Full  and  ample  opportunity  shall  be  given  to  every  reputable 
physician  to  become  a  member  of  the  society  in  the  county  in  which  he 
resides,  and  if  there  be  no  such  society,  then  in  the  county  society  of  an 
adjoining  county. 

Sec.  3.  Whenever  a  member  in  good  standing  in  any  county  medical 
society  removes  to  another  county  in  this  State,  his  name,  upon  his  request, 
shall  be  transferred  to  the  roster  of  the  county  society  of  the  county  to 
which  he  removes,  without  cost  to  him. 

Sec.  4.  At  its  annual  meeting  each  county  society  shall  elect  a  delegate 
or  delegates  to  represent  it  in  the  House  of  Delegates  of  this  Society  in 
accordance  with  the  Constitution  and  By-Laws  of  this  Society. 

Sec.  5.  The  Secretary  of  each  county  society  shall  keep  a  roster  of  its 
members  and  of  all  other  registered  physicians  of  the  county,  in  which 
shall  be  shown  the  full  name  of  such  physicians,  with  their  addresses,  the 
colleges  from  which  they  graduated,  and  the  date  of  graduation,  the  date 
of  their  license  to  practice  in  this  State,  and  such  other  information  as  may 
be  deemed  to  be  useful.  In  keeping  such  roster  the  Secretary  shall  note 
any  changes  in  the  personnel  of  the  profession  by  death  or  by  removal  to 
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or  from  the  county,  and  in  making  his  annual  report  he  shall  account  for 
every  physicfan  who  shall  have  practiced  in  the  county  during  the  year. 

Sec.  6.  The  secretary  of  each  county  society  shall  forward  a  copy  of  its 
roster  of  officers  and  members,  list  of  delegates  and  list  of  other  registered 
physicians  of  the  county,  to  the  Secretary  of  this  Society  thirty  days  before 
the  date  of  its  annual  meeting. 

Sec  7.  On  or  before  the  first  day  of  June  of  each  year  the  Treasurer  of 
each  county  society  shall  forward  to  the  Treasurer  of  this  Society  the  amount 
of  the  assessment  made  upon  it  by  the  House  of  Delegates,  which  assess- 
ment shall  be  at  a  uniform  per  capita  rate  throughout  the  State  based  upon 
membership. 

Sec.  8.  Each  county  society  may  adopt  a  constitution  and  by-laws  for 
the  regulation  of  its  affairs,  provided  that  the  same  shall  first  be  approved 
by  the  Council  of  this  Society. 

Sec.  9.  The  term  county  society  as  used  in  these  By-Laws  shall  be  deemed 
to  include  all  societies  which  may  be  organized  and  chartered  by  the  House 
of  Delegates. 

Chapter  X 

Miscellaneous 

Section  1.  No  address  or  paper  before  the  Society,  except  those  of  the 
President  and  orators,  shall  occupy  more  than  twenty  minutes  in  its  delivery, 
and  no  member  shall  speak  upon  any  question  before  the  house  for  longer 
than  five  minutes  nor  more  than  once  on  any  subject,  except  by  consent. 

Sec.  2.  All  papers  read  before  the  Society  or  any  of  its  sections  shall 
become  the  property  of  the  Society.  Each  paper,  or  a  copy  thereof,  shall 
be  deposited  with  the  Secretary  after  the  same  shall  have  been  read. 

Sec.  3.  Any  distinguished  physician  of  a  foreign  country  or  a  physician 
not  a  resident  of  this  State,  who  is  a  member  of  his  own  State  Association 
may  become  a  guest  during  any  annual  session  upon  the  invitation  of  the 
President  or  officers  of  the  Society,  and  may  be  accorded  the  privilege  of 
participating  in  all  the  scientific  work  of  the  session. 

Sec  4.  The  deliberation  of  the  Society  shall  be  governed  by  parlia- 
mentary usages,  as  contained  in  Roberts'  Rules  of  Order,  when  not  in  con- 
flict with  the  Constitution  and  By-Laws  of  the  Society. 

Article  XI 

Amendments 

These  By-Laws  shall  not  be  amended  except  by  a  majority  vote  of  all  the 
delegates  present  at  a  meeting  of  the  House  of  Delegates,  nor  unless  ten 
days'  notice  of  the  meeting  and  of  the  proposed  amendment  shall  have 
been  given  to  each  member  of  the  House  of  Delegates. 

Time  may  prove  the  necessity  of  changing  some  of  the  provisions  of  the 
Constitution  and  By-Laws  after  thorough  trial  during  the  period  which  we 
are  about  to  enter,  which  may  be  characterized  as  evolutionary;  at  present, 
however,  the  committee  feels  that  these  are  the  best  that  can  be  recom- 
mended for  adoption. 

Your  committee  takes  pride  in  recommending  the  unification  of  the  pro- 
fession of  the  State  of  New  York  upon  the  plan  which  it  considers  dignified 
and  in  keeping  with  the  history  and  traditions  of  this  Society. 

Not  unmindful  for  a  single  moment  since  its  appointment  of  the  weight  of 
responsibility  under  which  the  committee  has  labored,  it  has  had  for  its 
object,  unification  without  interruption  of  the  life  of  our  old  Society,  and 
this  without  a  change  in  its  name.  At  the  same  time,  it  has  been  ready  to 
recognize  the  claims  of  the  Association  and  has  been  willing  to  meet  these 
in  a  conciliatory  spirit,  prompted  by  a  thorough  understanding  of  the  bene- 
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fits  which  must  of  necessity  follow  the  reorganisation  of  the  most  powerful 
State  Society  in  the  grand  galaxy  of  states;  this  union  will  be  blessed  not 
only  by  the  profession  of  this  State  and  country,  but  by  the  public,  for  the 
security  which  it  presages  in  future  possibilities. 

Tour  committee  recommends: 

First:  That  at  this  meeting  the  Medical  Society  of  the  State  of  New 
York  shall  become  a  party  to  and  shall  accept  the  Agreement  as  pre- 
sented in  this  report,  and  that  the  President  and  Secretary  of  this  Society 
be  empowered  to  carry  out  its  provisions  as  soon  as  the  New  York  State 
Medical  Association  shall  have  taken  similar  action. 

The  Agreement  has  been  prepared  after  much  thought  and  study,  and 
has  seemed  to  the  Joint  Committee  and  to  its  Counsel  to  be  eminently  fair 
to  both  bodies  seeking  unification. 

Second:  That  the  Medical  Society  of  the  State  of  New  York,  at  this 
meeting,  adopt  the  Constitution  and  By-Laws  presented  in  this  report. 
These  are  not  to  become  operative  until  the  adoption  of  the  same  Constitu- 
tion and  By-Laws  by  the  New  York  State  Medical  Association,  and  upon 
an  order  from  the  Court  legally  sealing  the  union  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York  State  Medical  Association, 
in  accordance  with  the  Act  passed  by  the  Legislature  at  its  session  in  1904 
and  signed  by  the  Governor  of  the  State  on  the  21st  day  of  January,  1904 

Third:  That  further  time  and  power  be  given  to  the  Committee  of  Con- 
ference of  the  Medical  Society  of  the  State  of  New  York,  that  the  many 
matters  of  detail  in  connection  with  the  unification  of  the  two  State  bodies 
remaining  unsettled  may  be  satisfactorily  and  finally  adjusted. 

All  of  which  is  respectfully  submitted. 

Henry  L.  Elsner,  Chairman, 

A.  Jacobi, 

A.  Vander  Veer, 

George  BYerson  Fowler, 

Frank  Van  Fleet, 

Committee. 

Dr  A.  Jacobi,  of  New  York,  Chairman  of  the  Joint  Committee  on  Con- 
ference, followed  with  remarks  on  the  work  of  this  committee,  both  sides 
of  which  worked  with  equal  zeal,  meeting  the  many  difficulties  by  pro- 
tracted meetings.  The  power  of  a  united  profession  before  the  Legislature, 
heretofore  lacking,  will  now  be  effective;  the  Permissive  Bill,  providing 
for  a  way  of  consolidation,  has  been  already  introduced  and  enacted  within 
a  week.  The  consolidated  profession  will  bear  the  time-honored  name  of 
our  own  Society,  which  will  continue  an  uninterrupted  existence,  and  the 
changed  organisation  will  be  in  many  ways  better  and  more  wide-reaching 
than  our  present  system.  Unification  has  been  demanded  a  long  time  by 
the  vast  majority  of  the  profession  of  the  State,  and  the  profession  of  the 
whole  country  is  listening  to  our  verdict  to-day.  Wisdom  and  patience  are 
demanded  to  adjust  ourselves  together,  but  when  we  become  unified  nothing 
can  arise  to  sever  us  again.  As  one  of  the  oldest  members,  I  ask  you  to  for- 
ward this  movement  toward  larger  usefulness. 

Dr.  Jacobi  offered  the  following  resolutions  and  moved  their  adoption: 

Resolved,  That  the  report  of  the  Joint  Committee  on  Conference  be 
accepted,  and  that  the  proposed  agreement  for  the  consolidation  of  the 
Medical  Society  of  the  State  of  New  York  and  the  New  York  State  Medical 
Association  be  and  the  same  is  hereby  approved,  and  the  President  of  the 
Society  is  hereby  authorized  and  directed  to  execute  the  same  in  the  name 
and  behalf  of  the  Society,  and  the  Secretary  is  hereby  authorized  and 
directed  to  affix  the  corporate  seal  thereunto;  and  be  it  further 

Resolved,  That  the  committee  of  the   Society  heretofore   appointed   for 
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the  purpose  of  bringing  about  the  consolidation,  namely,  Dr.  Henry  L. 
Eisner,  Dr.  A.  Jacobi,  Dr.  A.  Vander  Veer,  Dr.  George  R.  Fowler  and  Dr. 
Frank  Van  Fleet,  be  and  they  are  hereby  continued  as  such  committee, 
with  full  power  and  authority  to  do  whatever  may  be  necessary  to  carry 
the  agreement  into  effect. 

Dr.  D.  B.  St.  John  Roosa,  of  New  York,  seconded  the  motion,  the  pur- 
pose of  which  he  commended,  while  at  the  same  time  he  laid  emphasis  on 
the  cause  for  which  the  Society  has  stood  and  the  great  work  which  it  has 
accomplished  in  the  past  twenty  years.  The  motion  was  further  endorsed 
by  Dr.  William  Warren  Potter,  of  Buffalo;  Dr.  W.  G.  Macdonald,  of 
Albany,  and  Dr.  Roswell  Park,  of  Buffalo,  and,  being  put,  was  unanimously 
adopted. 

Dr.  H.  A.  Fairbairn,  of  Brooklyn,  moved  that  the  report  of  the  Com- 
mittee of  Conference  be  printed  and  sent  to  all  the  members  of  the  pro- 
fession in  the  State.    Carried. 

On  the  motion  of  Dr.  De  Lancey  Rochester,  seconded  by  Dr.  Robert  F. 
"Weir,  thanks  were  extended  to  the  committee  for  their  services. 

Dr.  Henry  L.  K.  Shaw,  of  Albany,  offered  the  following,  which  was 
adopted: 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York  instruct 
its  Legislative  Committee  to  assist  the  State  Department  of  Agriculture  in 
securing  the  enactment  of  a  law  making  it  a  misdemeanor  for  unauthorized 
dealers  to  use  certified  milk  labels  or  caps. 

First  Day— Afternoon  Session 

The  Society  reconvened  at  2:  30  o'clock,  and  the  Committee  of  Nomina- 
tion was  announced  as  follows: 

Appointed  by  the  President.— Nathan  Jacobson,  of  Syracuse. 

Elected  from  First  District.— Edward  F.  Brush,  of  Mount  Vernon. 

Elected  from  Second  District.— William  B.  Brinsmade,  of  Brooklyn. 

Elected  from  Third  District.— Joseph  D.  Craig,  of  Albany. 

Elected  from  Fourth  District.— C.  F.  Timmerman,  of  Amsterdam. 

Elected  from  Fifth  District.— Thomas  P.  Scully,  of  Rome. 

Elected  from  Sixth  District.— Arthur  W.  Booth,  of  Elmira. 

Elected  from  Seventh  District.— William  M.  Brown,  of  Rochester. 

Elected  from  Eighth  District.— Henry  R.  Hopkins,  of  Buffalo. 

The  following  papers  were  presented  : 

"The  Modern  Pharmacology  of  Iron,"  by  Dr.  R.  W.  Wilcox,  of  New  York. 

"  Tic-Douloureux  and  other  Neuralgias  from  Intra-Nasal  and  Accessory 
Sinus-Processes,"  by  Dr.  Sargent  F.  Snow,  of  Syracuse. 

"Traumatic  Hemorrhage  over  the  Third  Anterior  Frontal  Convolution, 
Operation,  Removal,  Recovery,"  by  Dr.  W.  C.  Krauss,  of  Buffalo. 

"Eneuresis,"  by  Dr.  George  E.  Beilby,  of  Rochester. 

"Toxemia  in  Tuberculosis  of  the  Cervical  Lymphatic  Glands,  with  Report 
of  a  Case,"  by  Dr.  Arthur  W.  Elting,  of  Albany. 

"Dilated  Urachus,  Report  of  a  Case,  Specimen,"  by  Dr.  C.  F.  Timmer- 
man, of  Amsterdam. 

"Insufficientia  Pyloris,"  by  Dr.  Mark  I.  Knapp,  of  New  York. 

A  Symposium  on  Diabetes,  with  the  following  papers: 

"Pathology  of  Diabetes,"  by  Dr.  R.  M.  Pearce,  of  Albany. 
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"Physiologic  Chemistry  of  Diabetes,"  by  Dr.  David  Edsall,  of  Phila- 
delphia, Pa. 

"Medical  Treatment  of  Diabetes/'  by  Dr.  William  H.  Thomson,  of 
New  York. 

"General  Management  of  Diabetes,"  by  Dr.  F.  C.  Shattuck,  of  Boston, 
Mass. 

"On  the  Synchronous  Occurrence  of  Diabetes  and  Non-Diabetic  Glyco- 
suria,' '  by  Dr.  Heinrich  Stern,  of  New  York. 

Eirst  Day— Evening  Session 

The  Society  met  in  the  Senate  Chamber  of  the  Capitol. 

Arthur  T.  Hadley,  LL.D.,  President  of  Yale  University,  delivered  an 
address:  "Conflicting  Claims  of  General  Education  and  Professional 
Education." 

The  President  of  the  Society,  Dr.  Algernon  T.  Bristow,  of  Brooklyn, 
delivered  the  Anniversary  Address:  "The  Present  Status  of  the  Medical 
Expert." 

Second  Day— Morning  Session 

The  Society  was  called  to  order  by  the  President  at  9:  45  o'clock,  and 
the  following  named  applicants,  for  permanent  membership,  having  been 
recommended  by  the  Committee  of  Nomination  as  provided  by  the  By-Laws 
were  duly  elected:  Charles  B.  Bacon,  Edward  Everett  Cornwall,  Robert 
M.  Elliott,  Russell  S.  Fowler,  James  Cole  Hancock,  Charles  Cincinnatus 
Henry,  Alexander  Colling  Howe,  Clarence  Reginald  Hyde,  Judson  Philbrook 
Pendleton,  Ralph  Hayward  Pomeroy,  Wilbur  L.  Rickard,  Robert  Stewart 
Royce,  Charles  P.  Yerdon,  all  of  Brooklyn;  Frederick  Delmar  Andrew, 
Charles  R.  Barber,  Willard  D.  Becker,  W.  M.  Brown,  Robert  G.  Cook, 
Simon  L.  Eisner,  William  Y.  Ewers,  Clarence  A.  Greenleaf,  Daniel  G. 
Hastings,  Irving  E.  Harris,  Loren  W.  Howk,  Frank  A.  Jones,  Owen  E. 
Jones,  Charles  T.  La  Moure,  J.  Livingston  Roseboom,  Nathan  W.  Soble, 
John  Zimmer,  all  of  Rochester;  Henry  Clay  Baum,  William  A.  Curtin, 
Frederick  E.  Easton,  Albert  Steuben  Hotaling,  Charles  E.  McClary,  Fred- 
erick W.  Smith,  of  Syracuse;  Francis  E.  Fronczak,  John  H.  Grant,  Walter 
D.  Greene,  of  Buffalo;  Asbury  H.  Baker,  Arthur  W.  Booth,  of  Elmira; 
John  W.  Brannan,  Robert  H.  M.  Dawbarn,  Peter  Joseph  McCourt,  Alfred 
Meyer,  Heinrich  Stern,  Leonard  Webber,  Daniel  H.  Wiesner,  of  New  York- 
H.  G.  Bartlett,  of  Rome;  Bentley  S.  Bourne,  of  Hamburgh;  B.  I.  C. 
Buckland,  of  Fleming;  C.  W.  Buckmaster,  of  Yonkers;  C.  M.  Colegrove, 
of  Canastota;  Richard  R.  Daly,  of  Binghamton;  George  S.  Eveleth,  of 
Little  Falls;  James  R.  Fairbanks,  of  Amsterdam;  Conway  A.  Frost,  of 
Rome;  Nathan  D.  Garnsey,  of  Kinderhook;  Arthur  C.  Hagedorn,  of  GIov- 
ersville;  Cyrus  C.  Harvey,  of  Dundee;  Clarence  A.  Hastings,  of  Constable j 
James  F.  Huntley,  of  Oneida;  John  F.  Hunter,  of  Mamaroneck;  Henry 
W.  Johnson,  of  Hudson;  Albert  D.  Lake,  of  Gowanda;  Henry  C.  Lapp, 
of  Clarence;  Robert  B.  Lamb,  of  Dannemora;  O.  S.  Langworthy,  of  Ham- 
ilton; Charles  E.  Low,  of  Pulaski;  John  D.  McPherson,  of  Akron;  Will- 
iam Robb  Marsden,  of  Utica;  Stephen  Horace  Murphy,  of  Despatch;  Reu- 
ben S.  Myers,  of  Clarence  Centre;   W.  S.  Overton,  of  Binghamton;    Robert 
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H,  Phelps,  of  Norwich;  T.  Avery  Rogers,  of  Plattsburgh;  Clark  Green 
Bossman,  of  Hudson;  Frederick  Sefton,  of  Auburn;  Walter  A.  Scott,  of 
Niagara  Falls;  Marion  E.  Smith,  of  McGraw;  Caseins  D.  Silver,  of  Platts- 
burgh; Michael  B.  Van  Buskirk,  of  Aurora;  A.  W.  Van  Slyke,  of  Cox- 
sackie;  P.  H.  von  Zierolshofen,  of  Crogan;  Sheldon  Yoorhees,  of  Auburn; 
Walden  M.  Ward,  of  North  Collins;  U.  Grant  Williams,  of  Newport;  Will- 
iam Clark  Wood,  Gloversville. 

The  following  papers  were  read: 

"The  Submerged  Tonsil/ '  by  Dr.  Thomas  J.  Harris,  of  New  York. 

' '  Chronic  Laryngitis, ' '  by  Dr.  Z.  L.  Leonard,  of  New  York. 

"A  Plea  for  more  Accurate  Knowledge  in  the  Diagnosis  and  Treatment 
of  Chronic  Otitis  Media, ' '  by  Dr.  J.  F.  McCaw,  of  Watertown. 

"Irritable  Bladder  in  Women,"  by  Dr.  R.  L.  Dickinson,  of  Brooklyn. 

"Fifteen  Years'  Experience  with  Uterine  Fibroids,' '  by  Dr.  W.  E.  Ford, 
of  Utica. 

"Benito  in  Diffuse  Septic  Peritonitis  Treated  by  the  Elevated  Head  and 
Trunk  Position,"  by  Dr.  Russell  S.  Fowler,  of  Brooklyn. 

"Asthenopia:    A  Clinical  Study,"  by  Dr.  D.  H.  Wiesner,  of  New  York. 

"The  Relation  between  the  Muscles  of  the  Eye  and  Those  of  Other 
Parts  of  the  Body, ' '  by  Dr..  Lucien  Howe,  of  Buffalo. 

"Diagnosis  and  Treatment  of  Glaucoma,"  by  Dr.  D.  B.  St.  John  Roosa, 
of  New  York. 

"A  Study  of  the  Climate  of  Long  Island,"  by  Dr.  W.  H.  Ross,  of  Brent- 
wood, L.  I. 

"Independent  Primary  Cancer  in  the  Same  Individuals,"  by  Dr.  A.  L. 
Benedict,  of  Buffalo. 

"The  Treatment  of  Cancer  by  Its  Own  Toxin,"  by  Dr.  P.  J.  McCourtj 
of  New  York. 

"Placenta  Previa,"  by  Dr.  Thomas  P.  Scully,  of  Rome. 

"Recent  Researches  in  Radio-Activity  and  Electricity,  Their  Bearing  on 
Badio-Therapy;   Legal  Status,"  by  Dr.  J.  S.  Wight,  of  Brooklyn. 

Second  Day— Afternoon  Session 

The  Society  was  called  to  order  by  the  Vice-President,  Dr.  Edward  B. 
Angell,  of  Rochester,  and  the  following  papers  were  presented: 

"On  Lesions  in  the  Structures  Surrounding  the  Knee  Joint,"  by  Dr. 
Nathan  Jacobson,  of  Syracuse. 

"Report  of  615  Surgical  Cases  Attended  at  the  Albany  Hospital  from 
March  1,  1902,  to  March  1,  1903,  with  Remarks,"  by  Dr.  Albert  Vander 
Veer,  of  Albany. 

"A  Case  of  Gun  Shot  Wound  of  the  Brain,"  by  Dr.  John  A.  Wyeth, 
of  New  York. 

"Angiosclerosis,"  by  Dr.  Thomas  E.  Satterthwaite,  of  New  York. 

"Tubercular  Myositis:  Report  of  a  Case,"  by  Dr.  William  B.  Brins- 
made,  of  Brooklyn. 

"Associated  Cases  of  Staphylococcus  Aureus  Infection,"  by  Dr.  Arthur 
O.  Root,  of  Albany. 

"The  Non-Operative  Treatment  of  Trachoma,  by  Dr.  Frank  J.  Parker, 
of  New  York. 
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' '  Aphasia  and  Agraphia, ' '  by  Dr.  Edward  D.  Fisher,  of  New  York 

A  Symposium  on  Abdominal  Pain  followed,  these  papers  being  presented : 

"  Abdominal  Pain  in  General  and  that  due  to  Abnormal  Conditions  of 
the  Stomach,  Liver,  Kidneys  and  Pancreas,"  by  Dr.  John  H.  Musser,  of 
Philadelphia,  Pa. 

"  Abdominal  Pain  Referable  to  the  Abdominal  Walls,1'  by  Dr.  Joseph 
D.  Bryant,  of  New  York. 

"Abdominal  Pain  of  Intestinal  Origin,11  by  Dr.  F.  H.  Wiggin,  of  New 
York. 

Discussion:  Dr.  Robert  F.  Wier,  of  New  York,  spoke  on  the  subject  of 
diagnosis  connected  with  the  topic  of  the  symposium. 

On  the  evening  of  the  second  day  of  the  meeting  the  President  of  the 
Society  held  a  reception  at  the  Hotel  Ten  Eyck,  which  was  followed  by  the 
Annual  Dinner,  attended  by  about  three  hundred  members. 

Third  Day —Morning  Session 

The  Society  was  called  to  order  by  the  President,  and  the  following  papers 
were  presented: 

"A  Case  of  Recurring  Membranous  Stomatitis,  Associated  with  Ery- 
thema Exudativum  Multiforme  (Hebra),"  by  Dr.  Louis  E.  Blair,  of  Albany. 

"The  Hospital  Car:  Its  Equipment,  Uses  and  Importance, ' '  by  Dr.  W. 
W.  Sanf  ord,  of  New  York. 

A  Symposium  on  Nephritis,  made  up  of  these  papers  : 

"Renal  Decapsulation  from  the  Pathologists1  Point  of  View,"  by  Dr. 
J.  M.  Yan  Cott,  of  Brooklyn. 

"Surgical  Treatment  of  Nephritis,"  by  Dr.  Willis  G.  Macdonald,  of 
Albany. 

"  General  Treatment  of  Nephritis,"  by  Dr..  Beverley  Robinson,  of  New 
York. 

Discussion,  by  Dr.  Herbert  U.  Williams,  of  Buffalo;  Dr.  Samuel  B.  Ward, 
of  Albany,  and  Dr.  De  Lancey  Rochester,  of  Buffalo. 

"Memorial  of  Dr.  Charles  H.  Porter,  of  Albany,"  by  Dr.  F.  C.  Curtis, 
of  Albany. 

Dr.  Luceen  Howe,  of  Buffalo,  introduced  a  resolution,  which  was  adopted, 
calling  on  the  Committee  on  Legislation  to  oppose  the  passage  by  the  Leg- 
islature of  the  Optometry  Bill. 

Dr.  Nathan  Jaoobson  presented  the  report  of  the  Committee  of  Nomina- 
tion: 

The  Committee  of  Nomination  makes  the  following  report: 

For  President:  Hamilton  D.  Wey,  of  Elmira. 

For  Vice-President:  Joseph  D.  Bryant,  of  New  York. 

For  Secretary:  Frederic  C.  Curtis,  of  Albany. 

For  Treasurer:   O.  D.  Ball,  of  Albany. 

For  Committee  of  Arrangements:  Herman  Bendell,  Albany,  Chairman; 
William  C.  Krauss,  Buffalo;  Charles  Stover,  Amsterdam;  William  J.  Nellis, 
Albany;   Howard  Van  Rensselaer,  Albany;   Arthur  W.  Root,  Albany. 

For  Committee  on  By-Laws:  H.  B.  Delatour,  Brooklyn,  Chairman;  F.  C. 
Curtis,  Albany;    F.  W.  Marlow,  Syracuse.  • 

For  Committee  on  Hygiene:  John  L.  Heffron,  Syracuse,  Chairman;  Edgar 
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A.  Vander  Veer,  Albany;  George  B.  Fowler,  New  York;  Ozias  W.  Peek, 
Oneonta;  E.  H.  Bartley,  Brooklyn;  D.  V.  Still,  Johnstown;  Charles  Bern- 
stein, Borne. 

For  Committee  on  Legislation:  Frank  Van  Fleet,  New  York,  Chairman; 
Arthur  G.  Boot,  Albany;    Ernest  Wende,  Buffalo. 

For  Committee  on  Ethics:  Edward  S.  Willard,  Watertown,  Chairman; 
John  H.  Pryor,  Buffalo;   Lewis  W.  Bose,  Rochester. 

For  Committee  on  Prize  Essays:  A.  Jacobi,  New  York,  Chairman;  J.  M. 
Moaner,  Albany;   A.  Vander  Veer,  Albany. 

For  Committee  of  Publication:  F.  C.  Curtis,  Albany,  Chairman;  Daniel 
Lewis,  New  York;   Charles  G.  Stockton,  Buffalo;   O.  D.  Ball,  Albany. 

For  Delegate  to  the  Congress  of  Polish  Physicians  and  Scientists,  to  be 
held  at  Lemberg,  Poland:   Francis  E.  Fronczak,  Buffalo. 

For  Delegate  to  the  Ontario  Medical  Society:   Thomas  P.  Scully,  Borne. 

For  Delegate  to  the  Canadian  Medical  Association:  De  Lancey  Rochester, 
Buffalo. 

For  Delegate  to  the  Connecticut  Medical  Society:  Samuel  G.  Gant,  New 
York. 

For  Delegate  to  the  New  Jersey  State  Medical  Society:  E.  S.  McClellan, 
Saranac  Lake. 

For  Delegate  to  the  Massachusetts  Medical  Society:  James  F.  Barker, 
Albany. 

For  Honorary  Membership:   Peter  H.  Bryce,  of  Toronto,  Canada. 

For  Eligibility  to  Honorary  Membership:  John  H.  Musser,  of  Philadelr 
phia,  Pa.,  and  F.  C.  Shattuck,  of  Boston,  Mass. 

Respectfully  submitted. 

Nathan  Jacobson, 

Chairman. 
Arthur  W.  Booth, 
Secretary. 

On  motion,  the  report  was  received  and  those  placed  in  nomination  were 
duly  elected. 

The  President  introduced  the  newly-elected  President  by  appropriate 
remarks,  which  were  met  by  a  like  response. 

A  vote  of  thanks  was  extended  to  the  retiring  president,  which  were 
adopted  unanimously. 
The  Society  adjourned. 

Frederic  C.  Curtis, 
Secretary. 

The  next  annual  meeting  of  the  Society  will  be  held  at  Albany,  January 
31,  February  1  and  2,  1905. 

This  meeting  will  consist  of  the  united  body  of  the  New  York  State 
Medical  Association  and  the  Medical  Society  of  the  State  of  New  York. 
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MINUTES  OF  THE  PROCEEDINGS 

OF  THE 

Medical  Society  op  the  State  op  New  York 

at  A 

SPECIAL  MEETING 

HELD  AT 

New  York,  October  13,  1903 


The  meeting  was  called  to  order,  in  the  Hall  of  the  New  York  Academy 
of  Medicine,  New  York  City,  by  the  President,  Dr.  Algernon  T.  Bristow, 
more  than  one  hundred  members  being  present,  and  the  President  stated 
that  the  meeting  had  been  duly  called  by  order  of  the  Commitia  Minora 
for  the  purpose  of  taking  action  upon  a  communication  received  from  the 
New  York  State  Medical  Association,  under  date  of  October  5th. 

The  Secretary  read  the  communication,  which  consisted  of  the  following 
resolutions,  which  had  been  adopted  by  the  Association,  at  a  special  meeting, 
in  answer  to  a  communication  from  the  Committee  of  Conference  of  this 
Society: 

Whereas,  The  members  of  the  New  York  State  Medical  Association 
desire  a  union  of  the  medical  profession  of  the  State  of  New  York,  and 

Whereas,  It  is  deemed  expedient  for  the  attainment  of  this  purpose  to 
make  further  effort  to  bring  together  the  New  York  State  Medical  Associa- 
tion and  the  Medical  Society  of  the  State  of  New  York  under  the  name  of 
the  Medical  Society  of  the  State  of  New  York, 

Resolved,  That  a  committee  of  five  be  appointed  by  the  Chair,  and  said 
committee  is  hereby  empowered  to  do  whatever  is  necessary  and  expedient 
to  bring  about  such  a  union  in  a  just  and  equitable  manner,  and 

Resolved,  That  the  committee  so  empowered  may  confer,  co-operate  and 
unite  with  a  committee  of  the  Medical  Society  of  the  State  of  New  York 
for  the  purpose  of  forming  said  union  of  the  two  medical  organizations,  and 

Resolved,  That  a  copy  of  these  resolutions  be  transmitted  to  the  Secretary 
of  the  Medical  Society  of  the  State  of  New  York  with  the  request  that  their 
Conference  Committee  be  granted  similar  power. 

The  communication  was  accepted. 

Dr. D.  B.  St.  John  Roosa,  of  New  York,  then  said:  "Mr.  President  and 
Fellow  Members :  As  one  of  those  who  has  lived  long  enough  to  see  the  begin- 
ning, and  I  hope  will  live  long  enough  to  see  the  ending  of  this  controversy 
that  has  been  carried  on  so  long,  I  have  the  pleasure  of  offering  the  following 
resolution,  which,  I  think,  will  have  the  vote  of  every  member  of  the  Medical 
Society  of  the  State  of  New  York: 

Whereas,  The  New  York  State  Medical  Association,  at  a  recent  special 
meeting,  duly  assembled,  has,  by  unanimous  vote,  appointed  a  committee 
with  full  power  to  meet  with  a  similar  committee  of  the  Medical  Society 
of  the  State  of  New  York  to  arrange  for  the  unification  of  the  two  organ- 
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ixations  under  the  corporate  name  of  the  Medical  Society  of  the  State  of 
New  York;   therefore,  be  it 

Resolved;  That  the  Committee  of  Conference  of  the  Medical  Society  of 
the  State  of  New  York,  already  appointed,  be  given  power  equal  to  and 
commensurate  with  the  powers  recently  granted  the  committee  created  by 
the  New  York  State  Medical  Association  for  the  purpose  of  unifying  the 
two  State  medical  bodies  in  the  Medical  Society  of  the  State  of  New  York. ' ' 

Dr.  Willis  G.  Magdonald,  of  Albany,  seconded  the  resolutions  with  an 
eloquent  speech,  and  the  resolutions  were  unanimously  and  enthusiastically 
adopted. 

The  meeting  then  adjourned. 
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MINUTES 

OF  THE 

SECOND  SEMI-ANNUAL  MEETING 

or  THE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

HELD  IN 

New  York  City,  October  13  and  14,  1903 


First  Day— Tuesday,  October  13 

The  meeting  was  called  to  order,  in  the  Hall  of  the  New  York  Academy  of 
Medicine,  at  10:  30  a.  ic,  by -the  President,  Dr.  A.  T.  Briitow,  of  Brooklyn. 

Dr.  John  B.  Dravw,  of  Philadelphia,  Pa.,  read  a  paper,  "Hepatic 
Drainage."  It  was  discussed  by  Drs.  A.  Yander  Veer,  of  Albany;  George 
R.  Fowler,  of  Brooklyn;  Frits  K.  H.  Maass,  of  New  York;  W.  E.  Ford, 
of  Utica,  and  A.  Jacobi,  of  New  York,  and  the  author. 

Dr.  W.  S.  Ely,  of  Rochester,  read  a  paper,  "The  Treatment  of  Certain 
Classes  of  the  Underfed."  It  was  discussed  by  Drs.  Edward  B.  Angell, 
of  Bochester,  and  A.  Jacobi  and  Edward  D.  Fisher,  of  New  York,  and 
Dr.  Ely.  * 

Dr.  M.  A.  Yeeder,  of  Lyons,  read  a  paper,  "Faculties  of  the  Mind  not 
understood,  and  not  used,  with  Special  Reference  to  the  Curability  of 
Epilepsy."  Discussed  by  Drs.  Edward  D.  Fisher,  of  New  York,  and  E.  B. 
Angefi,  of  Rochester. 

Dr.  Nelson  G.  Richmond,  of  Fredonia,  read  a  paper,  "Vaccination  and 
the  Law."  It  was  discussed  by  Drs.  John  O.  Roe,  of  Rochester;  A.  Jacobi, 
of  New  York,  and  E.  B.  Angell,  of  Rochester. 

Dr.  Francis  Huber,  of  New  York,  read  a  paper,  "Otitic  Serous  Menin- 

tis;  Lumbar   Puncture;  Recovery.''    Discussed  by  Drs.  A.  Jacobi    and 
!.  B.  Angell. 

Afternoon  Session 

The  meeting  was  called  to  order  by  the  President  at  2 :  40  P.  M.,  and  the 
scientific  program  was  opened  with  a  Symposium  on  the  Roentgen  Bay. 

Dr.  A.  D.  Bevan,  of  Chicago,  read  a  paper,  "Therapeutic  Use  of  the 
Roentgen  Ray." 

Dr.  C.  L.  Leonard,  of  Philadelphia,  Pa.,  read  a  paper,  "Diagnostic  Value 
of  the  Roentgen  Ray." 

Dr.  W.  B.  Coley,  of  New  York,  read  a  paper,  "Further  Observations 
upon  the  Treatment  of  Sarcoma  with  the  Roentgen  Ray." 

The  general  discussion  was  participated  in  by  Drs.  George  G.  Hopkins, 
of  Brooklyn;  W.  E.  Ford,  of  Utica;  A.  Vander  Veer,  of  Albany;  John 
A.  Lee.  or  Brooklyn,  and  L.  Duncan  Bulkley,  of  New  York. 

Closing  remarks  were  made  by  Drs.  Bevan,  Leonard  and  Coley. 

Dr.  Samttel  G.  Tract,  of  New  York,  read  a  portion  of  a  volunteer  paper 
on  "Radium  in  Medicine." 

Hon.  William  W.  Goodrich,  Presiding  Justice  of  the  Appellate  Division 
of  the  Supreme  Court  and  Judicial  District,  delivered  an  address:  "The 
Legal  Status  of  the  Roentgen  Ray." 
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On  motion  of  Dr.  W.  B.  Brinsmade,  of  Brooklyn,  the  Society  tendered 
Judge  Goodrich  a  vote  of  thanks. 

A  reception  was  held  in  the  Hall  of  the  Academy  of  Medicine  in  the 
evening  at  the  close  of  the  special  meeting,  which  was  held  at  this  time. 

Second  Day— Wednesday,  October  14 
Morning  Session 

The  meeting  was  called  to  order,  at  10:  15  A.  M.,  by  the  Vice-President, 
Dr.  Edward  B.  Angell. 

Dr.  Willis  6.  Magdonald,  of  Albany,  gave  ' '  A  Description  of  the  Pres- 
ent Status  of  the  New  York  Hospital  for  the  Treatment  of  Incipient  Tuber- 
culosis.'7   It  was  discussed  by  Dr.  A.  Vander  Veer,  of  Albany. 

Dr.  B.  H.  M.  Dawbarn,  of  New  York,  read  a  paper,  "Technique  of 
Operations  on  the  Tongue."  Discussed  by  Drs.  A.  T.  Bristow,  of  Brook- 
lyn; A.  Vander  Veer  and  W.  G.  Macdonald,  of  Albany,  and  A  Ernest 
Gallant,  of  New  York,  and  Dr.  Dawbarn. 

Dr.  E.  S.  WHjLARD,  of  Watertown,  read  a  paper,  "Potable  Waters."  It 
was  discussed  by  Dr.  Frederic  G.  Curtis,  of  Albany. 

Dr.  John  O.  Polak,  of  Brooklyn,  read  a  paper,  "Conservation  in  Pelvic 
Infection." 

Dr.  A.  Jacobi,  of  New  York,  read  a  paper,  "Dosage:  A  Plea  for  Proper 
Medication.    First  Paper." 

Dr.  J.  W.  Brannan,  of  New  York,  read  a  paper,  "The  Dispensary  Treat- 
ment of  Tuberculosis."  It  was  discussed  by  Dr.  James  A.  Miller,  of  New 
York. 

Dr.  E.  H.  Bartlbt,  of  Brooklyn,  read  a  paper,  "The  Causes  and  Pre- 
vention of  Infant  Mortality  in  Nurseries  and  Asylums." 

Afternoon  Session 

The  meeting  was  called  to  order  by  the  President  at  2 :  30  p.  u. 

Dr.  A  F.  Erdmann,  of  Brooklyn,  exhibited  an  Allis  Ether  Inhaler,  modi- 
fied to  be  used  as  a  closed  inhaler  and  particularly  adapted  for  anaBsthetiza- 
tion  in  the  Sims  position. 

A  Symposium  on  Typhoid  Fever  was  given. 

Dr.  H.  A.  Fatrbairn,  of  Brooklyn,  read  a  paper,  "A  Logical  Definition 
of  Typhoid  Fever." 

Dr.  H.  L.  Elsxer,  of  Syracuse,  read  a  paper,  "Anomalies  and  Difficulties 
of  Diagnosis  in  Typhoid  Fever." 

Dr.  Egbert  LsFevre,  of  New  York,  read  a  paper,  "The  Management  and 
Treatment  of  Typhoid  Fever." 

Dr.  L.  Covelle,  of  Ithaca,  read  a  paper,  "The  Ithaca  Epidemic." 

Dr.  George  A.  Soper,  of  the  State  Department  of  Health,  spoke  on  "The 
Lessons  of  the  Ithaca  Epidemic. ' ' 

Dr.  Cyrus  W.  Field,  2d,  of  New  York,  read  a  paper,  "The  Epidemiology 
of  Typhoid  Fever." 

The  general  discussion  was  participated  in  by  Drs.  J.  L.  Heffron,  of 
Syracuse,  and  A.  Jacobi,  of  New  York. 

The  President  introduced  to  the  Society  Dr.  Frederick  Holme  Wiggin, 
President  of  the  New  York  State  Medical  Association,  and  welcomed  him 
to  a  seat  on  the  platform. 

On  motion  of  Dr.  A.  Jacobi,  the  thanks  of  the  Society  were  extended  to 
the  President  for  his  work  in  connection  with  this  very  successful  meeting. 

Adjournment  at  5:15  P.  ic 
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2.  Treasurer's  Report 

The  Medical  Society  of  the  State  of  New  York  in  account  with  the  Treasurer. 

Balance  on  hand  January  27,  1903    .  ....  $3,197  95 

Received  from  County  and  other  affiliated  Societies  .        .       580  00 
Received  from  permanent  members,  dues  and  initiation 

fees 1,930  00 

Received  from  sale  of  Transactions 148  00 

Interest  accrued  on  deposit  in  Savings  Bank    .        .  96  20 

Total $5,952  15 

Expenditures  from  January  £7, 1903,  to  January  86, 1904 

Salaries  of  Secretary  and  Treasurer        .                .        .  $   500  00 

Committee  on  Legislation,  expenses  of      ...        .  283  00 

Transactions,  printing  of 1,158  88 

Transactions,  ezpressage  of 150  61 

Annual  and  Semi- Annual  Meetings:    Stenographer,  rent 
of   hall,    annual   dinner,    messengers,    clerical    work, 

postage  on  notices 864  51 

Insurance,  rent  of  loft,  postage 58  24 

Printing  and  stationery 192  66 

Total $3,207  90 

Balance  on  hand  January  26,  1904 $2,744  25 

2.  Report  of  Mebritt  H.  Cash  Fund 

Interest  accrued  to  date  of  last  report     .                .        .  $   160  60 
Interest  accrued  during  1903 23  33 


Total $   183  93 

The  fund,  live  hundred  dollars,  and  interest  accrued  are  on  deposit  in  the 
Albany  Savings  Bank. 

O.  D.  Ball, 

Treasurer. 

3.  Report  of  the  Committee  of  Publication 

To  the  Medical  Society  of  the  State  of  New  York: 

An  edition  of  one  thousand  copies  of  the  Transactions  of  the  Society  was 
printed  for  1903  at  a  cost  of  $1,127.34,  of  which  112  were  sold  at  one  dollar 
each,  and  about  fifty  copies  remain  in  the  possession  of  the  8ociety,  the 
rest  being  sent  to  libraries,  medical  journals,  as  exchanges  to  other  societies 
and  to  permanent  members  and  delegates  attending  the  annual  meeting  as 
directed  by  the  By-laws  and  resolutions  of  the  Society. 

The  volume  of  about  500  pages  contains,  besides  the  customary  report  of 
minutes  of  the  meeting,  or  officers  and  committees  reports,  forty-three 
addresses  and  papers  presented  at  the  annual  meeting.  Being  in  the  hands 
of  members,  further  description  of  it  is  unnecessary. 

The  response  to  our  offer  of  the  volume  for  purchase  amounted  to  less  than 
one  hundred  subscribed  for,  and  no  renewal  of  the  offer  has  been  made  for 
a  succeeding  volume. 
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The  Chairman  of  the  committee,  -who  as  Secretary,  is  custodian  of  the 
accumulated  files  of  the  Transactions,  would  report  that  he  has  made  special 
effort  during  the  year  to  place  the  fullest  possible  files  of  this  interesting 
series  of  annual  volumes  in  all  established  medical  libraries  in  this  State 
and  many  in  libraries  beyond  our  own  boundaries,  and  has  succeeded  in 
reducing  the  entire  number  in  our  own  possession  to  a  few  hundred.  Com- 
plete files  of  the  Transactions  are  now  in  the  State  Library  at  Albany,  the 
New  York  Academy  of  Medicine  Library,  the  Library  of  the  Surgeon  Gen- 
eral at  Washington,  the  Library  of  the  Albany  Medical  College;  nearly 
complete  files  in  the  Cornell  University  Medical  Library;  that  of  the  Kings 
County  Medical  Society;  of  the  University  of  Buffalo;  of  Yale  Univer- 
sity; of  the  University  of  Pennsylvania;  of  the  Grosvenor  Public  Library, 
Buffalo;  of  the  Newbury  Public  Library,  Chicago;  of  the  Syracuse  Uni- 
versity; of  the  Boston  Public  Library;  of  the  Gloversville  Public  Library; 
and  at  numerous  other  points  in  the  State  less  complete  sets  including  all 
available  in  our  possession  or  by  exchange,  as  well  as  at  various  places  in 
medical  libraries  remote  from  here.  These  additions  to  all  libraries  have 
been  welcomed  by  the  recipients  and  will  doubtless  in  many  cases  be  further 
completed  as  opportunity  offers;  making  points  for  preservation  and  refer- 
ence for  this  historic  set  of  nearly  100  annual  issues. 

P.  C.  Curtis, 
Daniel  Lewis, 
William  C.  Krauss, 
O.  D.  Ball, 

Committee. 


4.  Report  or  the  Committee  on  Legislation 

To  the  Medical  Society  of  the  State  of  New  York: 

During  the  past  session  of  the  Legislature  there  were  introduced  into  the 
Senate  thirty-three  bills  of  interest  to  the  medical  profession,  of  which 
number  sixteen  died  in  committee,  ten  became  laws  and  seven  failed  to 
receive  the  Governor's  signature.  In  the  Assembly  forty-six  medical  bills 
were  introduced,  of  which  thirty-three  died  in  committee,  nine  became  laws 
and  four  failed  to  receive  the  Governor's  signature.  Fifteen  (15)  of  these 
bills  were  duplicates,  that  is,  the  same  bill  was  introduced  in  both  houses 
in  fifteen  instances,  so  that  there  were  sixty-four  distinctly  medical  bills 
introduced,  of  which  number  nineteen  have  become  laws. 

Besides  these,  eight  bills  were  introduced  relating  to  sewers,  nine  in 
reference  to  the  insanity  law,  four  affecting  the  Board  of  Regents  and 
seventeen  tenement  house  bills,  of  which  number  only  one  passed,  the  so- 
called  Marshall  bill.  If  these  bills  are  included  it  will  bring  the  total  up 
to  102  bills. 

The  most  important  measures  were : 

The  Armstrong  nurses'  bill,  providing  for  a  State  Board  of  Examiners, 
composed  exclusively  of  nurses,  to  pass  on  the  application  of  all  desiring 
to  be  registered  nurses  with  the  title  B.  N. 

The  McCabe  bill,  exempting  the  library  building  of  the  Medical  Society 
of  the  County  of  Kings  from  taxation. 

The  Morgan  Bill,  providing  for  the  immediate  commitment  of  insane 
persons  who  are  dangerously  insane. 

Senator  Ambler's  pure  food  bilL 

The  Sherry  bill,  to  prevent  the  careless  distribution  of  drugs. 

The  Goodsell-Bedell  bill,  which  prevents  the  establishment  of  any  hos- 

Sital  for  pulmonary  tuberculosis  in  any  community  unless  the  Board  of 
npervisors  of  the  county  and  the  town  board  of  the  town  give  their  consent. 
The  Stewart  bill,  regulating  the  discharge  of  sewage  and  other  refuse 
and  waste  matter  into  the  waters  of  this  State. 
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There  were  no  important  measures  introduced  which  required  active 
opposition  by  your  committee,  and  your  committee  did  not  introduce  any 
measures.  This  committee  is  now  regarded  as  a  valuable  advisory  board 
by  members  of  the  Senate  and  Assembly,  and  measures  are  frequently  sub- 
mitted for  their  approval  or  condemnation.  This  is  the  position  that  the 
Legislative  Committee  of  the  Medical  Society  of  the  State  of  New  York 
should  hold,  and  we  believe  that  no  vicious  medical  legislation  can  be 
enacted  in  opposition  to  the  wishes  of  the  State  Medical  Society. 

Signed,  Frank  Van  Fleet, 

Arthur  O.  Boot, 
Ernest  Wenoe, 

Committee. 

5.  Report  of  the  Committee  on  Hygiene 

Mr.  President  and  Members  of  the  Medical  Society  of  the  State  of  New 
York: 

In  reviewing  the  events  which  have  affected  the  public  health  in  our 
State  during  the  past  year,  vour  committee  observes  that  apparently  a 
needless  sacrifice  of  valuable  lives  has  resulted  from  neglect  of  well-known 
methods  for  the  prevention  of  the  spread  of  acute  infectious  diseases. 
Much  of  the  responsibility  for  this  state  of  things  must  inevitably  be 
borne  by  the  medical  profession  of  the  State.  It  is  not  conceivable  that 
physicians  practicing  their  art  under  the  present  laws  of  our  State  are 
ignorant  of  the  etiology,  the  mode  of  communication,  and  the  methods  of 
preventing  the  spread  of  infectious  and  contagious  diseases.  If  not  ignorant 
themselves  it  follows  that  either  the  profession  has  been  remiss  in  the 
exercise  of  the  highest  functions  of  its  calling,  or  that  the  people  and  those 
who  govern  them  are  not  yet  sufficiently  acquainted  with  the  demonstrated 
facts  of  scientific  medicine  and  are  grossly  neglectful  of  their  duty.  Because 
your  committee  believes  that  both  these  factors  are  active  in  perpetuating 
the  existing  unsatisfactory  conditions  in  the  domain  of  public  health,  it 
desires  to  emphasize  once  more  our  duty  as  guardians  of  the  public  health 
and  as  instructors  of  the  people  in  matters  of  hygiene. 

Typhoid  Fever.  It  seems  improbable  that  we  will  ever  have  more  definite 
knowledge  of  the  cause  and  methods  for  the  control  of  typhoid  fever  than 
we  have  at  the  present  moment.  And  yet  the  report  of  the  State  Commis- 
sioner of  Health  for  1903  shows  that  there  were  nearly  25,000  cases  in  our 
State,  with  a  mortality  of  1,635  cases.  Typhoid  fever  is  most  largely  com- 
municated by  contaminated  drinking  water.  Our  intelligent  Governor  called 
attention  to  this  in  his  message  of  January  6,  and  referred  to  the  passage 
by  the  last  Legislature  of  Chapter  464  of  the  Laws  of  1903,  entitled  "An 
Act  to  Amend  the  Public  Health  Law  relating  to  the  Discharge  of  Sewage 
and  other  Waste  Matter  into  the  Waters  of  the  State,"  the  enforcement 
of  which  is  vested  in  the  State  Department  of  Health.  It  is  needless  to 
emphasize  the  importance  of  such  legislation.  It  is  well  known  that  all 
our  public  waters,  including  the  beautiful  Adirondack  lakes,  are  infected. 
To  restore  them  to  a  condition  of  purity  your  committee  recommends  that 
every  city  and  village  and  house  sewering  into  public  waters  which  are 
used  as  sources  of  water  supply  shall  be  compelled  by  law  to  purify  the 
sewage  by  acceptable  methods  before  it  is  discharged  into  public  waters. 
A  bill  has  been  introduced  by  Senator  Stewart,  of  Ithaca,  which  proposes 
to  place  the  water  supply  and  sewer  systems  of  the  State  under  the  control 
of  a  State  Board  of  Sewer  and  Water  Commissioners,  which  is  to  be 
appointed  by  the  Governor  and  which  is  to  consist  of  three  men,  one  of 
whom  must  be  a  competent  civil  and  hydraulic  engineer,  and  another  a 
competent  bacteriologist.  The  bill  appropriates  $75,000  to  carry  out  the 
provisions  of  the  act.  The  intent  of  this  bill  is  good  in  so  far  as  it 
emphasizes  the  necessity  for  such  work  to  be  attended  to  in  an  energetic 
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and  scientific  manner,  and  at  once.  The  best  method  of  accomplishing  thjs 
desirable  object  is  a  legitimate  subject  for  debate.  If  we  in  our  State 
had  a  system  by  which  men  were  especially  educated  in  matters  of  public 
hygiene,  and  were  compelled  to  earn  the  degree  of  Doctor  of  Public  Health 
before  exercising  the  function  of  Health  Officer  or  Health  Commissioner 
in  any  community,  there  would  be  no  necessity  for  the  creation  of  such  a 
commission.  In  a  previous  report  this  committee  and  our  then  President, 
Dr.  H.  B.  Hopkins,  called  attention  to  the  desirability  of  thus  elevating  the 
standard  of  service  in  the  Department  of  Public  Health.  Instead  of  creat- 
ing new  boards,  it  seems  to  your  committee,  that  the  time  has  arrived  when 
the  State  should*  demand  the  most  intelligent  and  active  service  from  its 
various  Health  Officers,  and  should  proceed  at  once  to  afford  such  as  desire 
to  enter  that  service  an  opportunity  for  special  preparation  in  accordance 
with  the  method  so  successfully  employed  in  England.  In  the  meantime 
the  object  desired  could  be  accomplished  under  the  direction  of  the  State 
Commissioner  of  Health  by  the  addition  to  the  funds  at  his  disposal  of  a 
sum  much  less  than  that  called  for  in  this  bill.  But  of  even  greater  impor- 
tance than  the  purification  of  sewage,  however  valuable  that  may  seem, 
is  the  perfect  disinfection  of  all  typhoid  dejections  before  they  are  emptied 
into  a  sewer  or  privy  or  buried  in  the  ground.  For  this  the  attending 
physician  is  directly  responsible.  The  awful  epidemic  in  Ithaca,  and  indeed 
all  great  epidemics,  was  directly  due  to  the  neglect  of  this  very  simple 
precaution.  The  false  idea  that  frost  kills  typhoid  germs  must  be  intelli- 
gently combated,  and  the  physician  must  be  as  alert  in  seeing  that  all 
dejections  are  sterilized  before  disposal  during  the  cold  months  as  he  is 
during  warm  weather.  If  all  typhoid  dejecta  were  sterilized  before  dis- 
posal this  disease  would  be  eliminated  as  absolutely  and  as  quickly  as  has 
been  yellow  fever  from  Cuba  under  the  energetic  and  intelligent  direction 
of  General  Leonard  Wood. 

Tuberculosis.  The  control  of  tuberculosis  is  less  easily  possible  because 
of  the  nature  of  the  disease.  But  the  State  and  physicians  have  great 
responsibilities  in  this  matter  and  can  do  much  to  forward  the  work  by 
the  early  completion  of  the  sanatorium  in  the  Adirondacks  for  incipient 
tuberculosis,  by  the  establishment  in  every  community  of  a  hospital  for  the 
tuberculous,  and  by  the  scientific  care  of  those  wards  of  the  State  who  have 
developed  tuberculosis  while  in  public  institutions  for  restraint  or  for 
treatment  for  special  diseases  or  in  poor  houses.  The  antiquated  buildings 
and  unscientific  housing  of  the  dependent  classes  can  no  longer  be  tolerated 
by  an  awakened  public  conscience. 

Smttilpox.  The  prevalence  of  smallpox  in  many  communities  this  year 
is  sufficient  commentary  on  the  laxity  with  which  our  good  laws  for  the 
control  of  this  disease  are  carried  out.  Such  a  state  of  things  cannot  exist 
in  a  vaccinated  community.  We  must  repeat  the  demonstration  of  Jenner  . 
of  the  value  of  vaccination.  And  we  must  insist  that  vaccination  be  per- 
formed by  public  officers  with  as  great  attention  to  surgical  asepsis  as  is 
demanded  in  major  operations.  If  life  insurance  companies,  including  the* 
industrial  companies,  would  ask  the  date  of  the  last  successful  vaccination 
instead  of  "Have  you  been  successfully  vaccinated  I"  and  refuse  to  issue 
policies  except  to  those  who  show  evidence  of  competent  and  recent  vac- 
cination,  much  help  would  be  given.  The  re-vaccination  of  children  after 
the  age  of  puberty  is  neglected,  and  it  is  our  duty  to  see  that  this  is 
carried  out  systematically. 

Because  of  the  want  of  uniformity  in  the  vaccine  laws  in  different  com- 
munities, and  of  the  fraudulent  certificates  of  vaccination  issued  by  those 
opposed  to  vaccination,  your  committee  recommends  that  no  child  shall  be 
admitted  to  any  public  or  private  or  parochial  school  until  his  scars  have 
been  examined  by  the  public  vaccinator  or  other  competent  authority, 
and  have  been  pronounced  to  be  those  of  successful  vaccination. 

The  State  distributes  diphtheria  anti-toxin  and  anti-tetanic  serum  to  those 
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physicians  who  make  requisitions  for  it  through  their  local  health  officers. 
Your  committee  recommends  that  under  the  direction  of  the  State  Depart- 
ment of  Health,  vaccine  lymph  be  produced  and  distributed  in  the  same 
manner,  for  it  believes  that  in  no  other  way  can  standardized  and  effective 
vaccine  be  uniformly  supplied. 

Tetanus.  The  relation  of  tetanus  to  accidents  with  toy  pistols  and  blank 
cartridges  has  been  demonstrated  in  recent  years  to  the  satisfaction  of  all 
surgeons.  This  Society  should  give  support  to  a  measure  to  be  introduced 
by  Senator  McCabe,  of  Brooklyn,  this  winter,  which  prohibits  the  sale  of 
blank  cartridges  to  minors. 

School  Hygiene.  One  of  the  most  effective  methods  of  educating  the 
public  as  to  the  nature  of  infectious  diseases,  and  how  they  can  be  con- 
trolled, is  the  teaching  of  the  essential  elements  of  this  subject  in  oux 
public  schools.  The  medical  inspection  of  public  schools  has  been  recognized 
throughout  the  land  as  of  the  greatest  importance.  Its  primary  aim  is  to 
aid  in  the  control  of  the  infectious  diseases,  and  to  safeguard  the  indi- 
vidual victim  of  physical  conditions  which  interfere  with  his  development 
from  the  harm  which  must  inevitably  follow.  But  possibly  of  greater  value 
than  the  direct  practical  benefit  to  the  individual  and  to  the  community, 
resulting  from  the  early  detection  of  infectious  diseases  or  of  crippling 
physical  conditions,  is  the  o^ffiwqeeon  3^boJh  teachers  and  pupils  of  the 
importance  of  accurate  aJ^Matitm  6f  o^sease^anditions.  Your  committee 
recommends  that  physrauid  in  every  commun^tyNirge  the  benefit  of  such 
inspection,  and  by  eveA^egitimate  means  try  tcpsdcure  competent  medical 
inspection  of  every  scHool  inghB  £tqte%    /  <<r  4      C*  1 

State  Laboratory  fdk^acteriologxccU  Diagnosis,  in  this  connection  it  is 
fitting  that  the  commiree  give  its  unhesitating  Awfort  to  the  maintenance 
of  the  State  Laboratory\oi^acteriological  DiaSmis.  The  practical  value 
of  such  a  laboratory  to  pn>sjcia&]^rpc1^inB^lieir  art  away  from  medical 
centers  can  not  be  exaggerateaT** —      ^^ 

Public  Buildings  and  Tenements.  The  recent  holocaust  in  a  Chicago 
theatre  has  again  called  attention  to  the  criminal  neglect  of  public  authori- 
ties in  guarding  the  lives  of  the  people  in  public  buildings.  Not  only  should 
the  laws  for  protection  from  fire  be  stringently  enforced  in  every  com- 
munity, but  the  equally  important  laws  requiring  sufficient  air  space  and 
competent  ventilation  and  plumbing  in  all  buildings  in  which  men  and 
women  are  employed  or  are  permitted  to  congregate  be  looked  after.  There 
is  no  question  but  that  a  greater  loss  of  health  and  life  results  annually 
from  neglect  of  these  requirements  than  is  caused  by  such  fires  as  that  of 
the  Iroquois  Theatre,  though  the  result  is  not  so  dramatic  The  consti- 
tutionality of  the  Tenement  House  Act  has  been  upheld  by  a  decision  of 
the  Court  of  Appeals,  handed  down  on  January  8,  1904.  The  provisions  of 
this  act  should  be  extended  by  legislation  to  cities  of  the  second  and  third 
classes,  for  in  them,  as  in  New  York  and  Buffalo,  the  tenement  house 
problem  is  coming  up  and  must  be  met  by  energetic  action  at  the  start. 
Your  committee  urges  the  utmost  vigilance  on  the  part  of  every  member 
of  this  Society  in  maintaining  what  has  already  been  accomplished  for  the 
better  housing  of  the  poor. 

Child  Labor.  Chapter  255  of  the  Laws  of  1903  amends  the  labor  laws 
relative  to  the  employment  of  women  and  children.  The  provisions  of  this 
law  limit  the  hours  of  employment  of  women  and  of  children  between  the 
ages  of  fourteen  and  sixteen,  and  prohibits  the  employment  of  children 
under  fourteen  in  any  establishment  except  during  the  summer  vacation  in 
cities  of  the  third  class.  The  provisions  of  this  law  are  humane  and  right, 
and  it  is  our  duty  as  physicians  to  aid  the  Commissioners  of  Health  in 
enforcing  it. 

Your  committee,  in  reiterating  what  is  known  to  most  of  you  and  what 
has  been  said  often  enqugh  before,  has  no  apology  to  make.  It  is  only  by 
constant  repetition  that  we  can  keep  before  the  public  the  importance  of 
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the  subjects  under  our  jurisdiction,  and  only  be  repeated  recalls  to  our 
duty  as  citizens  that  we  can  disentangle  ourselves  from  the  engrossing 
of  the  daily  routine  of  our  lives. 

John  L.  Heftron, 
Joseph  D.  Craig, 
D.  V.  Still, 
M.  A.  Veeder, 
John  H.  Pryor, 

Committee. 


6.  Report  of  the  State  Board  of  Medical  Examiners 

To  the  Medical  Society  of  the  State  of  New  York: 

Gentlemen:  During  the  academic  year  ending  August  31,  1903,  four 
medical  licensing  examinations  have  been  held.  The  total  number  of  can- 
didates was  1,144.  Of  this  number  529  applied  for  full  examination,  227 
appeared  for  final  licensing  examinations,  having  previously  successfully 
passed  in  the  preliminary  medical  branches,  and  388  appeared  for  partial 
examination.  Of  this  total  of  756  candidates  for  license,  667  appeared 
before  the  State  board,  forty-three  appeared  before  the  Homoeopathic 
board  and  forty-six  appeared  before  the  Eclectic  board.  Of  this  number 
123  or  16.26  per  cent,  were  rejected.  The  State  board  rejected  105  or 
15.7  per  cent.,  the  Homoeopathic  board  rejected  two  or  4.6  per  cent,  and  the 
Eclectic  board  rejected  sixteen  or  34.7  per  cent. 

Since  the  creation  of  the  boards  of  examiners  7,790  candidates  have  been 
examined  for  license,  of  whom  1,629  or  20.09  per  cent,  have  been  rejected. 

Under  exemptions  in  the  medical  law  the  Regents  have  licensed  during 
the  year  sixty-nine  physicians.  On  recommendation  of  this  board  nine 
diplomas  issued  before  the  law  took  effect  have  been  legally  indorsed, 
entitling  the  holders  to  register  in  any  county  in  the  State. 

Attempts  at  standardizing  the  medical  examinations  are  being  made  and 
a  hopeful  sign  in  this  direction  is  the  following  communication : 

William  Warren  Potter,  M.  D., 

President  New  York  State  Board  of  Medical  Examiner*. 

Sir— You  are  doubtless  aware  that  appointments  to  the  Medical  Depart- 
ments of  the  Army  and  Navy  have  in  the  past  been  made  through  com- 
petitive examinations.  It  is  the  desire  of  this  office  to  standardize  the 
examinations  for  the  Medical  Corps  of  the  Army  with  relation  to  those  of 
State  Boards,  and  with  this  object  in  view  I  would  be  very  glad  if  you 
would  inform  this  office  of  the  number  of  medical  men  that  have  appeared 
before  your  board  for  examination  during  the  past  five  years,  and  the  per- 
centage of  candidates  thus  examined  that  have  been  successful. 

I  will  be  much  gratified  if  you  will  kindly  send  a  set  of  questions  asked 
by  your  board  which  you  consider  a  fair  sample  of  your  standard. 

Very  respectfully, 

B.  M.  0*Brilly, 
Surgeon  General,  V.  S.  Army. 

This  board  stands  prepared  to  co-operate  with  the  Army  authorities  in 
the  matter  proposed  by  Surgeon  O'Beilly  and  has  so  indicated. 

The  question  of  interstate  reciprocity  in  medical  licensure  is  still  a  fruit- 
ful topic  for  study  on  the  part  of  medical  educators;  no  plan  that  can  be 
said  to  be  fairly  operative  has  yet  been  adopted  by  any  number  of  similar 
bodies,  but  the  trend  is  clearly  toward  the  development  of  some  system 
which,  while  practically  operative,  will  not  lower  existing  standards.  Many 
difficulties  still  obtain.  At  the  request  of  the  officers  of  a  neighboring  State 
Board  of  Medical  Examiners,  this  beard  sent  a  representative  to  determine 
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whether  their  methods  were  sufficiently  advanced  to  have  their  licenses 
vis£d  by  the  New  York  State  authorities.    The  investigation  showed 

1)  That  their  academic  requirements  were  not  of  equal  standard  with 
those  in  this  State; 

2)  That  their  method  of  conducting  academic  as  well  as  medical  exam- 
inations was  faulty  because  it  brought  the  medical  examiner  and  the  appli- 
cant in  personal  communication.  Hence  their  system  of  safeguarding  their 
examinations  was  defective. 

These  points  left  their  status  with  us  unchanged. 

The  harmony  which  has  prevailed  between  the  three  boards  in  this  State 
has  continued  unabated.  We  are  in  hopes  that  at  some  day  in  the  near 
future  there  will  be  a  unification  of  the  profession  in  the  State  of  New  York, 
thus  making  necessary  but  one  board.  Such  was  the  original  proposition 
of  the  Medical  Society  of  the  State  of  New  York,  and  the  consummation 
of  that  idea  seems  less  remote. 

Respectfully  submitted. 

William  Warren  Potter,  M.  D.,  President, 

Eugene  Beach,  M.  D., 

Joseph  P.  Creveling,  M.  D., 

William  8.  Ely,  M.  D., 

George  Byerson  Fowler,  M.  D., 

A.  Walter  Suiter,  M.  D., 

M.  J.  Lewi,  M.  D.,  Secretary, 

Committee. 
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THE  PRESENT  STATUS  OP  THE  MEDICAL  EXPERT 
By  ALGERNON  T.  BBISTOW,  M.D. 

BROOKLYN 


Oub  present  system  of  jurisprudence  dates  from  a  remote  past 
It  has  replaced  the  personal  method  of  settling  disputes  and  its 
later  phase,  trial  by  battle.  Founded  at  a  time  when  the  national 
life  was  simple  and  civilization  just  beginning  to  displace  the 
barbarism  of  the  dark  ages,  it  has,  nevertheless,  shown  a  remark- 
able elasticity  in  adapting,  itself  to  the  changing  conditions  and 
increased  complexity  of  a  rapidly  developing  and  maturer  age. 

To  reason,  however,  that  because  our  present  system  has  en- 
dured for  centuries  therefore  it  should  never  be  either  changed 
or  modified,  does  not  seem  good  logic,  nor  is  the  incapacity  to 
change  a  mark  of  excellence  or  perfection.  "  God  alone  knows 
what  a  petit  jury  will  do"  is  an  adage  with  which  lawyers  are 
not  unfamiliar.  That  such  a  saying  should  have  become  prover- 
bial is  certainly  not  evidence  that  the  present  system  is  without 
its  faults  or  shortcomings.  The  more  than  occasional  vagaries 
of  our  petit  juries  arise  from  the  fact  that  many  cases  now  tried 
in  the  courts  require  of  the  jury  more  than  a  common-school 
education  and  ordinary  intelligence  to  unravel  the  tangle  of  con- 
flicting and  often  technical  evidence  and  render  a  verdict  which 
shall  be  in  accordance  with  the  actual  facts.  A  hundred  years 
ago  there  was  little  machinery  in  use,  and  the  craftsman  was  in 
reality  engaged  in  a  handicraft,  but  at  present  the  skilled  crafts- 
man of  the  earlier  days  of  the  republic  has  been  replaced  by  an 
individual  who  is  now  nothing  more  than  the  tender  of  a  piece 
of  machinery.  The  problems  of  those  times  were  those  whose 
details  were  familiar  to  the  juryman,  because  they  were  part  of 
his  daily  life,  or  of  such  simple  complexion  as  to  be  of  easy 
comprehension.  "Jurors  reached  their  conclusions  for  the  most 
part  from  personal  knowledge  already  possessed."  (Hist.  Eng. 
Law,  2  Pollock-Maitland,  619-625.)  The  juries  of  that  time  were 
thus  enabled  to  render  verdicts  which  left  little  to  be  desired. 
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To-day  the  circumstances  which  surround  a  jury  are  entirely 
different.  Every  decade  adds  new  complexities  to  our  civiliza- 
tion, and  new  perplexities  to  the  ordinary  juryman.  He  is 
often  expected  to  unravel  masses  of  technical  evidence  on  sub- 
jects of  which  he  is  totally  ignorant,  to  reconcile  the  evidence 
of  warring  experts  and  render  a  verdict  according  to  the  evi- 
dence. Is  it  any  wonder  that  our  present  system  sometimes  shows 
signs  of  being  overtaxed— in  need  of  some  modification  or  addi- 
tion ?  Is  it  strange  that  a  system  that  was  quite  adequate  to  the 
needs  of  a  community  which  existed  two  centuries  ago,  should 
now  show  signs  of  inadequacy  and  incompleteness?  Our  national 
life  has  greatly  changed  and  broadened,  but  our  legal  machinery 
has  remained  substantially  the  same.  Nevertheless,  the  medical 
profession  has  found  the  lawyers  perfectly  willing  to  make 
proverbs  concerning  the  uncertainties  of  a  time-honored  system, 
yet  singularly  conservative  and  unwilling  to  acknowledge  it  in 
need  of  amendment.  This  is  partly  due,  no  doubt,  to  the  fact 
that  our  law  is  so  largely  made  up  of  precedent.  The  courts 
of  to-day  are  bound  by  the  decisions  of  the  courts  of  the  past, 
whose  decisions  stand  but  whose  judges  are  with  the  dust.  There 
is  good  reason  for  conservatism  in  legal  practice,  but  a  precedent 
which  has  only  the  lapse  of  time  in  its  favor  is  better  honored  in 
the  breach  than  the  observance,  particularly  where  experience 
shows  that  it  is  the  cause  of  frequent  injustice  when  blindly 
followed,  simply  because  it  is  precedent  and  so  time  honored. 

To  the  medical  profession  there  is  no  part  of  the  administration 
of  justice  so  important  and  of  such  interest  as  that  which  deals 
with  medical  expert  evidence.  Whatever  else  may  be  inefficient 
or  defective  m  our  present  jury  system,  it  is  the  present  method 
of  securing  and  presenting  medical  testimony  to  the  jtiry  that 
grieves  and  injures  us. 

The  public  judges  any  class  of  men  according  to  their  appear- 
ance in  public ;  and,  although  our  public  functions  are  but  inci- 
dents in  our  lives,  merely  occasional,  unlike  our  confreres  of 
the  law  and  ministry,  nevertheless  the  people  continue  to  judee 
us  according  to  our  appearance  when  summoned  to  the  courts 
to  testify.  In  a  recent  article  on  expert  testimony,  Judsre  "Wood- 
ward says  of  a  prominent  surgeon  in  this  state,  that  he  was  asked 
the  followine  question  bv  the  counsel  for  th*  prisoner:  "Isn't 
it  fair  to  assume  if  I  had  money  to  pay  the  physicians  for  their 
time  that  I  could  step  out  here  in  the  city  and  secure  half  a 
dozen  competent  physicians  who,  in  answer  to  the  hypothetical 
cmestion  put  by  the  district  attorney,  would  give  me  exactly  the 
opposite  answer?  "  The  witness  replied:  "  I  think  it  is."  A 
survey  of  all  the  celebrated  criminal  cases  of  the  past  twenty-five 
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years  in  which  medical  expert  testimony  has  figured,  would  give 
ample  proof  of  the  truth  of  this  answer.  The  record  of  the 
medical  testimony  in  the  countless  damage  suits  which  blockade 
the  calendars  of  our  courts  would  confirm  it.  Is  it  strange  that 
the  medical  profession  should  occupy  a  lower  plane  in  the  public 
estimation  than  it  deserves?  It  is  unfortunately  true  that  the 
testimony  of  the  medical  expert  as  at  present  procured  and 
elicited  in  our  courts,  is  utterly  untrustworthy,  and  has  brought 
unmerited  disgrace  and  contumely  on  a  body  of  worthy  and  self- 
sacrificing  men.  In  the  same  article  occur  the  following  quota- 
tions from  judicial  opinions:  From  an  opinion  by  Judge  Good- 
rich: "Paid  experts,  swearing  for  or  against  the  sanity  of  a 
prisoner,  according  to  the  amount  of  the  fee  and  person  who 
calls  them."  Judge  Rumsey:  "The  sole  difference  between  the 
expert  and  an  advocate  being  that  he  makes  his  argument  under 
oath  and  that  he  endeavors  to  add  the  weight  of  the  oath  to  the 
opinion  of  the  advocate."  Judge  Adams  of  Canandaigua:  "Ex- 
pert witnesses  are  far  more  anxious  to  destroy  each  other  .  .  . 
than  to  elucidate  the  particular  question  in  issue." 

These  denunciations  from  the  bench  do  not  lack  vigor.  Is  it 
then  true  that,  in  spite  of  the  solemnity  of  our  Hippocratic  oath, 
our  professed  altruism,  our  unending  record  of  charitable  deeds, 
our  high-minded  codes  of  ethics,  that  we  are,  after  all,  but  a  set 
of  hypocrites?  Can  an  entire  profession  be  so  given  over  to 
the  devil  and  his  works  as  to  deserve  such  denunciations!  Are 
our  ranks  filled  with  liars  and  perjurers?  Is  it  true  that  all  the 
really  good  men  follow  the  profession  of  the  law,  and  do  none  of 
them  by  any  chance  filter  into  medicine?  Let  some  psychologist 
or  disciple  of  Lombroso  scan  the  faces  in  this  or  any  other 
assemblage  of  medical  men  and  tell  us  whether  we  bear  the 
stigmata  of  degeneracy,  and  are  unable  to  tell  the  truth  under 
oath  if  there  is  a  dollar  in  telling  a  lie.  On  the  contrary,  the 
profession  of  medicine  has  ever  been  consecrated  to  the  public 
service.  When  pestilence  walked  abroad  in  our  land  and  its 
victims  were  falling  on  every  side,  struck  down  by  the  invisible 
arrows  of  death,  then  have  legislatures  adjourned  in  panic; 
judges,  lawyers  and  clients  fled  from  the  courthouse  until  a 
more  convenient  season,  but  the  physicians  stayed  behind.  Had 
they  some  shield  to  interpose  between  their  defenseless  breasts 
and  the  darts  of  the  unseen  foe?  No,  they  had  no  other  shield 
save  that  which  every  brave  man  carries— an  invincible  determi- 
nation, the  inability  to  acknowledge  fear,  an  overpowering  sense 
of  duty— and  they  interposed  their  own  bodies  between  a  stricken 
people  and  the  midnight  wrath,  and  fell  by  the  wayside  together 
with  those  they  strove  to  save. 
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While  this  century  was  still  in  its  swaddling  clothes,  in  order 
to  solve  the  mystery  of  the  yellow  death,  men  of  our  profession 
sought  out  and  courted  danger  that  they  might  rob  the  grim 
spectre  of  his  mystery  and  his  quiver  of  its  most  poisoned  arrow. 
The  members  of  the  United  States  Army  Yellow  Fever  Com- 
mission, who  suffered  themselves  to  be  inoculated  with  the  most 
dreaded  of  scourges,  were  just  as  truly  the  leaders  of  a  forlorn 
hope  as  the  uniformed  band  that  storms  a  dangerous  breach.  Dr. 
Lazear  died  that  others  might  live.  He  is  not  alone  in  his  martyr- 
dom, but  stands  enshrined  in  our  hearts,  the  type  of  many  who 
have  gone  before,  and  countless  willing  sacrifices  that  are  to 
come.  Such  deeds  as  these  have  ever  been  the  history  of  our 
profession.  Is  it  possible,  then,  for  virtue  and  mendacity  to  go 
hand  in  hand?  Is  an  unselfish  devotion  to  duty  the  twin  brother 
of  shameless  greed?  Says  an  ancient  and  sacred  volume:  "Do 
men  gather  grapes  of  thorns,  or  figs  of  thistles?"  If  medical 
expert  testimony  is  at  present  without  value,  is  it  not  reasonable 
to  look  for  the  cause  of  the  defect  elsewhere  than  in  the  personal 
character  of  the  physicians  or  a  faulty  standard  of  professional 
morals?  No  one  will  contend  that  the  men  in  our  profession  are 
less  worthy  of  confidence  in  other  respects  than  other  classes  of 
individuals,  and  whatever  may  have  been  our  differences  with 
respect  to  codes  of  ethics,  they  have  never  been  along  the  line 
of  a  lowered  standard  of  truthfulness. 

There  must,  therefore,  be  some  other  cause  for  the  present  un- 
trustworthiness  of  the  medical  witness,  and  if  it  is  not  in  the 
individual  nor  in  the  professional  standard,  the  courts  and  the 
public  must  look  elsewhere  for  the  defect;  and,  what  is  of  far 
more  importance,  be  willing  to  correct  it  when  found.  Judge 
Endlich  of  Pennsylvania  says  (Am.  Law  Rev.  32-851) :  "It  is 
not  expert  testimony  that  is  at  fault ;  it  is  in  our  way  of  handling 
it"  In  Griggs  vs.  The  Lake  Clear  Water  Company  (40  CaL,  p. 
405),  the  justice  who  presided  at  the  trial  of  the  cause  wrote  as 
follows:  "Even  men  of  the  highest  character  and  integrity  are 
apt  to  be  prejudiced  in  favor  of  the  party  by  whom  they  are  em- 
ployed, and  as  a  matter  of  fact,  no  expert  is  called  until  the 
party  calling  him  is  assured  that  his  opinion  will  be  favorable." 
Says  an  English  authority,  Lord  Campbell:  "Skilled  witnesses 
come  with  such  a  bias  on  their  minds  .  .  .  that  hardly  any 
weight  should  be  ffiven  to  their  evidence.' '  In  an  action  for  a 
dissolution  of  partnership,  one  of  the  parties  employed  an  expert 
to  examine  the  books  and  sought  to  have  the  expenses  taxed  on 
the  losing  party.  In  refusing,  the  court  said:  "If  the  services 
of  an  expert  are  necessary  for  the  proper  presentation  and  de- 
termination of  the  case,  he  should  be  appointed  by  the  court. 
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When  he  is  in  the  employ  of  one  of  the  parties,  the  temptation 
to  act  in  the  interest  of  such  party  is  apparent.  Therefore,  in 
order  to  secure  his  fair  and  disinterested  services,  he  should  be 
appointed  by  the  court  and  not  by  either  of  the  parties. "  Another 
opinion  from  the  Supreme  Court  is  as  follows :  *  *  Expert  witnesses 
ought  to  be  selected  by  the  court,  and  should  be  impartial  as  well 
as  skillful  and  learned."  Then  follows  the  remarkable  state- 
ment: "A  contrary  practice  is  now  probably  too  well  established 
to  allow  the  more  salutary  rule  to  prevail.' '    • 

This  admission  is  an  aspersion  on  both  the  bar  and  the  legis- 
lature. A  judge  on  the  bench  admits  the  breakdown  of  the 
system,  but  feebly  exclaims  that  it  has  been  too  long  established 
to  be  changed.  If  the  lawyers  are  proud  of  that  admission,  let 
them  make  the  most  of  it.  Says  Judge  Woodward  in  the  article 
before  quoted,  poking  fun  at  the  doctors:  ''The  medical  expert 
of  to-day  would,  laugh  at  the  opinion  of  the  medical  expert  of 
1678  and  1679.  ...  A  hundred  years  from  now  medical  men 
will,  no  doubt,  laugh  at  the  medical  opinion  of  1902."  If  the 
learned  justice  had  said  that  the  medical  expert  of  to-day  dis- 
agrees with  some  of  the  opinions  held  200  years  ago,  his  logic 
would  have  been  more  exact.  I  would  like,  however,  in  view  of 
the  above  plaintive  excuse  for  the  retaining  of  a  bad  system, 
to  call  Judge  Woodward's  attention  to  his  statement  that  phy- 
sicians are  quite  willing  to  change  a  theory  or  practice  in  their 
own  profession  when  experience  has  proved  it  erroneous  or  bad. 
They  certainly  do  not  insist  on  retaining  it  on  the  plea  that  "we 
have  had  it  so  long,  you  know." 

Stability  and  permanence  are  in  themselves  highly  desirable  in 
any  legal  system.  Constant  changes  in  our  rules  of  procedure 
would  result  in  confusion  and  uncertainty,  a  condition  of  affairs 
intolerable  in  legal  practice.  To  assume,  on  the  contrary,  that 
rules  of  procedure  should  never  change,  would  give  an  authority 
and  weight  to  precedent  which  ought  not  to  prevail  in  the  face 
of  a  proved  necessity  or  desirability  for  change.  Many  great 
changes  have  already  been  made  in  our  law,  as,  for  example,  in 
the  law  of  evidence.  Says  Professor  Robertson  in  his  article  on 
law  in  the  Encyclopedia  Britannica:  "It  (the  law  of  evidence) 
has  been  almost  wholly  transformed  by  direct  legislative  enact- 
ment, act  after  act  having  been  passed  as  occasion  pointed  out 
defects  in  what  had  already  been  accomplished."  Under  proper 
circumstances,  then,  in  so  conservative  a  land  as  Great  Britain, 
the  rules  of  evidence  have  been  modified  and  amended  to  con- 
form to  the  changing  spirit  of  the  times  and  the  larger  develop- 
ment of  the  national  life.  It  does  not  appear  that  these  changes, 
important  and  radical  as  they  must  have  been  to  justify  Pro- 


MedNY 


Digitized  by 


Google 


58  ANNIVERSARY  ADDRESS 

fesflor  Robertson's  phrase  "wholly  transformed/'  have  resulted 
in  disaster  to  the  British  system  of  jurisprudence.  It  is  pos- 
sible, therefore,  to  bring  about  reformation  in  the  long-established 
laws  of  a  great  state  without  wreck  or  wrong.  That  a  change  in 
the  present  system  of  selecting  and  presenting  medical  expert 
evidence  is  desirable,  seems  to  be  admitted  by  some  very  eminent 
jurists,  although  the  opinions  are  not  unanimous.  Sir  James 
Stephens  expresses  it  as  his  opinion  that  the  present  system  is 
perfect  and  in  need  of  no  change.  An  echo  of  this  opinion  is 
heard  in  Judge  Woodward's  article,  in  which  he  says:  "I  do 
not  believe  that  the  fault  is  in  the  system."  It  will  be  seen, 
therefore,  that  great  legal  experts  differ  on  important  questions 
of  opinion  as  well  as  great  medical  experts,  although  to  read 
the  caustic  remarks  emanating  from  the  bench,  we  are  led  to 
believe  that  physicians  always  disagree,  jurists  never. 

It  will  be  agreed  that  consistency  in  the  law  is  just  as  important 
and  desirable  as  permanence,  yet  we  do  not  find  either  entire 
consistency  or  strict  logic  when  we  inquire  of  the  law  as  to  what 
constitutes  an  expert.  Thus,  in  an  opinion  before  quoted,  the 
judge  said  of  the  expert  that  he  should  be  learned  as  well  as  skill- 
ful. So,  too,  Chief  Justice  Shaw  of  Massachusetts,  says: 
"  An  expert  is  a  person  of  large  experience  in  any  par- 
ticular department  of  art,  business  or  science.  ...  It  is 
because  a  man's  professional  pursuits— his  peculiar  skill  and 
knowledge— enable  him  to  draw  an  inference  where  men  of  com- 
mon experience  would  be  in  doubt,  that  his  opinion  is  admis- 
sible." But  in  Hathaway  vs.  National  Life  Insurance  Company 
(48  Vt.,  p.  335,  et  seq.),  the  judge  said:  "A  general  practitioner 
is  a  competent  witness.  The  law  does  not  require  the  medical 
witness  to  have  made  a  specialty  of  the  subject  to  testify  in 
relation  to  the  same."  It  has  even  been  held  that  a  lawyer  was 
a  competent  medical  expert,  who,  sixteen  years  before,  had  at- 
tended a  course  of  medical  lectures,  obtained  a  license  from  the 
state  to  practice,  had  practiced  for  one  year,  and  then  abandoned 
medicine  for  law,  which  he  had  been  practicing  during  the 
interval.  It  is  doubtful  whether  this  lawyer-doctor  or  doctor- 
lawyer,  declared  by  another  lawyer  as  competent  to  give  expert 
medical  evidence,  could  have  even  described  the  circulation  of  the 
blood.  In  ludicrous  contrast  to  this  opinion  is  that  of  the  judge 
in  McEwen  vs.  Bigeiow  (40  Mich.,  215),  in  which  it  was  held 
of  a  plumber  who  had  been  out  of  business  for  twenty  years, 
that  "this  was  a  long  time  to  be  out  of  a  business  that  must 
have  changed  so  greatly  in  that  time,"  and  he  was  held  not  to 
be  entitled  to  give  expert  testimony.  The  trouble  with  the 
plumber,  evidently,  was  that  he  had  not  become  a  lawyer,  in 
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which  case  the  views  of  a  sympathetic  court  might  have  been 
those  of  the  California  judge  just  cited.  It  is  not  quite  clear, 
says  Rogers,  whether  a  man  must  have  been  engaged  in  active 
practice  at  all.  There  is  an  Alabama  decision  that  it  is  not 
necessary.  This  decision  is  supported  by  the  opinion  of  Redfield 
(Greenfield  on  Evidence),  "but  generally  nothing  more  is  re- 
quired to  entitle  one  to  give  testimony  as  an  expert  than  that  he 
has  been  educated  in  the  particular  art  or  profession."  Thus  a 
stripling,  who  has  just  gained  his  degree,  is  put  on  the  same 
footing,  so  far  as  his  right  to  give  expert  testimony  is  concerned, 
with  a  man  of  experience  and  distinguished  attainment.  The 
jury  is  left  to  decide  on  the  relative  weight  which  is  to  be  given 
to  the  opinion  of  an  impudent  ignoramus  and  the  learned  and 
skillful  expert  described  in  another  opinion.  As  an  example  of 
the  evils  of  such  a  system,  the  following,  which  came  under  the 
observation  of  the  writer,  may  serve :  A  man  received  a  simple 
fracture  of  the  lower  end  of  the  tibia  in  January,  and  was 
discharged  from  the  hospital  in  February,  with  the  fracture 
united,  but  with  the  slight  edema  that  is  usual  in  such  cases 
after  the  removal  of  the  plaster-of-paris  splint.  There  was  never 
even  any  pretense  that  suppuration  had  been  present,  as  the 
fracture  was  simple.  In  May,  the  man  contracted  a  lobar  pneu- 
monia, from  which  he  died.  His  widow  brought  suit  on  the 
ground  that  the  fracture  was  the  cause  of  the  pneumonia.  The 
.  medical  witness  for  the  plaintiff,  I  will  not  call  him  an  expert, 
testified  that  the  pneumonia  was  of  septic  origin  and  due  to  the 
fracture.  In  vain  two  professors,  one  of  clinical  medicine  and 
the  other  of  surgery,  testified  that  this  was  an  impossibility,  and 
that  the  patient  died  of  a  lobar  pneumonia  which  bore  no  rela- 
tion whatever  to  the  fracture  incurred  five  months  previous.  The 
intelligent  jury  gave  the  plaintiff  a  verdict,  which,  I  am  happy 
to  say,  was  afterward  reversed.  Such  a  blunder  was  rendered 
possible  by  the  loose  and  contradictory  definitions  of  what  con- 
stitutes an  expert. 

It  is  perverse  logic  which  declares  that  a  man  who  has  the 
technical  education  of  three  or  four  years  in  a  medical  school 
is  on  a  par  in  respect  to  his  ability  to  give  expert  evidence  with 
a  man  of  the  same  education,  but  added  years  of  experience  and 
observation.  Let  us  apply  the  same  reasoning  to  the  sister  pro- 
fession. On  a  complicated  and  doubtful  question  of  law,  what 
weight  would  the  learned  author  of  this  remarkable  opinion  be 
willing  to  give  a  man  who  had  studied  law  for  a  term  in  a  law 
school,  then  abandoned  law  for  medicine  after  a  brief  further 
experience  of  a  year's  practice,  and,  after  sixteen  years'  interval, 
sought  to  be  admitted  as  a  legal  expert,  a  veritable  Daniel  come 
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to  judgment?  I  doubt  whether  the  learned  justice  would  be 
likely  to  seek  such  aid  in  writing  an  opinion  on  a  doubtful  point. 
If  this  appears  an  absurdity  when  applied  to  the  law,  why  is  it 
any  the  less  absurdity  when  applied  to  medicine?  Is  medi- 
cine, then,  so  simple  and  law  so  much  more  profound,  not  to 
speak  of  the  Michigan  plumber?  To  the  lay  mind,  a  review  of 
these  conflicting  decisions  brings  the  conviction  that  there  is  too 
little  certainty  among  the  bench  and  bar  as  to  the  qualifications 
necessary  to  constitute  a  witness  an  expert.  Still  more  anomalous 
becomes  the  position  of  the  bench  in  the  light  of  the  following 
objection,  which  has  been  made  by  an  eminent  jurist*  to  the  pro- 
posal that  there  should  be  a  state  board  of  experts.  He  says: 
"Men  eminent  in  one  branch  of  their  profession  often  have  a 
superficial  knowledge  of  the  other  branches,  so  if  all  questions 
of  medical  science  had  to  be  referred  to  a  board  of  government 
experts,  suitors  would  be  practically  prohibited  from  availing 
themselves  of  other  experts  qualified  by  their  special  knowledge 
on  that  particular  subject  to  form  an  accurate  opinion.9'  Never- 
theless, all  the  decisions  cited  clearly  permit  incompetent  men  to 
testify,  the  only  qualification  apparently  being  that  they  shall 
have  a  degree  in  medicine  and  agree  with  the  theory  of  the  case 
held  by  the  side  that  calls  them.  This  is  certainly  very  con- 
venient for  the  suitors,  but  whether  it  is  conducive  to  impartial 
opinions  may  well  be  doubted.  Is  it  strange  that  a  system  which 
starts  in  confusion  should  end  in  chaos? 

The  function  of  the  expert  is  very  similar  to  that  of  the  jury. 
He  is  usually  called  on  to  give  an  opinion  on  certain  statements 
of  fact  generally  placed  before  him  in  the  form  of  a  hypothetical 
question.  Unlike  the  jury,  however,  he  is  not  permitted  to 
question  these  facts  nor  to  pass  on  them.  He  is  asked  to  assume 
their  truth,  and  is  then  required  to  give  his  opinion,  his  verdict, 
if  you  please.  Let  us  for  the  moment  pass  from  the  consideration 
of  the  expert  to  a  brief  consideration  of  that  bulwark  of  Anglo- 
Saxon  liberty,  the  jury,  for  ages  the  protector  of  the  rights  of 
the  humblest  citizen,  which  also  renders  an  opinion  on  the  facts 
brought  out  at  the  trial  of  the  cause.  The  jury  is  a  body,  of 
twelve  men  called  from  all  walks  of  life  to  listen  to  the  evidence, 
to  give  its  just  value  so  far  as  this  is  possible  to  finite  minds,  and 
render  a  verdict  which  shall  be  just.  Courts  and  advocates,  par- 
ticularly in  criminal  cases  involving  the  capital  penalty  and  not 
seldom  in  important  civil  cases,  spend  much  time  in  securing 
twelve  men  from  a  panel  ot  hundreds  of  citizens  who  have  shown 
themselves  after  the  most  severe  cross-examination  to  be  unprej- 
udiced and  beyond  the  possibility  of  bias.  Frequently  weeks 
have  been  spent  in  securing  a  jury,  particularly  in  cases  which 
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have  excited  much  public  attention.  This  is  a  notorious  fact,  and 
adds  thousands  of  dollars  to  the  expense  of  the  trial.  Let  us 
suppose  that  a  contrary  course  was  pursued,  and  the  district 
attorney  was  permitted  to  name  six  men  whom  he  had  previously 
interviewed  to  his  satisfaction,  and  that  a  similar  privilege  was 
given  to  the  counsel  for  the  prisoner  to  select  in  similar  fashion 
six  other  jurymen,  on  the  trial  of  the  case  what  would  be  the 
prospect  of  an  agreement?  Fortunately  for  the  administration 
of  justice,  our  jurymen  must  still  pass  through  a  three-fold  sieve 
before  they  are  sworn  in  and  admitted  to  the  jury  box.  Before 
the  jury  thus  carefully  selected,  each  of  the  contending  parties 
now  summons  expert  witnesses  who  are  to  give  their  opinion  on 
certain  facts  or  alleged  facts.  It  is  just  as  important  that  they 
shall  be  free  from  bias  as  the  members  of  the  jury,  for  their 
function  is  very  similar,  yet  precisely  that  manner  of  selecting 
them  is  used  which  seems  monstrous  when  even  mentioned  in  con- 
nection with  the  jury  box.  Says  Judge  Miller  of  the  United 
States  Supreme  Court:  " Skilled  witnesses  are  required  to  speak 
not  to  facts  but  to  opinions,  and  it  is  surprising  with  what  facility 
their  views  can  be  made  to  correspond  with  the  wishes  or  interests 
of  those  who  call  them."  But  why  should  it  be  surprising!  The 
lawyers  have  chosen  their  witnesses  on  ex  parte  statements.  Also 
Lord  Campbell  says:  "Skilled  witnesses  come  with  such  a  bias 
on  their  minds  that  hardly  any  weight  should  be  given  to  their 
evidence."  Each  of  these  utterances  goes  right  to  the  .heart  of 
the  evil,  but  blames  the  witnesses  and  passes  by  without  a  word 
of  disapproval  the  system  which  is  entirely  responsible  for  the 
fact  of  biaa,  which  is,  after  all,  the  charge  against  the  expert. 
While  opposing  counsel  are  allowed  to  employ  their  own  .experts 
without  restriction— in  short,  to  go  shopping  until  they  match 
the  color  of  their  own  case— so  long  will  the  courts  be. compelled 
to  endure  the  evil  which  their  complaints  accentuate  but  will  not 
remove.  Can  the  bench  expect  that  lawyers. who  are  permitted 
to  secure  their  own  experts  are  going  to  summon  men  whose  views 
contravene  their  wishes  or  the  interests  of  their  clients?  The 
system  is  as  essentially  vicious  applied  to  the  opinion-testimony 
of  the  medical  expert  as  it  would  be  if  applied  to  the  jurymen 
whose  verdict  is  to  set  the  prisoner  free  or  bend  his  neck  under 
the  sharp  axe  of  the  law.  No  doubt  it  may  be  replied  that  such 
an  argument  is  simply  the  old  excuse  of  extenuating  circum- 
stances. Hardly  that.  It  is  not  intended  as  a  plea  in  extenu- 
ation. It  is  a  charge  of  particeps  crimirm  against  the  law  which 
invites  the  fault  and  the  lawyers  who  are  responsible  for  the 
retention  of  a  system  which  many  of  them  acknowledge  to  be  bad. 
Again,  it  may  be  said  that  it  ought  not  to  be  possible  for  one 
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lawyer  to  be  able  to  retain  a  set  of  expert  witnesses  to  testify 
on  one  side  of  a  case,  and  for  a  second  lawyer  to  get  a  second 
set  of  experts  to  testify  on  the  opposite  side.  Such  a  criticism 
is  perfectly  just,  and  is  particularly  deserved  in  many  of  the 
damage  suits  which  are  so  common  in  our  courts  to-day.  There 
are  lawyers  known  to  the  bar  as  ambulance  chasers,  who  have 
runners  constantly  on  the  watch  for  accident  cases,  of  which 
they  learn  through  the  daily  papers.  These  unscrupulous  mem- 
bers of  the  bar,  with  the  aid  of  equally  unscrupulous  members 
of  the  medical  profession,  rob  corporations  of  thousands  of  dol- 
lars every  year.  I  can  not  say  that  I  see  any  difference  in  the 
culpability,  or  that  the  doctor  is  more  blameworthy  than  his 
principal,  the  lawyer,  who  brings  the  suit  too  often  built  up  of 
manufactured  evidence.  They  are  a  pair  of  precious  rascals.  I 
seek  to  excuse  neither.  It  is  the  system,  however,  which  renders 
their  partnership  possible.  If  the  law  rendered  this  evil  alliance 
more  difficult,  or  perhaps  impossible,  justice  would  be  the  gainer 
as  well  as  the  corporations.  No  amount  of  scolding  from  the 
bench  will  be  effectual.  Bad  men  have  never  been  made  to  mend 
the  evil  of  their  ways  by  mere  denunciation.  They  do  not  fear 
the  fulminations  from  the  bench,  provided  a  sentence  to  jail  does 
not  follow.  The  householder  who  kept  his  silver  on  his  door- 
step might  denounce  the  thieves  who  robbed  him  of  his  treasure 
with  the  full  vigor  of  an  unbridled  vocabulary.  No  one  would 
doubt  the  sincerity  of  his  wrath,  and  the  police  would  doubtless 
catch  the  rascals  if  they  did  not  run  too  fast.  The  neighbors, 
however,  would  come  to  the  conclusion  that  the  wisest  plan  to 
prevent  the  loss  of  their  valuables  would  be  to  keep  them  in  a 
safe.  So  it  is  better  to  amend  a  system  which  is  known  to  permit 
evil,  and  thereby  prevent  it,  than  to  continue  the  system  and 
imagine  that  anything  can  be  accomplished  by  denouncing  the 
criminals  who  are  the  direct  offspring  of  the  system  itself. 

There  is,  however,  another  class  of  cases  in  which  the  issues 
to  be  submitted  to  the  medical  expert  ve  difficult  or  doubtful. 
Such  are  many  will  cases  in  which  the  testamentary  capacity 
of  the  decedent  is  in  question,  damage  suits  in  which  the  injury 
is  of  an  obscure  nature  and  the  ultimate  result  doubtful,  border- 
land cases  of  insanity,  and  criminal  cases  in  which  perplexing 
questions  of  medico-legal  jurisprudence  are  likely  to  arise.  There 
are  no  problems  in  medicine  more  difficult  of  determination  than 
those  which  relate  to  testamentary  capacity.  How  far  may  reason 
wander  from  the  normal  and  yet  the  individual  be  of  sound  and 
disposing  mindt  Eccentricity  of  itself  is  not  a  sufficient  reason 
for  pronouncing  a  man  insane,  and  yet  there  are  many  cases  in 
which  it  is  hard  to  say  exactly  what  is  the  limit  of  eccentricity 
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beyond  which  lies  undoubted  insanity,  and  the  inability  to  make 
a  legal  will.  There  are  criminal  cases  also  in  which  the  question 
of  the  criminal  responsibility  of  the  prisoner,  by  reason  of  a  dis- 
ordered intellect,  is  a  matter  of  doubt.  The  medical  profession 
can  point  to  cases  in  this  country  and  England  in  which  insane 
persons  have  been  punished  for  crimes  committed,  which  would 
have  been  impossible  had  the  individual  been  in  a  normal  condi- 
tion. In  damage  suits  there  are  many  oases  in  which,  as  a  result 
of  a  violent  shock  from  accident,  the  nervous  system  of  the  victim 
becomes  deranged  so  as  to  make  him  a  confirmed  invalid.  Con- 
firmed, did  I  say?  It  is  this  very  question  which  is  most  difficult 
to  answer.  Such  cases  as  these  are  all  debatable  and  likely  to  be 
subject  to  differences  of  opinion.  Here  we  require  not  only  the 
highest  skill  and  the  longest  experience  in  the  expert  (yet  from 
the  decisions  quoted  it  will  be  seen  that  there  is  no  exact  definition 
in  the  law  as  to  what  constitutes  an  expert),  but  it  is  also  doubly 
essential  on  account  of  the  doubtful  or  difficult  nature  of  the 
questions  involved  that  the  experts  shall  approach  the  case  with 
as  little  bias  as  the  jury.  No  amount  of  invective  from  the  bench 
will  ever  change  human  nature.  Let  us  suppose  the  case  in  point 
to  be  criminal.  The  prisoner  has  been  indicted  for  murder  and 
the  district  attorney  summons  medical  witnesses  to  support  his 
contentions.  On  the  other  hand,  the  counsel  for  the  prisoner 
summons  experts  before  whom  the  case  of  the  prisoner  is  laid  for 
the  purpose  of  defense.  It  is  not  in  human  nature  that  two  sets 
of  men  engaged  to  examine  the  case  of  the  prisoner,  from  two. 
opposite  standpoints,  shall  not  be  influenced  by  their  point  of 
view.  There  is  nothing  which  is  supposed  to  be  more  exact  than 
the  solution  of  mathematical  problems.  Nevertheless,  astrono- 
mers invariably  make  a  certain  allowance  for  errors  of  observa- 
tion in  their  calculations  which  is  denominated  the  "personal 
equation."  If  the  personal  equation  can  enter  into  the  abstruse 
problems  of  pure  mathematics  to  an  extent  sufficient  to  require 
definite  allowance,  what  value  shall  we  give  to  the  personal  equa- 
tion of  two  sets  of  medical  experts  called  to  decide  a  difficult 
problem  in  psychology  or  toxicology,  and  who  view  the  question 
from  different  standpoints?  What  allowance  shall  be  made  for 
the  personal  equation  when  a  blunder  means  not  an  error  in  the 
position  of  a  star,  but  a  life  wrongfully  taken  by  the  state!  It 
may  be  urged  that  bias  should  have  no  place  in  the  minds  of 
educated  men,  and  that  it  ought  to  be  possible  for  medical  experts 
to  consider  the  problems  of  medico-legal  jurisprudence  dis- 
passionately without  reference  to  the  side  which  calls  them.  The 
law  courts  of  a  country  are  supposed  to  be  as  free  from  bias  as 
is  possible  for  any  human  tribunal,  nevertheless  the  electoral  corn- 
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mission  which  sat  in  the  Tilden-Hayes  case  divided  on  strictly 
partly  lines.  Purrington,  in  an  article  read  before  the  New  York 
State  Association  some  years  ago,  quoted  the  London  Law  Times 
as  follows:  "It  is  curious  that  politics  took  sides,  perhaps  in- 
voluntarily, in  deciding  the  case  of  Flood  vs.  Allen."  In  this 
celebrated  case  eight  judges  reversed  the  opinion  of  thirteen 
because  the  eight  had  the  final  decision,  or  what  lawyers  some- 
times jocularly  term  "the  last  guess."  Purrington  futher  states 
that  the  same  periodical  cited  a  speech  of  Lord  Brougham  to 
show  that  in  this  recent  day  the  decision  of  English  judges  might 
be  predicated  from  their  political  leaning.  Evidently  in  the  law 
courts  the  point  of  view  means  much,  not  that  there  is  the  slight- 
est suggestion  that  conscious  bias  is  ever  present.  Facts  like 
these,  which  might  be  multiplied  almost  indefinitely,  show  how 
difficult  it  is  to  get  rid  of  personal  equation,  whether  in  the  realm 
of  pure  mathematics,  law  or  medicine.  If  the  vapors  of  uncon- 
scious bias  can  drift  behind  the  closed  doors  of  our  highest  tri- 
bunals and  cast  the  dews  of  prejudice  within  on  thfe  pure  lustre 
of  the  shield  of  justice,  what  can  we  expect  of  a  system  which  not 
only  does  not  provide  against  the  existence  of  prejudice,  but,  on 
the  contrary,  actually  invites  it? 

The  present  law  first  paves  the  way  for  the  appearance  of  wit- 
nesses as  experts  who  may,  nevertheless,  be  incompetent,  then 
through  the  manner  of  their  selection  by  the  interested  parties 
renders  it  almost  impossible  for  them  to  be  without  bias,  and 
finally  proceeds  to  elicit  their  testimony  by  means  calculated  to 
gag  the  witness  at  exactly  the  point  where  his  testimony  becomes 
inconvenient  to  counsel  or  dangerous  to  the  client.  The  hypothet- 
ical question,  which  is  the  method  most  frequently  used  in  our 
courts  for  the  purpose  of  eliciting  the  opinion  of  experts,  is  cal- 
culated rather  to  confuse  the  jury  than  to  enlighten  them,  and 
frequently  involves  the  serious  logical  fallacy  of  the  suppressio 
veri.  It  is  evident,  if  we  are  to  continue  to  summon  our  jurors 
from  all  ranks  of  society  without  reference  to  previous  educa- 
tion or  present  intelligence,  this  in  itself  constitutes  a  cogent 
reason  why  the  evidence  presented  shall  be  clear  and  readily 
understood  by  even  a  limited  intelligence  and  the  most  rudi- 
mentary education.  There  is  a  case  (Haish  vs.  Payson,  107  HI., 
p.  365)  in  which  the  hypothetical  question  covers  two  and  one- 
half  pages  of  the  law  reports.  Hypothetical  questions  of  less  but 
still  formidable  length  are  common.  In  the  Guiteau  case,  that  of 
the  defense  comprises  over  300  words,  and  Rogers  states  that 
the  hypothetical  question  of  the  prosecution  "is  too  long  to 
quote."  Only  last  week  a  hypothetical  question  was  put  to  one 
of  our  ex-Presidents,  which  took  an  hour  to  read.    It  is  true  that 
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the  question  is  not  addressed  to  the  jury  but  to  a  witness ;  never- 
theless, on  this  answer  the  jury  must  pass,  and  if  the  question  is 
unintelligible  or  difficult  to  follow  on  the  part  of  the  jurymen, 
how  are  we  to  expect  that  their  opinion  of  an  opinion  will  be  of 
value  ?  The  present  legal  status  of  the  hypothetical  question  seems 
to  be  involved  in  as  many  contradictions  as  the  legal  view  of  the 
qualifications  of  the  expert.  Rogers,  in  his  work  on  expert  testi- 
mony, says  that  the  hypothetical  question  is  not  improper  simply 
because  it  includes  only  a  part  of  the  facts,  and  if  framed  on  the 
assumption  of  certain  facts,  counsel  may  assume  the  facts  in 
accordance  with  his  theory  of  them,  it  not  being  essential  that 
he  should  state  the  facts  as  they  actually  are.  In  Cowley  vs. 
People,  83  N.  Y.,  Judge  Folger  lays  down  this  dictum  and  the 
following  comment :  "If  the  facts  are  in  dispute,  then  there  would 
be  no  room  for  the  hypothetical  question,  if  the  question  must 
state  the  facts  as  they  exist,  since  the  jury  are  to  determine  what 
are  the  facts."  On  the  other  hand,  in  Fraser  vs.  Jennison,  42 
Mich.,  206;  the  court  said  that  a  question  "which  assumes  a  state 
of  facts  not  warranted  by  the  testimony  will  not  be  allowed," 
and  in  our  own  state,  in  Dillebar  vs.  Home  Life  Insurance  Com- 
pany, 87  N.  Y.,  p.  79,  the  court  said  that  the  testimony  should 
tend  to  establish  the  facts  embraced  in  the  question.  Judge 
Moore  of  the  Supreme  Court  of  Michigan  said:  "If  one  fact  sup- 
posed to  be  true  included  in  the  question  is  untrue,  then  the 
opinion  of  the  physician  would  be  valueless."  It  is  difficult  for 
the  layman  to  reconcile  opinions  which  seem  so  contradictory. 
Judge  Folger 's  opinion  seems  to  mean  that  a  lawyer  may  pro- 
pound to  the  medical  expert  a  hypothetical  question  which  shall 
state  certain  unproved  facts  essential  to  his  theory  of  the  case, 
but  which  shall  suppress  unfavorable  facts,  and  then  insist  on  a 
categorical  answer  which  may  involve  an  actual  suppression  of 
the  truth  instead  of  the  whole  truth  which  the  witness  is  sworn 
to  reveal. 

Judge  Woodward's  remedy  for  this  state  of  affairs  is  an  ap- 
peal by  the  witness  to  the  court;  nevertheless,  it  is  the  experi- 
ence of  the  writer  that  the  court  has  invariably  directed  the 
categorical  answer,  leaving  to  the  re-direct  or  cross-examination 
to  bring  out  the  whole  truth.  The  trouble  with  this  method  is 
that  unless  counsel  be  instructed  by  witness  or  an  assisting 
expert  as  to  the  fallacy  involved,  he  will  let  it  pass.  But  it  is 
impossible  for  a  witness  to  suggest  questions  to  counsel,  and  the 
partisanship  of  a  medical  expert  who  is  present  at  the  trial  for 
the  purpose  of  assisting  counsel  is  so  evident  to  the  jury  as  to 
deprive  his  testimony  of  any  value  and  casts  a  shadow  on  all  the 
expert  testimony.     A  familiar  and  humorous  example  of  the 
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fallacy  a  categorical  answer  may  involve  is  the  old  query,  "Have 
you  left  off  beating  your  wife?"  Not  a  few  of  the  hypothetical 
questions  which  are  directed  at  the  medical  expert  are  designed 
to  involve  him  in  a  dilemma  which  may  not  be  so  humorous  or 
obvious,  but  which  is,  nevertheless,  just  as  truly  a  dilemma,  on 
either  horn  of  which  he  will  be  impaled.  Under  Judge  Folger's 
ruling,  it  would  be  perfectly  possible  for  two  different  sets  of 
experts  testifying  on  opposite  sides  of  the  same  case,  to  testify 
nevertheless  on  totally  different  statements  of  facts  and  be  repri- 
manded by  the  court  for  disagreeing  and  lectured  for  their  sins 
accordingly.  In  Davis  vs.  State,  35  Ind.,  496,  the  same  principle 
is  laid  down  as  follows:  "After  counsel  have  propounded  to  an 
expert  a  hypothetical  question  based  on  the  facts  assumed  to  have 
been  proved  in  accordance  with  their  theory  of  the  case,  opposing 
counsel  may  propound  the  same  question  based  on  facts  assumed 
on  the  opposing  theory."  This  leaves  the  jury  to  disentangle 
the  truth  from  the  masses  of  conflicting  testimony,  a  task  of 
which  in  many  cases  it  is  quite  incapable.  In  the  face  of  such 
a  preposterous  proposition  as  this,  the  medical  expert  is  made 
the  football  of  the  bench,  the  bar  and  the  press,  and  we  are  told 
that  expert  evidence  is  of  little  if  any  value.  Says  Judge  End- 
lich  of  Pennsylvania  (Am.  Law  Rev.  32,  851):  "The  vast 
majority  of  hypothetical  questions  does  not  and  never  will  ade- 
quately and  impartially  present  the  actual  or  most  probable 
state  of  the  case,"  a  statement  which,  in  the  light  of  the  opinions 
quoted,  seems  to  be  axiomatic  and  therefore  incontrovertible. 

The  medical  profession  is  weary  of  being  told  that  the  fault 
is  with  it;  weary  of  the  ready  and  easy  denunciations  of  the 
bench  and  the  ill-considered  jibes  of  bar  and  press.  Men  of  the 
law,  we  protest  against  your  system !  We  protest  against  its  in- 
consistencies !  We  protest  against  it  as  inviting  the  chaos  you 
are  so  fond  of  condemning !  You  admit,  through  the  utterances 
of  eminent  judges  and  in  the  pages  of  your  text-books,  that  you 
have  no  Sufficient  standard  of  qualifications.  You  admit  that 
your  system  invites  instead  of  preventing  bias.  You  admit  that 
the  hypothetical  question  is  not  calculated  to  present  all  the  facts 
to  the  expert.  Nevertheless,  up  to  the  present  time,  in  spite  of 
the  protests  of  the  victims  of  an  essentially  vicious  method;  in 
spite  of  the  reports  of  committees  of  your  own  profession  and  of 
joint  committees  composed  of  members  of  both  professions  con- 
cerned ;  in  spite  of  the  opinions  of  your  most  noted  jurists,  you 
absolutely  refuse  to  change,  but  content  yourselves  with  denounc- 
ing a  profession  which  you  wrong.  You  tell  us  that  we  must 
mend  our  ways.  Judge  Woodward,  in  the  article  before  referred 
to,  states  his  remedy  as  follows:  "Where  a  doctor  commits  per- 
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jury,  his  fellow-doctors  are  apt  to  know  it  Prompt  expulsion 
from  his  medical  society  would  tend  decidedly  to  discontinue  the 
imitation  of  his  example."  So  this  is  the  wonderful  remedy 
which  is  to  reform  the  evil!  The  medical  society  is  invited  to 
expel  a  man  for  giving  opinion-evidence  on  the  ground  that  his 
fellow-physicians  will  be  apt  to  know  that  he  has  committed 
perjury.  But  how  is  the  medical  society  going  to  prove  that  the 
opinion  of  which  they  complain  and  with  which  they  do  not 
agree,  is  not  the  opinion  of  the  witness,  and  that  he  uttered  said 
opinion  with  the  intent  to  commit  perjury?  The  difficulty  with 
the  judge's  remedy  is  in  its  application.  If  the  medical  society 
attempted  to  expel  a  member  on  any  save  legal  evidence,  the 
judge  would,  if  applied  to  for  an  injunction,  be  compelled  to 
grant  one  against  the  use  of  his  own  prescription.  If  the  medical 
society  can  secure  legal  evidence,  so  can  the  court ;  yet  in  another 
paragraph  of  the  same  article,  the  judge  states  that  it  is  impossible 
to  convict  of  perjury  because  the  evidence  is  opinion-evidence. 
Rogers  ("Expert  Testimony")  makes  the  same  statement,  and 
yet  the  judge  asks  a  body  of  medical  men  to  do  what  he  con- 
fesses the  courts  can  not  do,  although  the  same  evidence  of  intent 
would  be  necessary  in  both  instances.  He  asks  of  us  impossi- 
bilities. 

It  is  said  that  enlightened  public  opinion  is  the  greatest  de- 
stroyer of  frauds.  Enlightened  public  opinion,  it  is  true,  but  it 
often  takes  a  long  time  to  enlighten.  Bear  witness,  Eddyism, 
Dowieism,  mental  healers,  osteopaths  and  kindred  frauds  in 
which  the  public  delight !  Has  public  opinion,  although  adverse 
to  gambling  with  cards,  ever  been  unfavorable  to  stock  gambling, 
which  is  more  vicious  because  more  far-reaching  in  its  evil 
results  f  Does  it  denounce  the  operations  of  so-called  high 
finance,  the  stock  watering  and  legerdemain  by  which  stockhold- 
ers and  the  public  are  robbed  under  the  form  of  law,  or,  rather, 
in  spite  of  laws  ingeniously  evaded  by  the  aid  of  counsel  skilled 
in  the  art  of  legal  intrigue?  Such  remedies  as  these  are  nothing 
but  the  flimsiest  of  excuses  and  an  evasion  of  responsibility  on 
the  part  of  those  who  are  responsible  for  the  perpetuation  of  the 
evil.  To  charge  the  medical  profession  with  the  faults  of  a  system 
which  it  deplores,  but  is  powerless  to  change,  is  nothing  else  than 
an  attempt  to  shift  the  real  responsibility—an  effort  to  make  of 
a  self-sacrificing  and  honorable  profession  a  hedge  of  defense  and 
a  hiding-place.  It  is  always  safe  to  abuse  a  doctor  when  he 
fails  to  please  or  does  not  succeed  in  accomplishing  the  impos- 
sible. 

As  a  result  of  constant  effort  and  complaint  on  the  part  of 
the  medical  profession,  some  desultory  attempts  have  been  made 
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in  this  state  and  in  Pennsylvania,  Massachusetts  and  Illinois  to 
bring  about  reform,  but  so  far  all  efforts  to  change  the  system 
have  either  been  strangled  in  the  legislature  or  come  to  an  earlier 
death  at  the  hands  of  the  bar  associations  of  the  different  states. 
In  New  York,  this  society  appointed  a  committee  to  co-operate 
with  a  similar  committee  from  the  bar  association,  but  after 
dragging  on  for  two  or  three  years,  the  committees  reported  its 
inability  'to  accomplish  anything.  In  Pennsylvania,  the  commit- 
tee's  report,  prepared  by  Judge  Endlich,  was  disapproved  when 
it  came  up  in  the  bar  association  of  that  state,  although  if  its 
recommendations  had  been  carried  out  it  would  have  put  an  end 
to  the  evil  practices  for  which  we  are  held  responsible.  It  is 
not  the  intention  of  the  writer  to  minimize  the  difficulties  of  the 
problem.  Important  questions  of  privilege,  questions  involving 
the  constitutionality  of  suggested  changes,  the  essential  difficul- 
ties of  making  any  change  in  a  long-existing  custom,  but  more 
especially  the  difficulty  of  getting  lawyers  to  relinquish  their 
present  right  of  getting  expert  evidence  where  they  can,  when 
they  can  and  how  they  can,  all  these  difficulties  we  concede. 
They  can  not  be  solved,  however,  by  an  attempt  to  hold  the  wrong 
parties.  Constitutional  amendments  have  been  passed  in  this 
state  on  much  less  important  matters,  and  if  it  has  been  possible 
to  materially  change  the  law  of  evidence  in  so  conservative  a  land 
as  England,  it  ought  to  be  possible  to  introduce  reforms  in  the 
legal  procedure  of  this  state,  which  by  many  jurists  of  the  highest 
standing  are  conceded  to  be  necessary.  Doctors  are  not  learned 
in  the  law,  and  it  is  not  easy  for  them  to  suggest  remedies  for 
a  system  which  has  inflicted  on  them  so  much  unjust  and  un- 
merited criticism.  Indeed,  it  seems  to  them  that  the  legal  pro- 
fession ought  to  be  willing  to  mend  its  own  fences.  Up  to  the 
present  time,  however,  all  that  has  been  done  by  our  brethren 
of  the  law  is  to  invite  us  to  expel  erring  experts  from  our  county 
societies  on  illegal  evidence,  or  to  extend  the  provisions  of  the 
code  of  ethics  "so  as  to  embrace  the  conduct  of  the  medical  man 
when  he  assumes  the  rfile  of  expert  witness."  We  respectfully 
decline  to  burn  our  fingers  in  either  of  the  two  ways  suggested. 
To  us,  as  mere  laymen,  it  seems  necessary  to  correct  the  faults 
of  an  antiquated  system  in  order  to  bring  about  the  much-desired 
reform. 

It  seems  obvious,  if  we  are  to  make  use  of  expert  testimony, 
that  it  should  emanate  from  real  and  not  from  pseudo-experts. 
It  ought  not  to  be  possible  for  a  lawyer  to  introduce  a  recent 
graduate  as  an  expert  in  insanity,  when  the  law  provides  that 
he  can  not  act  as  examiner  in  lunacy  until  he  has  been  in  prac- 
tice for  three  years.    An  interval  of  five  years  in  active  practice 
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after  graduation  is  not  too  long  for  the  blossom  of  theory  to 
ripen  into  the  fruit  of  experience.  No  student  of  medicine 
on  graduation  is  competent  to  give  opinion-evidence  in  court 
except  in  the  simplest  matters.  Let  the  state  require  this  interval 
before  a  doctor  is  allowed  to  give  opinion-evidence.  Such  a  law 
would  not  preclude  his  testifying  on  questions  of  fact.  In  addi- 
tion, the  state  should  require  at  the  end  of  this  period  an  addi- 
tional examination,  under  the  auspices  of  the  present  state  boards 
as  conducted  by  the  three  schools  of  medicine,  to  insure  the  fit- 
ness of  the  intending  expert. 

This  is  a  very  different  proposition  from  the  establishment  of 
a  state  board  of  experts,  to  which  objection  has  so  often  been 
made,  for  it  does  not  confine  the  litigant  to  a  small  number  of 
men  selected  by  the  state  whose  evidence  is  to  have  a  higher 
value  than  that  of  the  non-official  witness.  In  fact,  such  a  wit- 
ness is  not  an  official  witness  at  all,  any  more  than  the  physician 
who  has  passed  his  state  board  examination  for  a  license  to  prac- 
tice is  an  official  doctor.  Each  has  been  stamped  with  the  hall 
mark  of-  fitness— nothing  more.  Examinations  for  promotion  are 
held  in  the  medical  departments  of  the  Army  and  of  the  Navy, 
and  there  is  no  good  reason  why  the  physician  who  wishes  to 
testify  as  an  expert  should  not  show  his  special  fitness  for  a 
work  of  such  importance  to  the  state  and  to  both  professions. 
For  the  purpose  of  providing  for  the  period  of  transition,  exemp- 
tion from  such  examinations  might  be  made  in  the  case  of  men 
who  had  been  twenty  years  in  practice  prior  to  the  passage  of 
the  act,  and  to  men  in  medical  schools  who  hold  positions  above 
the  rank  of  instructor;  also  of  the  hospital  man  who  has  spent 
at  least  five  years  in  the  service  of  a  hospital  of  at  least  fifty 
beds.  Such  exceptions  as  these  may  be  necessary  as  a  temporary 
expedient  only,  and  in  order  to  provide  for  the  inconveniences 
involved  in  any  sudden  change.  The  problem  of  securing  an 
expert  witness  without  bias  is  more  difficult,  since  under  the  law 
every  client  is  protected  in  his  right  to  offer  any  evidence  which 
may  be  material.  Consequently,  at  present  he  can  not  be  pre- 
vented from  selecting  his  own  witnesses,  whether  lay  or  expert. 
Nevertheless,  just  as  long  as  this  practice  continues  in  the  case 
of  the  medical  expert,  we  shall  rarely  be  able,  even  in  the  most 
conscientious  witness,  to  provide  against  the  unconscious  bias 
which  may  exist  on  the  bench  of  the  highest  courts  as  well  as  in 
the  minds  of  the  faculty.  This  it  is  which  is  the  chief  evil  in 
the  system.  No  doubt  some  improvement  may  be  expected  from 
the  erection  of  a  proper  and  moderate  standard  of  qualification 
such  as  has  been  suggested,  but  to  do  this  and  yet  leave  untouched 
the  greatest  of  the  evils  complained  of,  would  be  very  ineffectual 
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therapeutics.  The  most  feasible  and  simplest  way  of  bringing 
about  a  change  in  this  respect,  although  not  ideal,  is  to  leave 
the  selection  of  the  experts  for  both  sides  in  the  hands  of  the 
judge.  In  the  long  run,  we  should  get  better  results  than  if  the 
selection  of  the  experts  were  to  be  left  in  the  hands  of  a  state 
body  like  the  New  York  State  Board  of  Regents.  Moreover,  I 
believe  it  would  be  much  easier  to  get  the  consent  of  the  bar 
to  such  a  change.  An  objection  by  Judge  Bartlett  of  the  appel- 
late division  of  the  Supreme  Court  to  entrusting  the  bench  with 
such  a  function  is  that  a  man  may  be  a  good  judge  of  law  and 
yet  be  a  very  poor  judge  of  doctors,  a  statement  with  which  those 
of  us  will  agree  who  have  never  had  the  privilege  of  treating  judi- 
cial gout  or  dyspepsia.  As  long  as  there  is  no  standard  of  qualifi- 
cation, this  objection  will  have  much  force,  but  if  a  judge  were 
compelled  to  make  his  choice  from  men  who  possessed  the  quali- 
fications suggested,  he  could  not  make  any  very  serious  blunder ; 
and  while  it  is  true  that  the  very  best  men  would  not  always 
be  selected  by  the  bench,  not  as  good  perhaps  as  by  a  state  board, 
yet  we  should  be  in  a  fair  way  to  get  unbiased  opinions  at  least 
and  a  reasonable  degree  of  competence.  Undoubtedly  it  would 
also  be  better  for  the  state  to  pay  the  experts  a  fixed  fee,  such 
as  was  .suggested  in  this  state  some  years  ago,  the  minimum  being1 
$10,  which  is  too  small,  and  the  maximum  $100,  this  latter  fee 
being  for  the  entire  day  in  court.  Such  a  practice  would,  how- 
ever, have  the  serious  objection  of  increasing  the  burden  of  the 
taxpayers.  The  alternative  to  this  would  be  to  fix  the  fee  at 
$100  a  day,  with  a  minimum  of  $25  for  any  opinion-evidence, 
however  short,  and  leave  the  payment  of  the  experts  to  the  suit- 
ors, as  at  present.  Even  under  this  plan  it  would  no  doubt  be 
possible  for  a  designing  lawyer  to  suggest  that  while  the  legal 
fee  was  $100,  further  compensation  would  be  forthcoming  if  the 
opinion  was  favorable  to  his  contentions.  I  know  of  no  way  of 
providing  against  such  a  possibility.  We  can  only  approximate, 
never  secure,  perfection  in  this  world.  Men  will  continue  to  be 
avaricious,  untruthful,  ready  to  do  evil  rather  than  good,  so  long 
as  the  sun  rises  and  sets  in  this  sad  world.  There  is  no  specific 
for  sin  except  in  the  new  heavens  and  the  new  earth,  and  the 
man  who  demands  perfection  in  any  system,  whether  it  be  of 
law,  theology  or  medicine  before  he  accepts  it,  will  have  to  go 
to  his  grave  unshriven,  intestate,  with  a  coroner's  certificate  as 
his  passport  to  the  tomb. 

Finally,  in  the  matter  of  the  hypothetical  question,  I  believe 
that  the  medical  profession  would  be  glad  to  see  it  abolished 
entirely  in  accordance, with  the  recommendations  of  Judge  End- 
lich  of  Pennsylvania.    If  it  is  to  be  retained  it  ought  to  be  sub- 
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mitted  on  an  agreed  statement  of  facts.  In  no  other  way  ean 
it  be  made  use  of  without  confusing  the  jury  and  of  necessity 
antagonizing  the  experts.  How  can  they  be  expected  to  agree 
if  they  testify  on  different  statements  of  fact!  Much  time 
might  be  spent  in  discussing  the  substitutes  for  the  hypothetical 
question,  but  the  writer  is  conscious  that  there  are  limits  to  the 
forbearance  of  the  most  lenient  audience.  It  has  been  his  inten- 
tion rather  to  throw  into  the  strongest  possible  relief  the  faults 
of  the  present  system  which  need  correction,  than  to  enter  into 
a  critical  examination  of  the  many  different  remedies  which  have 
been  proposed.  After  all,  in  law  as  in  therapeutics,  it  is  better 
to  attack  the  cause  of  an  evil  than  to  treat  symptoms,  and  the 
investigators  who  have  discovered  the  causes  of  a  disease  have 
gone  a  long  way  toward  preventing  it. 

This  matter  concerns  two  learned  professions.  On  one  hand 
stands  the  profession  of  law,  the  protector  of  the  feeble  against 
the  mighty,  the  safeguard  of  all  government,  dispenser  of  equal 
justice.  On  the  other  stands  the  medical  profession  with  high 
ideals  of  self-sacrifice,  high  professional  standards  of  right  and 
wrong— the  wish  to  give  of  their  best  to  individual  and  public 
alike.  Shall  these  two  great  professions  stand  arrayed  against 
each  other  on  so  vital  a  matter?  Must  there  be  no  further 
progress  toward  reform?  Shall  we  continue  to  waste  our  breath 
and  printers'  ink  in  mutual  recrimination?  The  problem  is  diffi- 
cult but  not  impossible  of  solution,  and  it  must  be  solved.  The 
profession  which  boasts  a  Taney,  a  Marshall,  an  Evarts  and  a 
Taft,  will  not  always  refuse  justice  to  the  profession  which  has 
given  to  the  world  a  Jenner,  a  Koch,  a  Behring  and  a  Reed. 
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THE  CONFLICTING  CLAIMS  OF  GENERAL  EDUCATION 
AND  PROFESSIONAL  EDUCATION 

By  AETHUE  TWINING  HADLEY,  LL.  D. 

PRESIDENT  OF  YALE  UNIVERSITY, 
NEW  HAVEN,  CONN. 

For  the  last  fifty  years  there  has  been  a  tendency  to  increase 
the  length  of  time  devoted  to  professional  training.  This  tend- 
ency has  not  been  confined  to  medicine  or  law,  or  to  the  so-called 
learned  professions  as  a  group.  It  is  equally  conspicuous  in  the 
various  lines  of  engineering  and  technology.  It  is  manifest  in 
those  departments  of  school  work  which  fit  the  boy  for  trade  or 
for  commerce.  In  every  sphere  of  human  activity  modern  scien- 
tific studies  have  made  their  influence  felt.  In  every  sphere, 
therefore,  the  practitioner  who  is  familiar  with  the  methods  and 
processes  of  his  science— be  it  physiology  or  mathematics,  physics 
or  economics— has  an  advantage  over  his  competitor  who  knows 
only  those  rules  of  practice  which  can  be  picked  up  in  the  office 
or  the  shop. 

But  there  are  some  respects  in  which  this  tendency  has  been 
more  strongly  felt  in  medicine  than  in  any  other  calling,  for 
a  physician  needs  to  be  trained  in  more  kinds  of  scientific  study 
than  almost  any  other  man  in  the  world.  He  must  know  some- 
thing of  physics  and  much  of  chemistry ;  he  must  know  something 
of  morphology  and  much  of  physiology.  Each  advance  in  any 
of  these  sciences  increases  the  importance  of  the  preliminary 
training  which  is  essential  to  the  successful  practice  of  the  arts 
of  medicine  and  of  surgery  and  the  length  of  time  which  must 
be  devoted  thereto.  If  we  add  to  the  time  thus  consumed  in  the 
study  of  science  the  time  which  is  involved  in  learning  the  prac- 
tice of  those  arts— whether  in  the  higher  classes  of  the  medical 
school  or  in  the  hospital  experience  which  should  follow— the 
period  of  technical  training  becomes  so  long  that  it  is  a  burden 
to  all  men,  and  an  almost  insupportable  burden  to  those  who  are 
poor.  And  if,  in  addition  to  this,  we  urge  that  the  student  of 
medicine  should  previously  have  completed  a  college  course  of  the 
old  type,  we  seem  to  postpone  indefinitely  his  chance  to  become 
an  independent  practitioner  and  to  have  the  comforts  of  a  home 
and  a  family  of  his  own. 

Under  such  circumstances  there  arises  an  almost  inevitable 
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conflict  between  the  claims  of  general  education,  as  represented 
by  the  college,  and  the  claims  of  technical  education,  as  repre- 
sented by  the  medical  school,  and  in  less  degree  also  by  schools 
of  law,  or  theology  or  engineering.  This  conflict  involves  so 
many  different  issues  and  deals  with  matters  of  so  much  per- 
plexity that  I  have  felt  some  hesitation  in  offering  an  address  on 
this  subject  which  shall  set  forth  the  claims  of  the  college.  But 
from  all  that  I  have  heard  of  this  body,  I  believe  that  the  very 
difficulties  of  the  case  will  cause  its  members  to  welcome  a  pres- 
entation of  a  side  of  the  argument  different  from  that  which 
is  perhaps  more  habitually  brought  before  their  consideration. 

As  a  first  step  in  our  analysis  of  the  problem,  let  us  try  to  get 
clearly  before  our  minds  exactly  what  we  are  talking  about. 
What  is  the  difference  between  general  education  and  technical 
education?  What  is  the  distinction  between  the  college  and  the 
professional  school  or  group  of  professional  schools?  Most  peo- 
ple would  say  that  it  was  a  difference  in  the  nature  of  the  studies 
pursued.  Fifty  years  ago  that  would  have  been  largely  true. 
To-day  it  is  not  true.  Fifty  years  ago  the  college  taught  a  curric- 
ulum of  classics  and  mathematics,  with  some  metaphysics  and  a 
little  very  elementary  science  and  history,  which  was  supposed 
to  give  a  foundation  of  general  knowledge  for  all  men ;  while  the 
professional  schools,  whether  of  law  or  medicine  or  theology, 
were  occupied  with  teaching  the  details  of  practice— to  expound 
a  text,  to  collect  a  note,  or  to  write  a  prescription  more  or  less 
suited  to  the  occasion  in  hand.  To-day  things  have  changed  at 
both  ends.  The  professional  schools  no  longer  occupy  them- 
selves solely  or  chiefly  with  teaching  the  practice  of  their  several 
arts,  but  lay  at  least  equal  stress  on  the  training  in  the  sciences 
which  are  at  the  foundation  of  those  arts.  The  colleges  no 
longer  compel  their  men  to  go  through  a  certain  curriculum ;  but 
they  offer  a  choice  of  courses  suitable  to  the  tastes  and  abilities 
of  different  individuals,  from  which  each  can  choose  that  which 
best  meets  his  wants.  Within  the  limits  of  a  college  course  the 
man  who  would  be  an  engineer  can  gain  an  excellent  knowledge 
of  mechanics ;  he  who  would  become  a  lawyer  can  learn  the  fun- 
damental elements  of  legal  theory;  while  he  whose  tastes  lead 
him  to  the  study  of  medicine  can  master  not  only  the  principles 
but  the  practice  of  chemistry,  and  can  familiarize  himself  with 
anatomy  and  physiology  and  physics,  and  all  those  various 
sciences  which  form  the  foundation  of  successful  medical  study. 

What,  then,  is  the  difference  between  a  college  and  a  group  of 
professional  schools?  What,  then,  determines  whether  we  should 
advise  the  student  to  obtain  these  acquirements  in  the  one  insti- 
tution or  in  the  other? 
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The  difference,  I  take  it,  is  not  in  the  studies  themselves,  but 
in  the  surroundings  under  which  they  are  pursued.  The  distinc- 
tion is  not  in  the  things  taught,  but  in  the  ethical  atmosphere  in 
which  they  are  learned.  The  college  student  pursues  his  investi- 
gations amid  a  set  of  associations  which  bring  him  into  contact 
with  non-professional  life  on  as  many  sides  as  possible.  The 
student  in  the  professional  school,  on  the  other  hand,  is  in  an 
atmosphere  which  reduces  these  outside  influences  to  a  minimum 
and  encourages  him  to  narrow  his  efforts  on  the  work  immediately 
in  hand.  The  college  course  gives  a  man  breadth  of  sympathy; 
but  with  all  except  the  best  men,  this  breadth  is  accompanied  by 
a  sacrifice  of  intensity  of  application.  The  professional  course 
secures  the  intensity,  but  with  a  corresponding  danger  of  sacrifice 
of  breadth.  "Which  of  these  alternatives  shall  we  choose  ?  Which 
of  these  ends  shall  we  pursue  to  the  comparative  disregard  of 
the  other! 

The  tendency  of  late  years  has  been  to  choose  the  second  alter- 
native—to regard  intensity  of  application  as  the  vitally  impor- 
tant thing  to  be  secured,  and  to  look  with  distrust,  if  not  with 
absolute  dislike,  on  scientific  requirements  which  have  been  ob- 
tained in  the  broader  but  less  exacting  atmosphere  of  collegiate 
study.  Indeed,  this  attitude  has  in  some  instances  gone  beyond 
mere  distrust  or  dislike.  A  man  who  has  acquired  his  chemistry 
or  his  anatomy  outside  of  the  medical  school  is  liable  to  a  sum- 
mary rejection  of  his  claim  that  this  knowledge  has  in  any  wise 
advanced  him  toward  the  practice  of  his  profession.  Speaking 
broadly,  a  student's  class  rating  in  our  medical  schools  depends 
not  on  his  amount  of  knowledge,  but  on  the  time  that  he  has 
spent  in  some  medical  school  in  acquiring  that  knowledge— the 
duration  of  the  period  during  which  he  has  breathed  the  pro- 
fessional atmosphere.  We  do  not  go  so  far  as  the  legal  pro- 
fession does  in  England,  where  admission  to  the  bar  is  based 
on  the  number  of  dinners  that  a  man  has  eaten  at  a  certain 
place ;  but  the  difference  is  one  of  degree  rather  than  of  kind. 

Now  it  is  easy  to  see  the  reasons  which  have  led  to  the  adoption 
of  this  general  policy.  We  want  to  have  our  professional  men 
trained  in  habits  of  intense  application.  This  will  save  their 
time,  will  make  their  work  more  efficient,  and  will  fit  them  for 
the  practice  of  their  profession  more  speedily  than  would  be 
possible  in  any  other  way.  What  I  wish  to  point  out  is  that 
this  gain  is  attended  with  certain  serious  dangers  of  loss  to  the 
student  himself,  to  the  cause  of  scientific  progress,  and  to  the 
influence  of  the  medical  profession  as  a  whole :  and  that  any  con- 
sideration of  the  subject  which  looks  only  at  the  gain  and  fails 
to  notice  the  loss  is  an  imperfect  and  somewhat  dangerous  one. 
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The  first  of  these  dangers  is  that  of  commercialism.  To  this 
danger  the  student  who  does  all  his  scientific  study  in  an  exclu- 
sively professional  atmosphere  is  often  very  seriously  exposed. 
A  professional  school  is  filled  with  men  who  are  anxious  to  make 
a  living,  and  who  look  on  their  scientific  study  as  a  means  of 
enabling  them  to  make  a  living  better  than  they  could  without  it. 
In  fact,  the  special  intensity  of  their  effort  in  the  early  years  of 
professional  study  is  largely  due  to  this  commercial  motive. 
There  are  some  men  to  whom  this  will  do  no  particular 
harm.  There  are  others  to  whom  it  does  very  great  harm 
indeed.  With  such  men  science,  instead  of  being  regarded  in 
her  proper  light,  as  an  agent  of  service  to  society,  becomes  a 
mere  handmaiden  of  business.  A  man  who  looks  at  medicine  in 
this  way  will  probably  make  more  money  than  if  he  looked  at  it 
in  any  other  way ;  but  I  am  sure  that  the  members  of  this  audi- 
ence would  regard  this  monetary  standard  as  a  very  ignoble 
measure  of  the  aims  of  the  medical  profession,  and  would  depre- 
cate any  change  in  the  system  of  education  which  would  give 
increased  prominence  to  this  element  of  success  in  the  mind  of 
the  young  man  of  twenty  who  is  beginning  his  scientific  studies 
and  forming  his  scientific  ideals. 

The  evil  effect  of  such  a  perversion  of  standards  does  not  stop 
short  with  the  individual  student.  It  is  bound  to  show  itself 
in  the  methods  of  the  profession  as  a  whole.  It  will  result  in 
an  undue  exaltation  of  those  elements  of  study  and  practice 
which  form  the  basis  for  triumphs  of  technical  skill.  It  is,  per- 
haps, presumptuous  for  a  layman  to  form  a  judgment  on  matters 
like  this;  and  yet  I  can  not  forbear  saying  that  the  temper  of 
many  of  the  students  and  of  some  of  the  instructors  in  our 
medical  schools  is  to-day  rather  unfavorable  to  the  study  of 
physiology.  Anatomy,  which  is  in  many  ways  an  exact  science 
already  highly  developed,  they  pursue  to  the  utmost,  and  make 
it  a  basis  of  successful  surgery.  Certain  parts  of  pathology,  in 
like  manner,  are  made  a  basis  of  successful  medical  practice ;  but 
general  physiology,  by  comparison,  at  least,  is  neglected.  In 
such  schools-— and  there  are  many  of  them— the  students  are  led 
to  use  the  results  of  the  past  to  cure  the  individuals  who  are 
afflicted  with  certain  definite  diseases ;  but  they  are  not  in  corre- 
sponding degree  led  to  make  scientific  progress  in  those  fields 
which  to-day  are  difficult  and  doubtful,  and  give  no  assurance 
of  commercial  return  to  the  investigator,  but  whose  very  doubt 
and  difficulty  make  investigation  more  necessary  and  give  great- 
est possibility  of  service  to  future  generations. 

And,  apart  from  its  direct  effect  on  the  physician  himself,  this 
separation  of  the  scientific  studies  of  the  medical  profession  from 
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those  of  other  men  has,  I  think,  an  indirect  effect  adverse  to  the 
political  and  moral  influence  of  that  profession  in  the  community 
as  a  whole.  It  tends  in  some  degree  to  make  the  physicians  a 
guild  or  trades  union,  apart  from  the  rest  of  society.  The  old- 
fashioned  country  practitioner,  who  had  learned  nearly  all  his 
medicine  from  contact  with  his  f ellow-men,  was  extremely  defec- 
tive in  his  scientific  training;  but  he  was  a  power  in  the  com- 
munity, and  knew  how  to  influence  the  conduct  and  life  of  that 
community.  His  successor  to-day  knows  more  of  science,  but  he 
does  not  always  know  as  well  how  to  make  that  scientific  knowl- 
edge a  stimulus  to  those  about  him. 

We  can,  perhaps,  understand  the  real  nature  of  the  change 
better  if  we  look  outside  of  the  medical  profession  and  see  how  a 
similar  change  has  taken  place  in  the  aims  of  the  lawyer  in  the 
progress  of  the  law  and  in  the  influence  of  the  legal  profession 
in  the  community.  The  lawyers  of  to-day  are  far  better  trained 
in  the  theory  of  their  profession  than  was  the  case  a  century 
or  a  half  century  ago.  They  make  fewer  mistakes.  They  know 
more  accurately  how  to  adapt  means  to  ends.  But  there  has 
been  an  increased  narrowing  of  the  standards  of  success,  which 
gives  us  more  men  with  large  incomes,  but  fewer  Lincolns  and 
Websters  and  Calhouns.  There  is  an  increased  ability  to  take 
advantage  of  technical  details  in  advising  a  client  to  avoid  a 
lawsuit,  but  a  diminished  readiness  to  adapt  the  law  to  new 
conditions,  commercial  and  social,  in  the  way  that  the  English 
judges  of  1700  or  the  American  judges  of  1800  were  ready  to  • 
adapt  it.  There  is,  in  short,  a  separation  of  interests  between 
the  legal  profession  and  the  community  in  which  the  lawyer 
lives,  which  stands  in  the  way  of  the  rendering  of  that  public 
service  which  the  profession  should  be  competent  to  perform. 

Is  there  any  remedy  for  all  this?  I  believe  that  there  is,  and 
that  it  lies  in  the  direction  of  encouraging  men  to  do  the  pre- 
liminary work  of  preparation  for  their  several  callings  while 
they  are  yet  in  the  broader  atmosphere  of  the  college,  rather  than 
in  the  narrower  atmosphere  of  the  professional  schools.  Some 
sacrifice  of  intensity  of  application  this  doubtless  will  involve; 
but  I  believe  that  any  loss  from  this  cause  will  be  more  than 
compensated  by  the  increased  gain  in  sympathy  and  enjoyment, 
in  the  spirit  of  progress  and  in  the  power  of  using  such  pro- 
fessional work  for  the  benefit  of  a  man's  fellows,  which  will 
accrue  from  this  change.  I  would  not  abate  one  jot  of  the 
strictness  of  our  requirement  of  scientific  knowledge  as  a  pre- 
liminary in  professional  study;  but  I  would  welcome  that  knowl- 
edge, no  matter  where  it  was  acquired.  I  would  hold  that  if  a 
man  really  had  the  necessary  training  in  chemistry  or  anatomy, 
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he  would  make  a  better  physician  instead  of  a  worse  one  if  he 
had  obtained  it  outside  of  the  limits  of  the  professional  school. 
Instead  of  discouraging  men  from  beginning  their  scientific 
studies  before  they  enter  a  professional  school— which  is  the  net 
result  of  our  present  somewhat  exclusive  policy— I  would  stimu- 
late such  study  in  the  colleges,  giving  fair  recognition  to  its 
results.  I  would  encourage  a  man  to  begin  his  scientific  special- 
ization at  as  early  a  period  as  possible  and  to  defer  his  ethical 
specialization  until  as  late  a  period  as  possible.  The  sooner  a 
man's  brain  begins  to  turn  to  his  lifework  the  better;  but  the 
later  a  man's  horizon  tends  to  be  narrowed  to  the  sphere  of  his 
lifework  the  better  also. 

I  believe,  therefore,  that  the  true  policy  is  not  a  shortening  of 
the  college  course  and  an  attempt  to  make  it  a  time  of  intellectual 
eclecticism,  if  not  of  intellectual  dissipation;  but  an  inclusion 
within  that  college  course  of  all  the  scientific  studies  which  it 
can  be  made  to  contain,  and  the  fullest  recognition  by  our  various 
professions  and  professional  schools  of  the  results  of  such  study 
when  obtained  in  the  college  atmosphere.  I  believe  that  in  this 
way  we  can  best  solve  the  problem  of  training  men  for  the  duties 
of  their  several  professions,  without  untraining  them  for  the 
wider  duties  of  scientific  progress  and  of  American  citizenship. 
I  believe  that  in  this  age,  more  than  in  all  others,  we  need  to 
emphasize  the  importance  of  those  conditions  in  education  which 
make  for  catholicity  of  sympathy,  for  wide  acquaintance  with 
all  kinds  of  men,  and  for  broad  range  of  vision,  both  present 
and  future.  I  plead  not  for  any  lowering  of  professional  stand- 
ards or  for  any  lessening  of  intensity  of  requirements;  but  for 
the  recognition  of  the  great  fact  that  our  engineers  and  our 
lawyers,  our  ministers  and  our  physicians,  must  be  men  first  and 
technologists  afterwards— and  that  any  true  system  of  pro- 
fessional education  should  find  a  place  for  helping  men  to 
broaden  their  mental  and  moral  horizon,  even  while  they  are 
learning  to  concentrate  their  vision  on  those  special  lines  of 
human  activity  with  whose  investigation  they  are  charged. 
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I.  SYMPOSIUM  ON  DIABETES 
1.  The  Pathology  of  Diabetes 
By  BICHABD  M.  PBABCE,  M.  D. 

DIEIOTOR  Or  THE  BXNDHfc  HYGBNIO  LABORATORY, 
ALBANY 

As  it  will  be  impossible  in  the  short  time  at  my  disposal  to 
cover  all  phases,  many  of  them  little  understood,  of  the  pathology 
of  diabetes;  and  as  the  questions  of  chemistry  and  metabolism 
are  to  be  discussed  by  Dr.  Edsall  who  has  specialized  in  these 
fields,  I  have  determined  to  limit  my  remarks  to  a  consideration 
of  the  pathology  of  that  form  of  permanent  diabetes,  which,  in 
the  light  of  recent  investigations,  appears  to  be  dependent  upon 
lesion  of  the  pancreas. 

We  may  for  the  moment  disregard  the  various  forms  of  tempor- 
ary glycosuria,  variously  known  as  alimentary,  nervous,  renal, 
and  hepatic  glycosuria  and  devote  our  attention  to  the  permanent 
form,  which,  owing  to  its  obscure  etiology  and  the  severe  nutri- 
tional disturbances  by  which  it  is  accompanied,  the  difficulties  of 
treatment  and  the  universally  fatal  termination  has  been  the 
object  of  constant  observation  and  investigation. 

The  literature  of  diabetes  is  replete  with  hypotheses  and  theor- 
ies of  the  most  divergent  and  conflicting  character;  but  through- 
out this  literature  may  be  seen  the  tendency  to  associate  diabetes 
with  an  altered  physiology  of  the  pancreas.  This  is  due  un- 
doubtedly to  the  important  function  which  this  organ  plays  in 
the  metabolism  of  carbohydrates,  but  also  in  no  small  degree 
to  the  frequency  with  which  gross  lesions  of  the  pancreas  are 
found  in  persons  dying  of  the  disease.  Thus  of  the  early  Eng- 
lish cases,  Cawley*  (1788),  reports  pancreatic  calculus  with 
atrophy  of  the  gland;  Bright  (1833),  cancer  of  the  head  of  the 
pancreas  with  duct  obstruction  and  consequent  atrophy.  .  The 
first  definite  statement  of  such  a  relation  appears  to  be  that  of 

•  At  tbe  literature  of  diabetes  hie  been  eo  recently  collected  by  Ople  in  his  book,  Diseases 
of  the  Pancreas,  a  work  which  has  been  freely  need  in  the  preparation  of  this  summary,  I  have 
not  attached  a  bibliography. 
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Bouchardat  (1785),  which  received  considerable  support  from 
both  French  and  English  writers.  General  support,  however, 
was  lacking,  and  the  German  medical  world  especially,  did  not 
concur  until  the  publication  of  the  convincing  extirpation  experi- 
ments of  v.  Mering  and  Minkowski.  In  these  experiments  it  was 
found  that  complete  removal  of  the  pancreas  is  followed  always 
by  a  definite  diabetes  of  severe  grade.  Glycosuria  appears  as 
early  as  six  hours  after  the  operation;  the  sugar  gradually  in- 
creasing until  the  third  day  when  it  is  usually  about  eight  or 
ten  per  cent.,  though  twenty-two  per  cent.  (Hedon)  has  been 
observed.  Towards  the  end,  these  high  percentages  fall,  and  as 
the  sugar  reaches  its  minimum,  diacetic  acid,  acetone  and  oxy- 
buturic  acid!  appear  in  the  urine.  The  other  symptoms  of  diar 
betes  are  present,  as  hunger,  thirst,  and  loss  of  weight  The 
animals  ultimately  succumb  after  varying  periods  of  progressive 
emaciation  and  weakness.  A  repetition  of  these  experiments 
upon  a  variety  of  animals  has  yielded  uniformly  concordant 
results.  In  birds  glycosuria  does  not  occur  but  the  blood  shows 
a  considerable  increase  in  its  sugar  content  (hyperglycemia). 
Diet  has  but  a  slight  modifying  effect.  While  the  maximum 
sugar  elimination  naturally  occurs  with  a  carbohydrate  diet,  an 
albuminous  diet  does  not  reduce  it  below  five  or  six  per  cent., 
while  fasting  for  seven  days  does  not  cause  its  entire  disappear- 
ance. Moreover,  it  was  found  that  if  one-fourth  or  one-fifth  of 
the  pancreas  was  allowed  to  remain  diabetes  did  not  result ;  nor 
did  it  result,  if  after  complete  extirpation,  a  portion  of  the  pan- 
creas was  transplanted  subcutaneoualy.  These  experiments  dem- 
onstrated conclusively  a  specific  relation  between  some  function 
of  the  pancreas  and  carbohydrate  metabolism.  What  this  fune- 
tion  might  be,  or  what  changes  in  the  pancreas  might  disturb  its 
equilibrium  was  not  clear.  It  was  evident,  however,  that  it  could 
be  explained  only  by  an  internal  secretion,  for  no  disturbance 
followed  ligation  of  the  duct.  Furthermore  it  was  evident  that 
no  other  organ  could  vicariously  assume  this  function  of  the 
pancreas. 

Stimulated  by  these  experiments,  interest  in  the  pancreas  was 
renewed  and  as  a  result  much  data  concerning  the  pathology  of 
the  pancreas  of  diabetes  came  to  hand.  Seegen,  Hansemann, 
Dieckhoff  and  Williamson  reported  the  results  of  large  series 
of  cases.  In  these,  as  well  as  in  those  previously  reported  by 
Windle,  Frerichs  and  White,  definite  lesions  of  the  pancreas 
occurred  in  a  very  large  proportion  of  the  cases.  This  relation 
is  strikingly  shown  in  the  tabulations  of  Oser.  Calculus  of  the 
duct  with  secondary  atrophy  stands  out  as  a  prominent  condi- 
tion.   Cancer  of  the  head  with  like  atrophy  was  not  uncommon. 
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In  Hansemann's  series  simple  atrophy  was  present  in  thirty-six 
of  forty  cases.  Other  conditions  found  were  chronic  pancreatitis 
and  lipomatosis. 

Still  many  cases  of  diabetes  constantly  came  to  notice  without 
lesion  of  the  pancreas.  Naunyn,  indeed,  in  a  series  of  forty 
autopsies  found  only  one  case  in  which  the  disease  could  be 
ascribed  to  disease  of  the  pancreas.  On  the  other  hand,  many 
cases  of  grave  disease  of  the  pancreas  without  diabetes  were 
observed;  Hansemann  reports  such  a  case  in  which  complete 
destruction  of  the  pancreas  existed.  This  anomalous  condition 
he  attempts  to  explain  by  the  hypothesis  that  in  primary  cancer 
of  the  pancreas  the  cells  of  the  new  growth  retain,  in  part  at 
least,  the  function  of  the  cells  from  which  they  are  derived  and 
that  therefore  the  internal  secretion  is  not  disturbed. 

At  the  same  time  various  attempts  were  made  to  associate  with 
diabetes  some  distinct  histological  picture;  as  the  combined 
chronic  pancreatitis  and  arterio-sclerosis  of  Hoppe-Seyler  and 
Pleiner,  and  the  perivascular  sclerosis  of  Lemoine  and  Lannois. 
An  important  condition  observed  by  the  latter  was  the  penetra- 
tion of  the  fibrous  strands  into  the  acini,  thus  separating  the 
cells  and  presenting  a  condition  which  they  designated  unicellular 
sclerosis.  Hansemann  particularly  associated  with  diabetes  a 
condition  of  the  pancreas  which  he  calls  granular  atrophy  but 
which  from  his  description  appears  to  be  a  primary  chronic  pan* 
creatitis  with  atrophy. 

The  most  important  contributions  to  the  histology  of  the  pan- 
creas of  diabetes  are  those  made  during  the  past  few  years  by 
Opie.  He  distinguishes  two  forms  of  chronic  pancreatitis;  (1) 
interlobular  pancreatitis,  characterized  by  the  formation  of 
fibrous  tissue  between  the  lobules,  which  are  often  invaded  from 
the  periphery  and  (2)  interacinar  pancreatitis,  in  which  the 
newly  formed  fibrous  tissue  is  diffusely  distributed  within  the 
lobule,  separating  the  acini  and  invading  the  islands  of  Langer- 
hans.  With  the  first  type,  frequently  associated  with  duct  ob- 
struction, diabetes  occurs  only  in  those  relatively  uncommon 
cases  in  which  an  advanced  sclerosis  involves  the  islands.  With 
the  interacinar  type,  however,  diabetes  is  much  more  frequent. 
Another  important  change  observed  by  the  same  writer  is  a 
hyaline  transformation  of  the  islands  with  little  or  no  alteration 
of  the  secreting  parenchyma.  He  therefore  looks  upon  involve- 
ment of  the  islands  of  Langerhans  as  the  important  point  in  the 
pathology  of  diabetes.  His  figures  support  this  view ;  in  twenty- 
one  cases  of  interlobular  pancreatitis,  diabetes  occurred  but  once 
and  in  this  case  the  advanced  sclerosis  had  produced  alterations 
of  the  islands;  while  in  seven  of  nine  cases  of  the  interacinar 
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type,  diabetes  coexisted;  and  in  six  of  nineteen  cases  of  diabetes, 
hyaline  transformation  of  the  islands  was  present. 

Such  observation  imply  that  the  islands  are  in  some  way  con- 
cerned in  carbohydrate  metabolism  and  therefore  of  fundamental 
importance  in  any  consideration  of  the  etiology  of  diabetes.  The 
occurrence  of  these  lesions  in  diabetes  has  been  confirmed  by 
Weichselbaum  and  Stangl,  Herzog,  Gentes,  Wright  and  Joslin, 
Curtis1,  Finney1,  Schmidt,  Hansemann  and  Herxheimer*.  The 
last  three  writers,  however,  are  not  prepared  to  admit  that  these 
changes  are  of  etiological  importance. 

In  this  connection  the  following  notes  of  five  cases  of  diabetes 
and  one  of  acute  glycosuria,  studied  during  the  past  two  years, 
may  be  of  interest  : 

I.  Records  of  the  Pathological  Laboratory,  University  of  Pennsylvania, 
Autopsy  No.  OlJ&lt.  Female,  aged  sixty-two  yean.  Clinical  diagnosis— 
Diabetes,  moist  gangrene  of  leg,  tetanus.  Anatomical  diagnosis— Throm- 
bosis of  left  iliac  artery  and  its. branches;  softened  thrombi  in  left  auricular 
appendix;  moist  emphysematous  gangrene  of  left  leg;  infarction  of  spleen 
and  left  kidney;  chronic  obliterative  pericarditis;  chronic  mitral  endocar- 
ditis; hypertrophy  of  left  ventricle;  chronic  diffuse  nephritis;  chronic  in- 
terstitial pancreatitis;  chronic  adhesive  pleuritis.  Histological  examination 
— Interacinar  pancreatitis  with  involvement  of  many  of  the  islands  of 
Langerhans  by  the  invasion  of  dense  bands  of  fibrous  tissue. 

II.  'Records  of  the  Pathological  Laboratory,  University  of  Pennsylvania, 
Autopsy  No.  01.309.  Male,  twenty-seven  years.  (Service  of  Dr.  J.  H. 
Musser,  University  Hospital).  Clinical  diagnosis— Phthisis  pulmonalis, 
diabetes  mellitus,  Banti's  disease.  History  of  diabetes  of  two  years'  dura- 
tion; sugar  varied  in  amount  from  1.25  to  7.5  per  cent.;  specific  gravity 
of  urine  1028  to  1040.  Anatomical  diagnosis— Splenomegaly ;  slight  chronic 
interstitial  hepatitis;  general  tuberculous  .peritonitis;  tuberculosis  of  lung 
(caseous  and  gelatinous  pneumonia  with  cavity  formation) ;  tuberculous 
pleuritis;  slight  chronic  mitral  endocarditis;  fatty  degeneration  of  heart 
and  kidneys.  Pancreas— The  surface  is  more  nodular  than  normal,  the 
depressed  portions  oedematous.  On  section  the  nodular  appearance  is  very 
marked.  The  consistence  is  about  that  of  the  normal  pancreas.  Histo- 
logical examination  reveals  a  moderate  perivascular  fibrosis  and  a  hyaline 
degeneration  of  many  of  the  islands;  approximately  one  of  every  five 
is  hyaline. 

III.  Records  of  the  Pathological  Laboratory,  University  of  Pennsylvania, 
Autopsy  Ot.lS.  Male,  aged  thirty-eight  years.  (Service  of  Dr.  Alfred  Sten- 
gel, University  Hospital.)  Clinical  diagnosis— Diabetes,  tuberculosis. 
Anatomical  diagnosis— Gangrene  and  multiple  abscesses  of  lungs;  acute 
fibrinous  pleuritis;  fatty  degeneration  of  heart  and  liver;  cloudy  swelling 
of  kidneys;  slight  atrophy  of  thyroid  gland;  chronic  interstitial  pancreatitis; 
fibrosis  and  caseation  of  right  adrenal;  arterio-sclerosis;  acute  splenic 
tumor;  multiple  superficial  erosions  of  the  oesophagus.  Pancreas— Weight 
seventy  grammes,  smaller  than  normal  and  firmer.  The  shape  is  more  dis- 
tinctly triangular  than  usual.     The  surface  of   the  pancreas  is  grossly 


Digitized  by 


Google 


82  THE   PATHOLOGY   OF    DIABETES 

nodular.  Histological  examination  of  the  pancreas  reveals  a  slight  diffuse 
increase  of  connective  tissue;  the  islands  of  Langerhans  are  normal. 
The  right  adrenal  is  almost  completely  destroyed  by  tuberculosis  casea- 
tion and  newly  formed  fibrous  tissue.  A  small  ganglion  adjacent 
to  the  adrenal  is  not  involved  in  this  process.  Left  adrenal  is  normal. 
The  alveoli  of  thyroid  gland  are  moderately  dilated. 

IV.  Case  of  Dr.  Wm.  Pepper,  of  Philadelphia,  presenting  a  history  of 
nephritis,  uraemia  and  acute  (terminal)  glycosuria.  The  autopsy  report  is 
not  available.  For  sections  of  the  pancreas  and  for  the  laboratory  report 
which  latter,  owing  to  the  peculiar  terminal  character  of  the  glycosuria  is 
given  in  full,  I  am  indebted  to  Dr.  Pepper.  Clinical  history— Female,  aged 
fifty-eight,  admitted  to  the  University  Hospital,  September  4,  1902. 
' '  Patient  in  a  semi-delirious  condition  and  cannot  give  a  satisfactory  history 
of  herself.  From  her  daughter  it  was  learned  that  the  patient  had  been 
complaining  of  headache,  dizziness  and  defective  vision  for  the  last  two 
weeks,  and  that  during  the  past  week  she  has  been  at  times  quite  delirious. 
On  admission  catheterized ;  urine  slightly  cloudy,  dark  amber;  no  precipi- 
tate; specific  gravity  1025;  albumen  1-15  by  bulk  (centrifugated) ;  no 
sugar;  no  bile,  indican  negative;  diazo  not  made;  a  few  flat  round  epithelial 
cells,  a  few  pale  and  dark  granular  casts,  and  a  few  white  blood  cells. 
Sept.  6th— Mental  condition  better.  Bowels  moved  freely.  Urine  dark 
amber;  slightly  cloudy;  very  light  flocculent  precipitate;  specific  gravity 
1020;  distinctly  acid;  albumen  1-15  by  bulk  (centrifugated);  no  sugar; 
bile  and  indican  negative;  a  few  flat  and  round  epithelial  cells,  few  white 
blood  cells,  many  pale  and  dark  granular  casts.  Sept.  6th— Blood— Haemoglo- 
bin, eighty-nine  per  cent.;  red  cells  5,010,000;  white  cells- 10,860;  Widal 
negative;  no  malaria  parasites;  nothing  abnormal  in  stained  films.  Urine  9 
A.  M.  dark  amber;  slightly  cloudy;  light,  flocculent  precipitate;  specific 
gravity  1029;  distinctly  acid;  albumen  1-15  by  bulk  (centrifugated);  no 
sugar;  bile  and  indican  negative.  Many  flat  and  round  epithelial  cells,  a 
good  many  white  blood  cells,  very  many  very  short,  pale  and  dark  granular 
casts,  a  few  waxy  casts.  5  p.  m.  urine  color  changed  to  a  very  pale  amber; 
slightly  cloudy;  no  precipitate;  specific  gravity  1029;  distinctly  acid;  a 
decided  trace  of  albumen;  sugar  0.83  per  cent,  by  Fehling's  test;  bile  and 
indican  negative;  sediment  shows  many  short  pale  and  dark  granular  casts, 
a  few  waxy  casts,  very  many  flat  round  and  spindle  epithelial  cells,  very 
many  white  blood  cells,  many  mixed  urates.  Sept.  7th— Urine  11  A.  x. 
pale  amber,  slightly  cloudy;  light  flocculent  precipitate;  specific  gravity 
1031;  distinctly  acid;  decided  trace  of  albumen;  sugar  0.83  per  cent.;  bile 
and  indican  negative.  Many  short  pale  and  dark  granular  casts,  few  waxy 
casts,  many  flat  spindle  and  round  epithelial  cells,  many  white  blood  cor- 
puscles, many  mixed  urates.  Sept.  8th— Urine  2  P.  M.  pale  amber;  hazy; 
specific  gravity  1030;  acid;  sugar  present  in  large  quantities;  decided  trace 
of  albumen;  epithelial  cells,  urates,  no  casts.  Histological  examination — 
of  the  pancreas  shows  irregular  foci  of  slight  interacinar  pancreatitis  with 
distinct  involvement  of  the  islands  of  Langerhans.  The  islands  are  fre- 
quently enlarged;  the  fibrous  tissue  abundant  and  often  somewhat  hyaline 
in  appearance;  the  cells  compressed  and  indistinctly  outlined. 

V.    Bender  Laboratory  Records,  Autopsy  .0726.    Case  of  Dr.  Andrew 
MacFarlane,   Albany,  N.  Y.     Clinical    abstract— Male,  aged    twenty-six; 
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laborer;  duration  of  diabetes  about  eight  months.  Sugar  constantly  present 
in  urine  rising  at  times  as  high  as  four  per  cent.;  diacetic  acid  and 
acetone  also  present  Autopsy— The  abdominal  viscera  only  were 
examined  through  a  limited  incision.  Pancraw— Apparently  normal  in  its 
gross  appearance.  Histologically,  scattered  areas  of  interacinar  pancre- 
atitis are  found.  The  islands  present  a  slight  but  definite  increase  of  con- 
nective tissue  with  moderate  atrophy  'of  the  intervening  cells.  A  few  small 
areas  of  fat  necrosis  exist. 

VI.  "Records  of  the  Pathological  Institute,  University  of  Leipzig, 
Autopsy  98*  (1898).  Female,  aged  twenty-six  years.  Clinical  diagnosis— 
Diabetes,  pneumonia.  Note  of  post-mortem  examination— Extreme  sclerosis 
and  atrophy  of  the  pancreas  with  presence  of  calculi  (weight  of  pancreas, 
fifty-four  grammes);  diffuse  lobular  pneumonia  with  fibrinous  pleuritis; 
hydro-pericardium;  cloudy  swelling  of  liver;  fatty  degeneration  of  kidney; 
calcareous  bronchial  lymph  nodes.  Histology  of  pancreas— Extensive 
atrophy  and  chronic  pancreatitis  of  the  interlobular  type.  In  the  more 
sclerotic  portions  the  growth  of  connective  tissue  is  interacinar.  The 
islands  are  few  in  number,  small,  often  isolated  and  frequently  invaded 
by  fibrous  strands. 

Lesions  of  the  islands  occurred  in  five  of  these  six  cases;  in 
one  the  change  was  of  the  nature  of  a  hyaline  transformation; 
in  the  other  four  an  interacinar  pancreatitis  with  involvement  of 
the  islands  existed.  Whether  or  not  the  glycosuria  In  case  III, 
in  which  the  pancreas  was  normal,  was  dependent  upon  the 
lesion  of  the  adrenal  it  is  impossible  to  say.  Glycosuria  does  not 
usually  accompany  such  lesions.  On  the  other  hand  the  experi- 
ments of  Blum,  Herter  and  Richards  indicate  that  the  adrenal  is 
in  some  way  concerned  in  carbohydrate  metabolism.  These  in- 
vestigators found  that  after  the  injection  into  animals  of  the 
adrenal  gland  or  adrenal  extract,  a  temporary  glycosuria  results. 
Herter  and  Richards  produced  the  same  result  by  painting  the 
surface  of  the  pancreas  with  the  extract.  These  experiments, 
however,  are  not  analogous  to  destruction  of  the  adrenal. 

I  can  at  this  time  also  give  a  preliminary  report  of  an  investi- 
gation, as  yet  incomplete,  of  the  diabetes  associated  with  cancer 
of  the  pancreas.  It  is  well  known  that  cancer  of  the  pancreas 
may  or  may  not  be  accompanied  by  glycosuria.  We  have  no 
definite  explanation  of  the  condition  under  which  it  occurs, 
though  a  resum6  of  the  literature  shows  that  it  is  most  common 
when  the  tumor  is  in  the  head  of  the  pancreas  and  by  duct 
obstruction  causes  atrophy  (chronic  pancreatitis)  of  the  distal 
portion  of  the  organ.  The  reverse  condition,  complete  destruc- 
tion of  the  gland  by  cancer  without  diabetes,  is  likewise  difficult 
of  explanation.  It  is  true  that  Hansemann  has  suggested  that 
the  function  of  internal  secretion  is  preserved  by  the  cells  of  the 

•    For  the  privilege  of  reporting  this  case,  I  am  Indebted  to  Prof.  F.  Marchand  of  the 
University  of  Leipzig. 
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new  growth ;  but  this  is  not  applicable  to  secondary  tumors  and 
if  we  accept  the  theory  that  the  islands  alone  furnish  the  internal 
secretion  it  is  not  tenable,  as  pointed  out  by  Ssobolew  and  Opie, 
unless  we  assume  that  all  primary  tumors  of  the  pancreas  have 
their  origin  in  the  islands,  and  in  support  of  this  last  possibility 
there  is  little  evidence.  Nicholls4  has  reported  a  primary  ade- 
noma of  an  islands,  and  Fabozzi5  has  recently  described  several 
primary  cancers  of  the  pancreas  which  he  believes  to  have  arisen 
from  a  like  source.  Fabozzi  's  observations,  however,  are  not  con- 
clusive and  are  entirely  opposed  to  the  great  mass  of  work  on  this 
subject. 

I  have  been  able  to  collect  for  study  thirty  cancers  of  the  pan- 
creas. Three  of  these  were  accompanied  by  glycosuria,  which  in 
one  case  was  a  true  diabetes,  and  in  the  second  an  intermittent 
glycosuria.  I  have  no  data  concerning  the  character  of  the 
glycosuria  in  the  third  case.  In  the  first  case  the  tumor  was  in 
the  head  of  the  pancreas,  causing  obstruction  of  the  duct  with 
chronic  pancreatitis  of  the  distal  portion  of  the  organ.  This 
chronic  inflammation  was  for  the  most  part  interlobular,  but  in 
places  was  of  the  interacinar  type  with  involvement  of  the 
islands,  that  is,  presented  the  lesion  which,  according  to  our  new 
ideas  is  supposed  to  be  essential  to  the  occurrence  of  diabetes. 
The  third  case  was  unsatisfactory  for  study  inasmuch  as  only 
the  tumor  had  been  preserved  and  observations  concerning  the 
condition  of  the  uninvolved  pancreas  could  not  be  made.  In  the 
second  case,  accompanied  by  intermittent  glycosuria,  the  pan- 
creas showed  no  noteworthy  change  in  the  uninvolved  portion  of 
the  organ.  This  case,  similar  to  those  reported  by  Wille,  brings 
up  the  vexed  question  of  alimentary  glycosuria.  It  is  known 
that  a  normal  individual  may  digest  without  disturbance  from 
150  to  250  grammes  of  sugar,  but  that  an  increase  over  this 
amount  may  lead  to  temporary  excretion  of  glucose  in  the  urine. 
This  excretion  is  due  to  hyperglycemia,  the  inevitable  result  of  a 
sudden  flooding  of  the  circulation  with  an  amount  of  glucose 
beyond  that  which  the  body  is  able  at  once  to  consume.  On  the 
other  hand,  in  a  number  of  abnormal  conditions  where  there  is 
no  actual  diabetes,  an  alimentary  glycosuria  may  be  produced 
by  an  amount  of  sugar  which  in  the  economy  of  the  normal 
individual  is  easily  consumed.  Among  the  prominent  conditions 
in  which  this  occurs  may  be  mentioned  neuroses  (traumatic  and 
other  forms),  organic  nervous  diseases,  alcoholism,  infectious  dis- 
eases, exophthalmic  goitre,  hepatic  and  pancreatic  disease.  Is  it 
not  possible  that  this  temporary  excretion  of  sugar  is  due  to 
some  transient  disturbance  of  the  function  of  the  islands  brought 
about  by  vascular  disturbances  of  the  islands  or  by  some  toxic 
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substance,  perhaps  of  the  nature  of  an  autotoxin,  affecting  the 
secretion  of  these  structures  or  temporaily  throwing  them  out  of 
function  ?  In  a  destructive  disease  of  the  pancreas,  as  cancer,  a 
certain  number  of  islands  are  necessarily  destroyed;  the  re- 
mainder, however,  may  be  sufficient  under  normal  circumstances 
to  furnish  the  necessary  secretion,  whatever  it  may  be,  essential 
to  carbohydrate  metabolism;  but  if  overtaxed  by  an  unusual 
ingestion  of  glucose,  hyperglycemia  and  a  consequent  glycosuria 
might  result.  This  explanation  has  occurred  to  me  in  connection 
with  my  case  of  cancer  accompanied  by  intermittent  glycosuria 
and  that  it  is  not  entirely  hypothetical  is  indicated  by  the  obser- 
vations of  Ssobolew,  confirmed  by  Herzog,  that  in  some  cases  of 
permanent  diabetes  the  pancreas  exhibits  a  great  diminution 
in  the  number  of  islands  and  in  some  cases  an  entire  disappear- 
ance. 

This  functional  deficiency,  however,  is  far  from  proven,  and 
in  mentioning  it  I  do  not  wish  to  be  placed  in  the  position  of 
advocating  pancreatic  origin  for  all  forms  of  diabetes.  We  have 
a  definite  basis  for  ascribing  a  certain  portion  of  the  cases  of 
diabetes  to  lesions  of  the  pancreas;  but  here  we  must  rest  until 
an  increase  in  our  knowledge  allows  further  conclusions.  It  is 
probable,  as  suggested  by  Naunyn,  that  with  the  pancreas  other 
organs  preside  over  carbohydrate  metabolism,  though  perhaps 
in  a  less  degree,  and  that  the  pancreas  may  act  vicariously  for 
them,  although  their  function  may  not  be  sufficient  to  be  substi- 
tuted for  that  of  the  pancreas. 

Another  point  brought  out  by  this  investigation  of  cancer  of 
the  pancreas  is  the  resistance  of  the  islands  to  invasion  or  oblit- 
eration by  the  new  growth  and  the  accompanying  sclerotizing 
inflammation.  Numerous  unaltered  islands  were  frequently  seen 
in  the  fibrous  tissue  at  the  margin  of  the  growth  where  the  acini 
had  been  completely  destroyed ;  moreover,  these  structures,  both 
at  the  edge  of  the  tumor  and  in  distant  portions  of  the  organ, 
were  often  three  to  five  times  larger  than  normal.  This  per- 
sistence indicates  the  resistance  of  the  islands  and  the  increase 
in  size  suggests  a  hypertrophy  possibly  compensatory  in  char- 
acter. No  cases  of  complete  involvement  of  the  organ  by  cancer 
similar  to  those  of  Litten  and  Hansemann  were  seen ;  in  the  few 
instances  of  extensive  invasion  a  sufficient  amount  of  the  organ, 
by  analogy  with  the  partial  extirpation  of  v.  Mering  and  Min- 
kowski, remained  to  carry  on  the  internal  function  of  the  gland. 

Whatever  the  ultimate  explanation  of  diabetes  may  be,  it  must 
be  admitted  that  our  knowledge  of  pancreatic  diabetes  has  been 
largely  extended  by  the  recent  studies  of  the  islands  of  Langer- 
hans.    And  here  it  may  be  pertinent  to  inquire  what  evidence 


Digitized  by 


Google 


86  THE   PATHOLOGY    OF    DIABETES 

have  we  that  the  islands  from  their  anatomy,  development  and 
appearance  in  diseases  other  than  diabetes  are  independent  struc- 
tures concerned  in  carbohydrate  metabolism. 

From  the  discovery  of  these  structures  by  Langerhans  in  1869, 
until  within  a  few  years,  many  and  varied  efforts  have  been  made 
to  explain  their  origin  and  function.  They  have  been  regarded 
from  time  to  time  as  nervous  elements,  primary  ducts,  embryonic 
remains  and  as  immature  or  wasted  acini.  The  study  of  the 
ductless  glands  is  largely  responsible  for  the  recognition  of  the 
similarity  of  structure  of  the  islands  and  these  organs.  The 
structure  of  the  islands— columns  of  cells  rich  in  protoplasm, 
lying  in  an  abundant  vascular  network  of  a  sinusoidal  character 
and  with  no  excretory  duct— naturally  suggests  as  their  func- 
tion the  elaboration  of  some  substance  destined  to  be  introduced 
into  the  circulation.  This  theory  of  the  independence  of  the 
islands,  first  advanced  by  Shafer,  received  considerable  support 
from  the  experiments  of  Ssobolew.  He  found  that  after  feeding 
animals  on  carbohydrates  the  islands  became  granular,  indicating, 
according  to  his  interpretation,  a  greater  functional  activity  due 
to  the  increased  demand  for  a  ferment  essential  to  carbohydrate 
metabolism.  Furthermore  he  found  that  in  the  sclerotic  atrophy 
following  ligation  of  the  ducts  in  animals  the  islands  are  not 
implicated  and  glycosuria  does  not  result.  These  observations 
have  been  confirmed  by  Schulze.  A  similar  persistence  is  fre- 
quently seen  in  the  human  pancreas  in  the  sclerosis  following 
duct  obstruction ;  and  has  also  been  observed  by  Schlesinger,  Opie, 
Condon0  and  myself7  in  the  peculiar  fibrous  induration  of  the 
organ  which  occurs,  not  infrequently,  in  congenital  syphilis. 

Again,  in  the  embryonic  development  of  the  islands  we  have 
evidence  that  they  are  destined  for  some  special  function.  As 
I  have  recently  demonstrated8,  the  islands  at  an  early  stage  of 
the  growth  of  the  pancreas  arise  from  the  primary  acini  and  for 
some  time  remain  connected  to  these  structures  by  a  solid  process 
of  cells;  but  eventually  become  entirely  separated,  and  with  the 
development  of  a  blood  supply  proportionally  greater  than  that 
of  the  acinus,  become  anatomically  independent.  Such  anatom- 
ical differentiation  argues  for  a  special  function,  and  taking  into 
consideration  the  recently  accumulated  knowledge,  the  result  of 
pathological  investigation,  we  are  forced  to  the  conclusion  that 
this  function  is  an  internal  secretion  concerned  in  carbohydrate 
metabolism  and  therefore  of  fundamental  importance  in  any  con- 
sideration of  diabetes.  This,  however,  is  not  equivalent  to  saying 
that  all  forms  of  diabetes  may  be  traced  to  functional  or  struc- 
tural changes  of  these  structures.  Fully  one-half  of  the  reported 
cases  studied  with  regard  to  lesions  of  the  islands  show  n6  altera- 
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tion  of  these  structures.  That  several  forms  of  diabetes  exist 
and  that  other  organs  than  the  pancreas  are  concerned  in  their 
etiology  is  evident;  but  this  does  not  detract  from  the  value  of 
our  recently  acquired  knowledge  of  pancreatic  diabetes.  The 
manner  in  which  the  hypothetical  internal  secretion  of  the  islands 
is  supposed  to  act  comes  under  the  head  of  chemistry  and  metab- 
olism and  will  doubtless  be  considered  by  Dr.  Edsall. 

A  consideration  of  diabetes  would  be  incomplete  without  a  con- 
sideration of  the  forms  of  glycosuria  apparently  dependent  upon 
changes  in  organs  other  than  the  pancreas.  As  little  however  has 
been  added  in  recent  years  to  our  knowledge  of  these  conditions, 
I  will  speak  of  them  but  briefly.  The  forms  of  glycosuria  asso- 
ciated with  acromegaly,  with  cirrhosis  of  the  liver,  with  arterio- 
sclerosis, and  especially  the  diabetes  of  hemochromatosis,  in  the 
light  of  recent  investigations  would  appear  to  have  a  relation  to 
disease  of  the  pancreas. 

Thus  in  acromegaly  chronic  inflammation  of  the  pancreas  has 
frequently  been  found  at  autopsy  and  it  is  probable  as  sug- 
gested by  Opie,  that  "induration  presumably  analogous  to  that 
which  acromegaly  causes  elsewhere  occurs  also  in  the  pancreas 
and  where  sufficiently  advanced  produces  glycosuria  or  even 
permanent  diabetes." 

The  frequency  with  which  arterio-sclerosis  is  associated  with 
diabetes  renders  it  probable  that  this  condition  by  aflPecting  the 
nutrition  of  the  pancreas  may  be  the  cause  of  changes,  inflam- 
matory or  sclerotic  in  nature,  leading  eventually  to  diabetes. 

That  the  diabetes  accompanying  cirrhosis  of  the  liver  may,  in 
many  cases,  be  due  to  a  coincident  chronic  pancreatitis,  the  result 
of  a  common  etiological  agent  is  indicated  by  the  studies  of  Lef  as, 
Opie  and  Steinhaus*.  A  more  striking  example  of  the  dependence 
of  chronic  lesions  of  the  liver  and  the  pancreas  upon  a  common 
etiological  factor  is  hemochromatosis  (diabete  bronze).  This 
condition,  first  described  by  v.  Recklinghausen,  is  characterized 
by  the  extensive  deposition  of  an  iron-containing  pigment  in  the 
cells  of  various  organs  and  tissues,  and  is  associated  with  a 
necrosis  of  the  parenchymatous  cells  and  a  proliferation  of  the 
stroma.  The  liver  and  pancreas  suffer  most,  the  former  being 
the  seat  of  a  hypertrophic  cirrhosis,  the  latter  of  a  chronic  pan- 
creatitis. The  diabetes  occurring  in  this  condition  has  been  ex- 
plained by  some  writers  as  the  result  of  the  blood  destruction, 
by  others  as  the  result  of  the  pancreas  lesion.  Opie,  in  one  case, 
found  the  inflammation  to  be  of  the  intracinar  type  with  involve- 
ment of  the  islands  of  Langerhans ;  and  therefore  concludes  that 
this  lesion  is  responsible  for  the  occurrence  of  diabetes.  In  his 
case,  however,  diabetes  did  not  exist  owing  to  the  incomplete 
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destruction  of  the  islands;  the  patient  dying  of  typhoid  fever 
before  the  disease  had  reached  its  height. 

It  is  well  established  that  glycosuria,  temporary  or  otherwise, 
may  follow  lesions  of  the  central  nervous  system  and  perhaps  also 
of  the  sympathetic  and  larger  peripheral  nerves.  Claude  Ber- 
nard's classical  piqure  of  the  floor  of  the  fourth  ventricle  in  ani- 
mals, lesions  (haemorrhage,  tumor  and  softening)  of  the  same 
location  (medulla)  and  various  pathological  changes  of  the  brain 
and  cord  in  man  illustrate  this  relation.  We  have,  however,  no 
definite  information  and  Naunyn's  theory  that  through  the 
secretory  or  nutritive  nerves  we  have  a  disturbance  of  function 
in  the  organs  presiding  over  carbohydrate  metabolism,  is  as  satis- 
factory as  any  other. 

In  experimental  phloridzin  diabetes  it  has  been  demonstrated 
that  a  true  hyperglycemia  does  not  exist  and  that  the  glycosuria 
is  due  to  an  injury  of  the  renal  epithelium  which  allows  an  escape 
of  the  sugar  normally  present  in  the  blood.  An  analogous  con- 
dition (renal  diabetes)  in  man  has  been  suspected  but  not 
proven. 

The  influence  of  the  adrenal  gland  upon  carbohydrate  metab- 
olism has  already  been  mentioned. 

The  relation  of  the;  thyroid  gland  to  glycosuria  is  unexplained. 
Hansemann  has  collected  fifteen  cases  in  which  diabetes  and 
exophthalmic  goitre  were  associated.  Alimentary  glycosuria  is 
also  frequently  seen  in  this  condition,  according  to  Chvostek  in 
sixty-nine  per  cent,  of  all  cases ;  and  it  has  also  been  observed  after 
the  therapeutic  use  of  thyroid  extract.  It  is  worthy  of  note,  how- 
ever, that  in  none  of  the  cases  of  diabetes  associated  with 
exophthalmic  goitre  has  the  condition  of  the  pancreas  been 
studied  (Opie). 

I  have  attempted  to  place  before  you  in  this  brief  summary  the 
relation  of  the  pancreas  and  especially  the  islands  of  Langerhans 
to  diabetes.  If  I  have  dwelt  too  strongly  upon  this  point  it  is 
because  the  knowledge  of  this  relation  enables  us  to  sharply 
separate  at  least  one  form  of  diabetes  from  all  others,  and  thus 
offers  a  definite  point  of  departure  for  the  study  of  those  forms 
of  glycosuria  which,  from  our  knowledge  of  the  complexity  of 
carbohydrate  metabolism,  we  assume  may  be  due  to  disturbances 
of  other  organs. 
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II.  SYMPOSIUM  ON  DIABETES 


2.  The  Physiological  Chemistry  op  Diabetes 
By  DAVID  L.  EDSALL,  M.  D. 

PHILADELPHIA,  PBNN. 

The  subject  of  the  physiological  chemistry  of  diabetes  has  been 
assigned  me ;  but,  since  it  is  manifestly  impossible  for  me  to  give 
even  a  slight  sketch  of  so  large  a  subject,  in  its  entirety,  I  shall 
ask  your  attention  chiefly  to  only  one  of  its  phases.  This  phase 
I  have  chosen  because  it  is  just  now  exciting  much  interest  and  is 
being  largely  experimented  upon,  and  because  it  touches  upon 
many  important  lines  of  work  in  connection  with  carbohydrate 
metabolism  in  general. 

An  apology  may,  perhaps,  seem  due,  when  I  tell  you  that  the 
particular  question  that  I  intend  to  discuss  is  so  obscure  as  is  the 
nature  of  diabetes.  I  have  not  the  excuse  of  being  able  to  present 
a  review  of  any  recent  decisive  facts ;  I  choose  the  subject  merely 
for  the  reasons  already  mentioned,  and  because  such  strong 
claims  are  now  being  made  by  a  party  of  active  experimenters 
concerning  a  theory  of  the  disease  that  in  its  essence  is  already 
quite  old,  but  that  these  experimenters,  in  the  light  of  new  obser- 
vations, consider  likely  to  demonstrate  the  nature  of  diabetes  and, 
indeed,  to  go  far  toward  clearing  up  our  views  as  to  the  course 
of  normal  carbohydrate  metabolism. 

More  than  a  decade  ago,  LSpine  aroused  great  interest  by  his 
statement  that  the  blood  normally  has  the  power  to  destroy  sugar 
through  the  action  of  a  glycolytic  ferment,  and  that  this  ferment 
is  absent  or  greatly  reduced  in  diabetes.  It  is  not  necessary  to 
review  the  older  work  on  this  question. in  any  detail.  The  obser- 
vations of  Seegen,  Kraus,  Arthus,  Minkowski  and  others  cast 
doubt  upon  the  reliability  of  the  methods  of  Lupine  and  his  fol- 
lowers, and  largely  negatived  the  conclusions  that  had  been 
reached  by  them ;  and  it  has  been  quite  impossible  for  the  adher- 
ents of  this  theory  to  demonstrate  that  blood  normally  has  suf- 
ficient power  of  sugar-destruction,  either  by  ferment-action  or  by 
other  means,  to  account  for  more  than  a  small  fraction  of  that 
which  goes  on  daily  in  every  normal  person.  Besides,  there  has 
been  absolutely  no  satisfactory  demonstration  that  the  blood  of 
diabetics  shows  any  important  differences  in  this  particular  from 
that  of  normal  persons. 
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Lupine  himself  has  suggested  several  modifications  of  his 
theory  and  has  to  a  large  extent  dismissed  the  view  that  the 
pancreas  influences  sugar-metabolism  by  furnishing  the  blood 
with  a  glycolytic  ferment.  In  the  place  of  this  theory,  he 
has  suggested  that  many  of  the  tissues  furnish  a  glycolytic 
ferment  and  that  the  pancreas  merely  regulates  the  action 
of  this  ferment ;  also  that  in  normal  circumstances  substances  that 
interfere  with  sugar-metabolism  are  produced  in1  the  organism, 
but  are  destroyed  or  antidoted  by  some  substance  furnished  by 
the  pancreas;  while  in  diabetes,  this  does  not  occur  (a  possibility 
that  has  long  been  considered).  Finally,  he  has  recently  leaned 
toward  the  view  that  sugars  normally  undergo  some  special  combi- 
nation with  other  bodies,  and  in  this  form  cannot  pass  the  kid- 
neys; while  in  pancreatic  diabetes  there  is  only  an  insufficient 
amount  of  combining  bodies.  Much  of  the  sugar,  therefore,  cir- 
culates free  as  such,  and  can  then  pass  the  kidneys  and  be 
excreted  in  the  urine. 

Lupine  and  Blumenthal,  in  particular,  some  years  ago  con- 
tributed some  experiments  which  they  believed  indicated  that  the 
pancreas  and  other  tissues  provide  a  glycolytic  ferment.  The 
latter  author  has,  within  the  past  few  years,  been  especially 
emphatic  in  this  view.  These  authors'  contributions  have,  how- 
ever, been  criticised  by  various  other  investigators  and  their  con- 
clusions have  not  been  generally  concurred  with.  Among  the 
important  criticisms,  I  shall  mention  only  those  of  Umber  and 
of  Bendix  and  Bickel. 

Umber  demonstrated  in  a  most  painstaking  way  the  extreme 
importance  of  bacterial  action  in  experiments  oh  glycolysis— a 
point  that  has  always  been  evident,  but  by  no  means  clearly 
appreciated.  He  also  showed  strikingly  the  great  practical  diffi- 
culty in  preventing  error  through  bacterial  action.  His  results 
showed,  he  believed,  that  no  marked  sugar-destruction  is  pro- 
duced by  pancreatic  tissue  alone  when  this  error  is  excluded. 
The  slight  sugar-loss  that  had  been  observed  by  others  could,  he 
believed,  be  attributed  to  the  general  oxidative  action  common  to 
all  tissues. 

Bendix  and  Bickel  have  recently  thrown  doubt  upon  all  the 
earlier,  and  certainly  upon  many  of  the  later  observations  con- 
cerning glycolysis.  They  refer  to  the  imperfect  elimination  of 
bacterial  action ;  and  insist  upon  the  importance  of  the  observa- 
tion of  Lobry  de  Bruyn,  that  sugars  may  undergo  stereochemic 
changes  in  even  weak  alkaline  solutions,  with  the  result  that  a 
serious  error  may  occur  in  subsequent  estimations  of  the  amount 
of  sugar  in  these  solutions.  Furthermore,  they  contribute  some 
important  observations  relating  to  the  inaccuracy  of  the  methods 
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in  use  for  estimating  the  sugar  in  blood  or  in  other  albuminous 
solutions.  These  methods  have  long  been  known  to  be  more  or 
less  inaccurate,  but  Bendix  and  Bickel  make  much  clearer  the 
extent  and  importance  of  these  inaccuracies  and  the  excessive 
difficulty  in  overcoming  them. 

In  view  of  this  state  of  things,  there  have  been  few  that  have 
considered  the  existence  and  importance  of  a  glycolytic  ferment 
in  the  blood,  or  even  in  most  animal  tissues,  to  have  been  clearly 
established;  and  there  have  been  none  except  the  partisans  of 
the  theory  that  have  admitted  that  there  is  any  actual  evidence 
that  absence  of  or  reduction  in  such  a  glycolytic  ferment  pro- 
duces diabetes.  The  possibility  that  such  a  ferment  exists  in  many 
of  the  tissues  has  been  granted  by  all,  as  has  also  its  possible 
importance  in  diabetes;  but,  even  granting  its  existence,  broad- 
minded  investigators  have  never  tied  themselves  to  a  belief  that 
this  wholly  clears  up  the  nature  of  that  disease.  There  must  still 
remain  the  necessity  of  demonstrating  that  this  ferment  is  reduced 
in  diabetes,  as  well  as  the  much  more  difficult  problem  of  showing 
that  such  a  reduction  explains  the  whole  symptom-complex  of  the 
disorder.  From  the  various  facts  at  our  command,  the  latter 
point  appears  to  me  to  be  something  that  will  probably  never  be 
demonstrated. 

During  the  past  few  years,  however,  there  have  appeared  some 
important  articles,  which  have  actively  increased  the  interest  in 
this  question.  Lupine  and  Blumenthal,  as  already  stated,  thought 
that  they  had  demonstrated  that  glycolysis  is  produced  by  various 
tissues ;  and  Blumenthal  believed  that  he  had  shown  that  this  is 
not  dependent  upon  the  integrity  of  the  cells  of  these  tissues,  since 
it  occurs  when  the  expressed  juice  is  used,  the  cells  being  thereby 
entirely  destroyed.  He  also  made  attempts  to  isolate  the  ferment, 
and  believed  that  he  could  obtain  it  in  dry  form,  though  impure. 
These  results  were  severely  and,  for  the  time  being,  almost  con- 
clusively criticised  by  Umber,  who  demonstrated  that  much,  at 
least,  of  the  glycolysis  observed  was  due  to  bacterial  action;  but 
Feinschmidt  and  Arnheim  have  recently  repeated  Blumenthal's 
work  under  more  satisfactory  conditions,  and  have  amplified  it. 
They,  too,  claim  that  the  juices  of  various  organs  (pancreas, 
liver  and  muscle)  produce  glycolysis;  and  that  the  substance 
causing  this  glycolysis  may  be  precipitated,  and  may  thereby  be 
roughly  isolated  in  dry  form.  Stoklasa  and  Czerny,  and  also 
Simacek,  have  claimed  during  the  year  to  have  demonstrated 
that  various  organs  produce  glycolysis,  and  to  have  been  able  to 
isolate  two  different  forms  of  glycolytic  ferments;  they  likewise 
make  the  interesting  statement  that  they  have  used  a  hydrogen 
atmosphere,  and  have  found  that  this  causes  glycolysis  to  occur 
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with  great  intensity.  Feinschmidt,  following  this  suggestion, 
states  that  he  has  confirmed  this  last  observation. 

In  the  meanwhile,  events  have  taken  a  new  course,  through 
the  publications  of  Otto  Cohnheim  and  Rahel  Hirsch,  who,  quite 
independently,  but  coincidently,  have  studied  the  effects  of  mix- 
tures of  pancreas  with  other  organs  upon  sugar  destruction,  and 
both  have  apparently  obtained  striking  results.  Cohnheim  has 
determined  that  the  juice  of  the  pancreas,  as  well  as  that  of  the 
muscles,  shows,  when  acting  alone,  no  glycolytic  action;  but  that 
when  the  two  are  mixed,  a  very  active  sugar-destruction  occurs, 
the  loss  being  so  large  that  it  may  be  brought  into  direct  com- 
parison with  the  amount  used  by  human  beings  under  normal 
conditions.  He  believes  that  this  demonstrates  that  sugar  is 
normally  destroyed  through  the  combined  action  of  the  pancreas 
and  the  muscles,  and  suggests  two  possible  ways  in  which  this 
may  occur.  The  first  is  that  the  muscles  may  produce  a  glycolytic 
ferment  that  is  of  itself  inactive,  but  is  activated  by  a  kinase  pro- 
duced by  the  pancreas;  this  kinase  resembling  the  enterokinase 
of  Pawlow,  which  sets  in  motion  the  action  of  trypsin.  The  other 
possibility  is  that  the  muscles  and  the  pancreas  furnish  two  sub- 
stances resembling  the  complement  and  the  intermediate  body  of 
Ehrlich's  theory  of  immunity;  these  are  powerless  to  act  sepa- 
rately, but  when  they  act  together  glycosuria  occurs.  This  activa- 
tion or  linking,  whichever  it  may  be,  is  absent  when  the  pancreas 
is  removed  or  when  its  function  suffers;  thus  the  sugar  escapes 
destruction  and  produces  hyperglycemia  and  glycosuria,  and  the 
person  has  diabetes. 

Rahel  Hirsch,  proceeding  upon  Hofmeister's  suggestion  that 
the  pancreas  may  provide  a  kinase  that  activates  the  glycolytic 
ferment  of  the  liver,  studied  the  influence  of  pancreas  upon  the 
glycolysis  produced  by  hepatic  tissue.  She  found  that  while  the 
liver  alone  has  some  glycolytic  action,  the  pancreas  alone  has 
none ;  but  that  mixtures  of  liver  and  pancreas  produce  an  exceed- 
ingly active  glycolysis.  She  is  guarded  in  drawing  conclusions 
from  these  observations,  suggesting  that  the  effect  may  not  have 
been  due  to  the  influence  of  the  pancreas  upon  the  glycolytic 
ferment  of  the  liver,  but  merely  to  its  hastening  the  breaking- 
down  of  the  liver  cells,  whereby  the  hepatic  glycolytic  ferment  is 
rapidly  set  free,  and  the  glycogent  of  the  liver  is  also  rapidly 
freed  from  combinations  with  proteids  and  hence  quickly  acted 
upon.  Hirsch  acknowledges,  too,  that  even  granting  her  experi- 
mental hypothesis  to  be  correct,  its  importance  in  actual  physi- 
ology yet  remains  to  be  proved;  for  it  may  be  that  the  process 
observed  has  little  or  nothing  to  do  with  normal  sugar-consump- 
tion.   She  refers,  however,  to  the  fact  that  Jacoby,  Blumenthal 
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and  Feinschmidt  have  found  glycolytic  ferment-action  ab- 
sent in  the  livers  of  diabetics,  though  present  in  normal 
persons. 

Blumenthal,  in  a  recent  article,  reviews  his  own  work  and  that 
of  others,  and  formulates  a  happy  scheme  whereby  the  whole 
general  plan  of  carbohydrate  metabolism  may,  he  suggests,  be 
cleared  up.  He  thinks  that  a  glycolytic  ferment  is  provided  by 
practically  all  the  tissues.  This  ferment  is  not  allowed  to  act  in 
the  blood-stream,  however,  for  if  it  were,  the  energy  needed  by 
the  tissues  would  be  set  free  in  the  blood  and  mostly  lost.  Hence, 
the  ferment  is  bound  fast  to  the  leukocytes,  and  is  by  them  car- 
ried to  the  muscles  and  the  other  tissues  by  which  it  is  needed. 
It  is  then  set  free,  and  is  activated  by  the  pancreatic  kinase ;  and 
thus,  the  sugar  is  consumed.  In  diabetes,  the  pancreatic  kinase 
is  reduced  in  amount  or  entirely  absent  and  therefore  sugar- 
consumption  suffers  more  or  less  severely*  The  fact  that  the 
tissues  in  general  exert  some  glycolytic  action,  and  that  this  takes 
place  even  in  the  absence  of  the  pancreas,  explains  the  circum- 
stance recently  pointed  out  by  Liithje,  that  some  sugar-consump- 
tion occurs  even  in  experimental  diabetes  (in  dogs)  produced  by 
removing  the  pancreas.  Blumenthal  ends  by  predicting  the 
almost  certain  advent,  in  the  near  future,  of  a  rational  method 
of  treating  diabetes,  through  injection  of  an  isolated  glycolytic 
ferment. 

When  one  scans  the  facts  at  command  somewhat  critically,  one 
can  scarcely  feel  willing  to  assent  to  the  optimistic  views  of  Blu- 
menthal, or  even  to  all  the  conclusions  of  Cohnheim ;  although  the 
latter  have  already  taken  a  strong  hold  upon  the  minds  of  many 
that  are  interested  in  this  question.  In  expecting  some  good 
from  the  administration  of  a  glycolytic  ferment,  one  would  have 
to  jump  over  many  practical  and  scientific  difficulties;  and  this 
suggestion  is  at  present  so  far  separated  from  working  facts  that 
it  had  best  be  dismissed  altogether. 

As  to  the  other  points,  one  must  first  appreciate  the  fact  that 
the  term  "ferment"  is  now  used  in  a  rather  loose  way,  and  has 
lost  much  of  its  original  significance.  Among  those  working  upon 
such  questions,  it  is  customary  to  consider  the  presence  of  fer- 
ment-action to  be  demonstrated  when  it  has  been  shown  that 
tissues  or  their  juices  exert  a  special  action  that  cannot  be 
observed  after  they  have  been  boiled.  In  many  instances  this 
has  been  proved  to  be  true  only  of  the  ground-up  tissues,  which 
contain  many  intact  cells ;  and  even  when  the  expressed  juice  has 
been  used  and  the  action  of  intact  cells  has  thereby  been  excluded, 
the  experimenters  have  usually  merely  determined  that  boiling 
stops  the  action.    They  have  usually  not  proved  that  the  sub- 
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stance  acts  in  minute  quantity  or  that  it  acts  merely  by  its  pres- 
ence, without  destroying  itself ;  in  other  words,  in  many  instances 
it  has  been  shown  only  that  tissues  or  tissue- juices  produce  chem- 
ical changes,  and  that  these  changes  do  not  occur  when  the  tissues 
or  their  juices  have  been  boiled.  There  is  some  question  whether 
this  broad  use  of  the  term  ferment  is  justifiable;  and  whether, 
if  by  such  means  it  be  demonstrated,  for  example,  that  sugars 
are  destroyed  by  the  tissues  in  general,  very  great  advance  will 
have  been  made  beyond  the  theory  of  " vital' '  action.  Common 
experience  shows  that  animal  tissues  must  destroy  sugar  in  some 
way,  and  it  is  doubtful  whether  such  experimental  results  of 
applying  to  the  tissues  in  general  will  bring  us  very  much  closer 
to  a  proper  understanding  of  the  question.  The  results  are,  of 
course,  of  more  definite  interest  if  they  indicate  that  one  organ 
alone  possesses  this  power,  or  that  it  resides  in  but  a  few  organs 
or  tissues ;  or  if  they  demonstrate  that  there  are  definite  and  con- 
stant products  yielded  by  the  process. 

Looking  at  the  matter  in  the  form  in  which  the  term  is  at 
present  accepted,  however,  one  must  agree  to  the  following  state- 
ments: 

A  glycolytic  ferment  has  been  shown,  by  Jacoby  and  others, 
to  exist  in  liver  tissue  in  vitro,  and  it  is  probable  that  it  is  present 
and  acts  during  life  as  well.  It  is  not  positively  determined 
whether  such  a  ferment  exists  in  the  muscles.  Brunton  and 
Rhodes,  Blumenthal,  Stoklasa  and  Czerny,  Simacek,  Feinschmidt 
and  Arnheim  claim  that  it  does ;  while  Cohnheim  says  that  it  does 
not.  Against  the  position  of  most  of  those  that  claim  positive 
results  it  may  be  fairly  objected  that  bacterial  action  has  not  been 
satisfactorily  excluded  or  that  the  results  have  been  inconse- 
quential. In  regard  to  the  pancreas,  all  the  positive  results  with 
this  organ  except  Feinschmidt 's,  Arnheim 's  are  subject  to  the 
same  criticism,  and  are,  therefore,  not  wholly  convincing;  and, 
at  the  same  time,  they  are  opposed  to  a  number  of  important 
negative  results.  Hence,  there  is  no  entirely  satisfactory  evidence 
that  the  pancreas  provides  a  glycolytic  ferment.  It  is  possible 
that  it  does;  but  if  one  admits  that  it  does,  one  must  at  the  same 
time  acknowledge  that  there  is  equally  good  evidence  that  other 
tissues  provide  such  a  ferment.  If  this  be  the  case,  nothing  defi- 
nite has  been  proved  concerning  the  nature  of  diabetes;  for  it 
is  known  that  the  pancreas  has  a  peculiar  and  individual  impor- 
tance in  relation  to  this  disease,  and  this  relation  cannot  be 
explained  by  means  of  a  function  that  this  organ  freely  shares 
with  other  tissues.  Simple,  direct  glycolytic  ferment-action, 
therefore,  however  it  may  be  looked  at,  seems  to  be  entirely 
inadequate  to  explain  normal  carbohydrate  metabolism ;  and  dis- 
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turbanees  in  simple  glycolysis  are  almost  certainly  not  the  sole 
cause  of  diabetes. 

As  to  the  more  complex  glycolytic  processes  discussed  by  Cohn- 
heim  and  Hirsch,  our  knowledge  concerning  them  is  still  in  its 
infancy;  and  conclusions  must,  therefore,  be  drawn  with  much 
caution.  The  hypotheses  of  these  authors  seem  very  reasonable 
and  attractive,  and  one  may  properly  expect  that  their  observa- 
tions will  prove  to  be  in  some  degree  correct.  Stoklasa  and 
Simacek  claim  that  Cohnheim 's  results  were  due  merely  to  a 
summation  of  the  effects  of  muscle  and  of  pancreas,  and  not  to 
any  peculiar  combined  action,  and  this  might  be  an  explanation 
of  some  of  Hirsch 's  results,  although  it  can  hardly  be  considered 
to  explain  her  last  experiment.  Before  this  objection  can  be 
sustained,  however,  these  authors  must  make  good  their  conten- 
tion that  all  organs  exhibit  a  glycolytic  action.  Hirsch 's  criticism 
of  her  own  experiments,  which  has  already  been  mentioned 
(namely,  that  the  results  obtained  may  not  have  been  due  to  the 
influence  of  the  pancreas  upon  glycolysis,  but  to  its  influence  upon 
the  disintegration  of  the  liver-tissue) ,  is  very  weighty,  and  applies 
to  some  extent  to  Cohnheim 's  work;  and  her  remark  that,  even 
if  the  experimental  results  have  been  correctly  interpreted,  it  is 
not  yet  clear  that  these  results  have  any  bearing  upon  actual 
carbohydrate  metabolism,  applies  equally  well  to  Cohnheim.'s 
work.  I  also  find  it  somewhat  difficult  to  overlook  the  fact  that 
in  Hirsch 's  experiments  marked  glycolysis  apparently  occurred 
only  after  some  time  had  passed,  while  in  Cohnheim 's  it  occurred 
chiefly  within  the  first  few  hours.  Cohnheim  emphasizes  the  last- 
mentioned  fact  in  his  own  observations,  and  states  his  belief 
that  this  shows  that  bacterial  action  played  no  part  in  his  results. 
He  did  not,  however,  protect  himself  by  taking  cultures ;  and  he 
has,  perhaps,  overlooked  the  fact  that  Umber  has  demonstrated 
that  bacterial  glycolysis  sometimes  occurs  even  when  toluol  is 
used;  and  that  when  it  does  occur,  it  is  particularly  within  the 
first  twenty-four  hours,  before  the  antiseptic  has  become  well 
mixed  with  the  fluid. 

Objections,  then,  may  be  raised  to  the  hasty  and  sweeping 
acceptance  of  the  hypotheses  and  results  of  Cohnheim  and  Hirsch. 
Even,  however,  should  their  conclusions  be  accepted,  a  satisfac- 
tory explanation  of  the  question  under  discussion  has  not  yet 
been  furnished,  and  we  are  probably  still  at  a  distance  from  even 
a  general  view  of  the  metabolism  of  sugar  and  of  the  disturbances 
in  sugar-metabolism  that  occur  in  diabetes.  There  are  many  rea- 
sons for  the  belief  that  carbohydrate  metabolism  does  not  begin 
and  end  with  simple,  direct  sugar-destruction ;  there  are,  on  the 
contrary,  probably  many  and  devious  complexities  in  this  process. 
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Both  experimental  work  arid  clinical  observation  have  contributed 
facts  of  importance  in  this  connection. 

One  striking  circumstance  that  has  frequently  been  empha- 
sized is  that  in  severe  diabetes  the  glycogen  of  the  tissues  largely 
disappears.  Many  writer?  believe  that,  because  sugar  is  not  prop- 
erly consumed,  the  tissues  experience  "sugar-hunger,"  and  that 
the  glycogen-reservoirs  are  constantly  being  stimulated  to  dis- 
charge their  store  as  sugar,  in  attempting  to  do  their  part  toward 
supplying  the  demand.  This  hypothesis  would  explain  the  gly- 
cogen deficit ;  but  it  is  purely  an  hypothesis,  and  is  not  justified 
by  analogies.  It  is  equally  proper— indeed,  I  think  that  for 
many  reasons  it  is  more  proper— to  suspect  that  something  is 
wrong  with  glycogen-production  or  glycogen-retention. 

There  are  also  a  number  of  facts  concerning  experimental  pan- 
creatic diabetes  that  make  it  appear  improbable  that  the  pancreas 
merely  furthers  sugar-destruction.  Chauveau  and  Kauffmann 
claim  to  have  shown  that  sugar-estimations  in  arterial  and  in 
venous  blood  give  the  same  results  in  diabetes  as  in  normal  cir- 
cumstances, and  to  have  demonstrated  that  consumption  of  sugar 
occurs  in  both.  This  indicates  that  sugar-production,  rather  than 
sugar-consumption,  is  at  fault  in  diabetes.  These  results  have 
been  questioned  by  other  experimenters,  and  their  accuracy  is 
doubtful— largely  because  the  methods  of  study  are  difficult  and 
somewhat  unreliable.  It  has,  however,  been  pretty  thoroughly 
demonstrated  by  Kauffmann,  Kausch  and  Marcuse,  that  diabetes 
does  not  occur  when  the  liver,  as  well  as  the  pancreas,  of  birds  or 
frogs  has  been  extirpated.  In  such  cases,  the  blood-sugar  actually 
disappears,  and  is  therefore  consumed  in  some  way,  in  spite  of  the 
absence  of  the  pancreas.  Montuori  has  also  shown  that  the  hyper- 
glycemia that  occurs  after  the  pancreatic  vessels  have  been  tied 
is  not  observed  if  the  liver- vessels  have  also  been  ligated;  and 
Kauffmann  demonstrated  that  section  of  the  spinal  cord  at  the 
level  of  the  first  dorsal  vertebra  prevents  the  occurrence  of  dia- 
betes after  the  removal  of  the  pancreas.  It  is  also  a  remarkable 
fact  that  in  fowls  extirpation  of  the  pancreas  causes  a  disappear- 
ance of  the  glycogen  of  the  tissues  and  a  marked  hyperglycemia, 
yet  no  glycosuria  occurs.  These  creatures,  therefore,  evidently 
use  up  the  sugar  in  some  way,  and  have  not  lost  the  power  of 
oxidizing  it. 

In  this  connection,  the  recent  work  of  Liithje  is  interesting; 
since  he  has  demonstrated  that  when  a  dog's  pancreas  is  removed 
and  the  animal  is  subsequently  starved  to  the  point  at  which 
glycosuria  ceases,  the  blood  still  contains  a  quantity  of  sugar  that 
may  even  be  somewhat  in  excess  of  the  normal.  It  seems  to  me 
not  improbable  that  this  may  mean  that  the  difference  between 
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f  owls  and  mammals  in  this  respect  is  simply  one  of  degree,  rather 
than  of  kind ;  for  it  shows  that  mammals  still  oxidize  some  sugar 
after  the  pancreas  has  been  extirpated.  It  is  not  improbable 
that  they  excrete  some  of  the  sugar,  while  birds  do  not,  merely 
because  the  kidneys  of  mammals  pass  sugar  as  it  exists  in  the 
blood  in  diabetes  more  readily  than  do  those  of  fowls. 

It  is  insisted  by  many  that  the  studies  of  the  respiratory 
quotient  carried  out  by  Weintraud  and  others  have  shown  a 
reduction  in  sugar-consumption  in  diabetes.  This,  however,  is 
not  absolutely  final  evidence;  and  even  if  these  authors'  con- 
clusions are  correct,  it  is  possible  that  the  reduced  oxidation  is 
partly  or  wholly  a  secondary  result  of  the  hyperglycemia  or 
of  other  disturbances.  As  analogous  conditions  to  this,  Pfliiger 
refers  to  the  fact  that  phosphorus  fumes  and  oxidizes  in  an 
atmosphere  containing  dilute  oxygen,  while  in  a  concentrated 
oxygen-atmosphere  no  oxidation  occurs ;  and  also  to  the  fact  that 
animal  tissues  cannot  use  oxygen  when  delivered  to  them  in 
concentrated  form,  while  they,  of  course,  do  use  it  constantly  as 
normally  received,  i.  e.,  in  dilute  form. 

My  own  doubt  whether  imperfect  sugar-destruction  alone  is 
the  explanation  of  diabetes  has  been  accentuated  by  some  recent 
observations  concerning  the  diet  of  diabetics.  For  many  years 
it  has  been  known  that  diabetics  assimilate  various  sugars  in  very 
different  manner;  in  particular,  that  they  often  take  levulose 
well  and  even  make  glycogen  from  it,  while  they  assimilate  dex- 
trose more  or  less  badly.  This  has  always  been  a  strong  point 
against  the  view  that  diabetes  is  simply  diminished  oxidation 
of  sugars.  Much  interest  has  lately  been  excited  by  the  obser- 
vation of  Mosse  that  some  diabetics  do  well  when  a  large  amount 
of  potatoes  is  given  them,  and  by  the  similar  observation  of  v. 
Noorden  that  oatmeal  is  sometimes  taken  with  advantage,  in  large 
quantity.  Not  only  are  the  general  condition  and  any  signs  of 
intoxication  benefited,  but  the  glycosuria  may  also  improve ;  yet 
other  carbohydrates  make  matters  worse  in  most  of  these  in- 
stances. There  are,  however,  many  diabetics  that  cannot  take 
potatoes  or  oatmeal  with  advantage. 

As  far  as  is  known,  the  products  of  the  digestion  of  these 
various  carbohydrates  show  only  relatively  unimportant  differ- 
ences. I  think,  however,  that  one  must  reckon  with  the  possi- 
bility that  various  kinds  of  sugar,  or,  perhaps,  of  combinations 
of  sugar  with  proteids  or  other  substances,  are  produced  in  the 
digestion  and  assimilation  of  these  different  carbohydrates :  and 
that  these  various  sugars  or  the  combinations  formed  by  them 
undergo  assimilation  in  different  ways  and  with  varying  degrees 
of  readiness.    This  view  seems  largely  speculative ;  but  it  is  justi- 
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liable  speculation— particularly  when  one  considers  the  remark- 
able facts  that  have  recently  been  demonstrated  concerning  the 
biologic  reactions  of  proteids,  and  remembers,  at  the  same  time, 
that  sugars  undergo  combinations  with  proteids,  both  in  the 
depots  in  which  they  are  deposited  and  probably  also  in  the 
blood-stream— although  the  nature  of  the  combinations  in  the 
latter  situation  is  somewhat  obscure.  One  may  also  keep  in  mind 
the  fact  that  the  distinctions  between  the  carbohydrates,  both 
simple  and  complex,  have  within  recent  years  become  much  more 
intricate  and  minute,  and  are  even  yet  far  from  being  com- 
pletely known.  It  is  not  impossible  that  in  their  behavior — in 
the  organism,  at  least— carbohydrates  may  exhibit  biologic 
peculiarities  analogous  to  those  shown  by  proteids.  The  obser- 
vations of  Leube,  recently  confirmed,  by  Mayer,  distinctly  sug- 
gest this.  They  show  that  glycogen,  when  injected  subcutane- 
ously,  is  entirely  assimilated,  while  dextrin  produced  from  starch 
is  not;  yet  glycogen,  so  far  as  is  known,  passes  through  the 
dextrin-stage  in  the  organism.  If  the  latter  is  true  glycogen- 
dextrin  and  starch-dextrin  have  some  peculiar  and  obscure  bio- 
logic differences. 

Another  observation  of  interest  in  this  connection  is  that  made 
by  Neuberg  and  Mayer  in  relation  to  the  effect  of  the  subcu- 
taneous administration  of  the  three  mannoses.  Those  substances, 
although  isomeric,  have  been  proved  to  meet  strikingly  different 
fates  in  the  organism,  dependent  upon  their  structural  configura- 
tion and,  to  some  extent,  upon  the  animal  into  which  they  are 
injected.  Two  of  these  mannoses,  which  are  in  ordinary  cir- 
cumstances poorly  used  by  the  organism,  are  much  better  assimi- 
lated when  the  animals  have  been  starved.  The  interesting  point, 
however,  is  the  difference  in  the  way  in  which  the  organism 
handles  the  three. 

The  facts  just  mentioned  may  appear  compatible  with  the  view 
that  reduced  ferment-action  alone  produces  diabetes,  if  one 
accepts  the  testimony  offered  by  Bourquelot  and  others,  which 
indicates  that  at  least  some  sugars,  and  possibly  all,  are  espe- 
cially fitted  to  individual  ferments;  while  these  same  ferments 
act  less  energetically  upon  other  sugars.  It  may  be  thought  that 
normal  human  beings  and  other  animals  provide  a  host  of  fer- 
ments for  sugar,  as  well  as  for  other  foods,  and  that  the  peculiar 
response  to  different  carbohydrates  is  due  to  abnormalities  in 
certain  of  these  ferments,  but  not  in  others.  If  Ehrlich's  con- 
ception of  immunity  and  of  nutritive  processes  be  correct,  such 
a  possibility  must  be  admitted;  but  even  if  one  admit  this,  one 
must  still  consider  that  synthetic  processes  have  an  importance 
certainly  equal  to  that  of  oxidative  processes  in  explaining  the 
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many  facts  known  concerning  normal  carbohydrate  metabolism 
and  spontaneous  or  experimental  diabetes. 

The  cause  of  all  these  peculiarities  in  diabetes  and  in  the 
behavior  of  the  organism  toward  various  sugars  is  still  very 
obscure.  I  have  not  discussed  this  matter  because  there  is  any 
satisfactory  explanation  at  hand,  but  because  I  think  it  important 
to  recognize  that,  along  with  the  discussions  on  glycolysis,  there 
have  been  accumulating  a  large  number  of  facts  suggesting  that 
carbohydrate  metabolism  is  a  much  more  intricate  process  than 
is  indicated  by  the  simple  term  glycolysis,  whether  this  be  com- 
plex glycolysis,  such  as  Cohnheim  and  Hirsch  describe,  or  the 
more  simple  glycolysis  of  Lupine  and  his  followers.  In  the  course 
of  metabolism  the  carbohydrates,  in  all  probability,  go  through 
much  more  complex  processes ;  and  some  of  these  certainly  have 
largely  to  do  with  synthesis,  rather  than  with  oxidation.  Clinical 
observation,  as  well  as  experimentation,  will  carry  one  much 
further  if  undertaken  from  such  a  standpoint,  than  if  carried 
out  with  a  narrower  conception  of  the  conditions. 

While,  as  I  have  stated,  the  question  is  still  extremely  obscure, 
there  are  some  facts  and  suggestions  other  than  mere  glycolysis 
that  offer  at  least  working  hypothesis ;  so  that  one  is  not  wholly 
lost  if  one  admits  that  disturbances  of  glycolysis  do  not  provide 
an  entirely  satisfactory  explanation  of  the  condition.  Some  of  the 
curious  circumstances  of  carbohydrate  metabolism  would  be 
cleared  up  if  it  could  be  shown  that  the  possibility  mentioned, 
(t.  e.,  that  sugars  are  far  more  varied  in  their  nature  and  in  the 
combinations  that  they  undergo  than  they  are  now  known  to  be ; 
or,  perhaps,  than  present  methods  can  demonstrate  them  to  be) 
is  an  actual  fact.  Again,  the  difficulty  in  diabetes  may  be  largely 
one  of  glycogen-construction,  as  Naunyn  believes.  It  is  also  not 
impossible  that  it  may  be,  as  Pfliiger  considers  probable,  and  as 
others  have  thought  before,  one  of  excessively  rapid  diastatic 
conversion  of  glycogen  into  sugar.  The  function  of  the  pancreas, 
in  this  case,  Pfliiger  would  consider  to  be  the  production  of  an 
antidiastase,  similar  to  other  antiferments  that  are  now  known 
to  exist ;  this  antidiastase  normally  regulating  the  production  of 
sugar  from  glycogen,  while  in  its  absence  this  goes  on  constantly 
and  with  undue  haste. 

It  is  also  possible  that  the  trouble  at  times  lies  in  the  condition 
of  the  sugar  as  it  circulates ;  and  there  is  good  reason  at  present 
for  active  work  to  determine  whether  this  idea  is  correct  or  not. 
It  is  not  definitely  known  in  what  form  glucose  circulates  in  the 
organism ;  whether  it  is  in  free  solution,  or  in  solution  in  some 
peculiar  loose  combination.  It  may  be,  as,  I  believe,  Schmiede- 
berg  suggested,  that  in  diabetes  the  sugar  enters  into  some  corn- 
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bination  that  makes  it  pass  the  kidneyB  with  peculiar  readiness ; 
or  the  contrary  may  be  true,  and  the  sugar  may  normally  be  in 
combination,  while  the  combining  substances  fail  in  diabetes,  and 
the  sugar  then  circulates  in  free  solution  and  is  thereby  readily 
excreted  through  the  kidneys. 

The  recent  work  of  Loewi  makes  this  possibility  seem  somewhat 
definite.  Sodium  chlorid,  for  example,  seems  to  circulate  in  free 
solution;  while  the  phosphates  are  probably  in  colloidal  combina- 
tion. Loewi  finds  that  the  production  of  diuresis  causes  a  marked 
increase  in  the  excretion  of  sodium  chlorid,  but  not  in  that  of  the 
phosphates.  If,  however,  a  large  quantity  of  phosphates  be 
injected,  free  diuresis  will  then  produce  a  marked  increase  in  their 
excretion.  This  suggests  that  the  phosphates  normally  present 
at  the  time  of  this  experiment  were  combined ;  and  that  when  a 
large  excess  was  suddenly  injected,  the  combining  bodies  did  not 
suffice,  hence  the  excess  could  be  readily  carried  off  by  energetic 
action  on  the  part  of  the  kidneyB.  Loewi  then  showed  that  in 
dogs  with  pancreatic  diabetes,  increased  diuresis  increases  the 
sugar-excretion ;  while  in  dogs  with  phlorizin  diabetes,  this  does 
not  occur.  In  pancreatic  diabetes,  there  is  hyperglycemia;  in 
phlorizin  diabetes,  there  is  probably  none.  From  analogy  with 
the  phosphate  experiments,  it  seems  wholly  possible  then  that 
the  increased  diuresis  in  the  dogs  with  pancreatic  diabetes  car- 
ried off  more  sugar  because  this  sugar  was  in  free  solution,  com- 
bining-substances  being  present  in  an  amount  insufficient  to  hold 
most  of  it  in  the  circulation. 

Loewi  considers  that  this  combination  that  sugars  perhaps 
normally  undergo  is  colloidal.  Henriques  has  suggested  that 
jecorin  is  the  form  in  which  sugar  circulates,  and  he  and  Kolisch 
and  Stejskal  offered  some  observations  in  support  of  this  view. 
Bing  believed  that  the  combination  is  lecithin-glucose-globulin. 
Cremer  attempted  to  show  that  the  sugar  is  in  combination  with 
albumin ;  but  he  convinced  himself  that  this  is  not  the  case. 

I  have  mentioned  briefly  most  of  the  important  theories  con- 
cerning the  nature  of  diabetes.  The  important  facts  known  are 
unfortunately  very  few.  When  sifted  down,  they  are  found  to 
be  chiefly  that  the  pancreas  possesses  an  extremely  important 
influence  over  carbohydrate  metabolism ;  and  that  it  is  not  known 
in  what  way  this  organ  exerts  its  influence,  except  that  it  prob- 
ably does  not  do  so  merely  through  providing  a  glycolytic  fer- 
ment, but  possibly  through  influencing  the  glycolytic  activities  of 
other  tissues.  Finally,  it  is  becoming  increasingly  evident  that 
carbohydrate  metabolism  is  intimately  associated,  not  only  with 
the  pancreas,  but  also  with  other  tissues,  and  it  is  constantly 
assuming  greater  complexity  than  it  has  generally  been  conceived 
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of  as  exhibiting.  At  present  one  is  justified  in  suspecting,  at 
least  that  carbo-hydrate  metabolism  is  of  a  complexity  that  is 
comparable  with  that  of  proteid  metabolism. 

This  view  is  certainly  not  at  variance  with  clinical  experience 
regarding  the  differences  in  different  cases  of  diabetes  and  in 
their  behavior  toward  various  forms  of  dietetic  and  other  treat- 
ment, and  it  is  not  impossible  that  the  conflicting  results  and 
conclusions  of  many  investigators  may  be  reconciled  in  many 
instances  by  determining,  in  the  future,  that  diabetes  differs  in 
its  nature,  and  that  many  of  the  disagreements  are  due  to  the 
study  of  different  conditions. 


III.  SYMPOSIUM  ON  DIABETES 


3.  Medical  Treatment  of  Diabetes 

By  W.  H.  THOMPSON,  M.  D.,  LL.D. 


NEW  YORK 


The  pathology  of  diabetes  mellitus  has  been  the  most  elusive 
problem  of  modern  medicine.  Repeatedly  during  the  past  forty 
years  we  have  seemed  to  be  on  the  verge  of  important  discoveries 
relating  to  it,  only  to  find  that  our  uncertainties,  instead  of  being 
dispelled,  had  simply  taken  new  forms,  which  in  turn  have  raised 
other  problems  to  solve. 

It  is,  of  course,  due  to  the  great  obscurity  resting  upon  the 
physiological  mechanism  for  the  disposal  of  the  carbo-hydrates 
of  food  in  the  system  that  the  pathology  of  diabetes  has  remained 
so  uncertain.  Fifteen  years  ago,  in  a  symposium  like  this,  held 
at  a  medical  gathering  in  New  York  City,  I  suggested  that  we 
were  yet  without  any  knowledge  of  a  seemingly  important  factor 
in  the  problem,  and  that  was  the  relation  of  the  muscular  tissues 
to  the  utilization  of  the  saccharine  elements  of  food.  The  facts 
which  we  did  know  then  were  that  the  muscular  tissues  were 
virtually  the  chief  generators  of  animal  heat,  and  that  quite  apart 
from  their  function  of  contraction  and  of  relaxation  was  their 
function  of  oxidation,  so  that  the  blood  collected  from  the  veins 
of  a  large  muscle  like  the  gluteus,  though  the  muscle  were  at 
perfect  rest,  yet  contained  less  oxygen  and  more  carbon  dioxide 
than  the  blood  of  the  right  ventricle  itself,  as  this  latter  was 
mixed  with  blood  from  the  great  glandular  viscera  where  oxida- 
tion is  less  active  than  in  muscle.  This  shows  how  much  burning 
up  of  blood  contents  occurs  when  the  blood  is  coursing  through 
muscular  tissue,  and  as  the  chief  material  for  such  oxidation 
consists  of  carbo-hydrates,  some  failure  in  this  muscular  function 
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might  have  much  to  do  with  the  pathological  failure  of  sugar 
oxidation  in  diabetes. 

This  suggestion  was  received  with  incredulity,  and  most  of  the 
speakers  confined  their  attention  to  the  supposed  relations  of 
the  nervous  system  and  of  the  glycogenic  functions  of  the  liver  to 
this  disease.  Not  long  afterwards  the  pancreas  in  its  relation  to 
diabetes  came  to  the  front,  and  has  maintained  its  place  as  one 
important  factor  in  the  problem  ever  since.  Lately  the  news 
comes  that  O.  Cohnheim  finds  that  an  enzyme  is  produced  in 
muscle,  which,  if  alone,  does  not  act  upon  sugar,  but  when  mixed 
with  the  secretion  of  the  pancreatic  cells  of  Langerhans  is  a  very 
energetic  solvent,  in  the  same  way  that  trypsin  becomes  effective 
only  when  conjoined  with  the  kinaise  ferment  in  the  intestine. 

Until  physiology  becomes  settled,  pathology  cannot  be  settled ; 
and,  therefore,  therapeutics,  while  matters  so  stand,  must  remain 
mainly  empirical.  And  so  I  confess  that  I  regard  the  subject  of 
medical  treatment  of  diabetes,  which  has  been  assigned  to  me,  one 
to  which  I  can  contribute  little  beyond  the  results  of  my  experi- 
ence, based  upon  written  notes  of  the  histories  of  patients  whom 
I  have  treated  in  the  course  of  years. 

To  the  question— when  does  glycosuria  mean  diabetes  t  my 
answer  is  that  we  do  not  know.  That  glycosuria,  limiting  that 
term  to  dextrosuria,  is  an  epiphenomenon,  appearing  in  the  most 
diverse  connections,  we  all  know.  Like  albuminuria,  it  occurs 
too  often  and  too  variously  as  a  temporary  accompaniment  of 
different  disorders  to  be  rated  as  no  more,  frequently,  than  a 
symptom.  In  the  case,  however,  of  albuminuria  we  usually  can 
form  some  conception  of  its  causation.  But  with  glycosuria  we 
do  not  know  whence  it  cometh,  nor  whither  it  goeth ;  and,  there- 
fore, we  can  never  be  sure  what  its  significance  is.  Hence,  I  feel 
skeptical  about  the  assurance  with  which  some  pronounce  offhand 
a  given  case  as  one  only  of  glycosuria,  and  another  as  surely 
diabetes,  because  in  my  experience  some  patients  come  with  both 
a  moderate  and  an  intermittent  presence  of  sugar  in  the  urine, 
and  with  no  constitutional  disturbance,  but  who  in  time  develop 
into  confirmed  diabetics,  while  others  may  come  with  very 
saccharine  urine  and  severe  constitutional  symptoms,  only  to 
improve  under  treatment  and  finally  get  well.  Nor  does  the 
recent  date  of  the  disorder  make  much  difference.  Some  begin 
suddenly  and  soon  develop  grave  symptoms,  and  then  become 
permanently  free  from  their  trouble,  while  others  begin  just  as 
suddenly  and  never  get  well.  The  only  valid  distinction  which 
I  admit  is  that  the  presence  in  the  urine  of  diacetic  acid,  shown 
by  the  ferrichloride  test,  is  generally  indicative  of  confirmed  dia- 
betes. 
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My  practice,  therefore,  is  to  pronounce  a  glycosuria,  which  has 
lasted  more  than  a  year,  diabetes.  Time,  in  other  words,  and  not 
the  variability  either  of  the  glycosuria,  or  of  any  other  accom- 
paniments, is  my  ground  for  diagnosis.  Persistent  glycosuria  in 
its  way  is  much  the  same  as  persistent  albuminuria  in  its  way, 
that  is,  each  means  that  the  patient  has  a  serious  disorder ;  and 
pro  tanto,  it  does  not  much  matter  what  name  we  choose  to  tack 
to  the  disorder  when  the  question  is  how  we  are  to  treat  it. 

As  it  is  the  patient,  and  not  his  named  disease,  which  is  to  be 
dealt  with,  all  factors  entering  into  his  story  have  to  be  taken 
into  account ;  and  the  first  of  these  facts  is  age.  The  rule  is,  the 
younger  the  patient  the  worse  it  is  for  him.  Why  it  should  be  so 
I  do  not  know.  The  chief  significance  of  this  fact,  however,  is 
that  it  points  to  diabetes  as  a  deeply-seated  constitutional  dis- 
order, and  not  a  localized  disease  of  any  one  organ,  pancreas  or 
other.  In  keeping  with  this  inference,  is  the  hereditary  or  family 
proclivity  to  the  disease  in  instances  too  numerous  to  be  acci- 
dental, and  equally  so  the  greater  liability  of  certain  races  to  it. 
In  my  experience  there  is  no  race  which  is  so  subject  to  diabetes 
as  the  Jews.  The  bearing  of  these  clinical  facts  upon  what 
remedies  we  are  to  expect  the  most  from,  and  also  what  reputed 
remedies  we  are  not  to  expect  much  from,  we  will  soon  note. 

The  next  consideration  to  age,  is  the  state  of  the  nutrition  of 
the  patient.  I  always  make  it  a  point  to  determine  what  the 
daily  output  of  urea  is,  as  well  as  the  amount  of  sugar  passed. 
If  the  percentage  of  urea  is  continuously  high,  there  is  real' 
emaciation  going  on,  even  if  the  patient  be  fat.  The  sugar  itself, 
indeed,  may  disappear,  but  the  urea  excretion  remain  one-half 
more  or  double  what  it  ought  to  be  irrespective  of  diet.  The 
patient  must  have  medicines  for  that. 

The  patient  may  be  obese.  This  condition  calls  for  special 
medication  on  account  of  danger  from  the  heart.  If  he  has 
oxalates  alternate  with  abundant  uric  acid  crystals  in  his  urine, 
all  the  better  for  him.  He  may  be  a  profitable  patient  to  us  for 
years,  though,  pace  glycosurists,  he  should  not  be  allowed  to 
forget  that  he  has  diabetes,— and  so  on.  All  I  wish  to  illustrate 
by  this  preface  to  my  subject,  announced  on  the  card  as  "Medical 
Treatment  of  Diabetes,' '  is  that  I  would  prefer  to  have  it  read, 
"Medical  Treatment  of  Diabetic  Patients." 

As  to  medicine,  I  would  begin  with  the  statement  that  I  but 
rarely  prescribe  opium,  codeine,  or  any  other  of  the  opium  deriv- 
atives ;  and  I  beg  leave  to  take  a  short  time  to  explain  why,  in 
such  a  constitutional  disease  as  diabetes,  I  cannot  regard  this 
"drug  as  of  real  service,  though  it  has  been  long  and  generally 
recommended  in  text-books.    Nervines,  such  as  opium,  belladonna, 
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strychnine,  aconite,  etc.,  are  agents  which  affect  certain  functions 
of  the  nervous  system.  They,  therefore,  are  only  functional 
remedies,  and  they  have  no  power  whatever  in  therapeutic  doses 
to  directly  affect  structure  or  nutrition,  however  long  they  be  pre- 
scribed. All  that  they  ever  do  is  temporarily  to  produce  some 
functional  symptoms,  but  they  never  affect  the  texture  or  the 
nutrition  of  tissues  of  organs,  either  beneficially  or  injuriously. 
Therefore,  none  of  them  can  touch  diabetes  itself,  any  more  than 
they  can  touch  typhoid  fever ;  however,  some  of  them  may  relieve 
for  a  time  some  serious  symptoms  in  both  diabetes  and  in  typhoid 
fever.  As  a  veteran  teacher  of  Materia  Medica,  I  used  to  urge 
that  no  functional  or  symptom  medicine,  such  as  the  nervines, 
could  be  expected  to  modify  an  organic  disease  in  any  way, 
either  for  good  or  evil,  the  only  exception  being  in  the  case  of 
colchicum,*  which  can  produce  organic  changes.  Alcohol  pro- 
duces organic  changes  only  by  virtue  of  its  chemical  and  not  by 
its  nervine  properties.  One  of  the  most  powerful  nervines  for 
properties  is  nicotine.  There  is  a  great  deal  of  functionally  active 
nicotine  in  a  cigar.  Let  any  one  who  has  never  smoked  a  cigar 
try  it,  and  he  will  soon  illustrate  what  nicotine  can  do.  Now, 
my  father,  my  grandfather  and  my  great-grandfather  began  to 
take  nicotine,  by  smoking  tobacco,  about  the  same  time  of  life  that 
I  did,  namely,  at  twelve  years  of  age,  and  continued  the  same  to 
the  last  year  of  their  lives,  which  was  at  the  age  of  eighty-eight, 
eighty-seven,  and  ninety-two,  respectively,  while  I  am  well  on  to 
my  three  score  and  ten.  Can  nicotine,  therefore,  not  injure  the 
bodily  mechanism  t  Never,  in  rational  doses,  for,  like  all  other 
nervines,  in  such  doses  it  can  neither  do  permanent  good  nor 
permanent  harm. 

To  this  class  of  functional  medicines  belongs  opium  and  its 
derivatives;  and,  therefore,  diabetes  continues  progressive,  how- 
ever continuously  or  fully  opium  is  prescribed.  A  functional 
medicine  is  one  whose  whole  action  can  be  secured  by  one  dose. 
Its  hundredth  dose  does  not  do  any  more  than  the  first  dose  does, 
sometimes  not  as  much,  for  with  many  of  this  class,  as  with 
tobacco,  the  system  becomes  used  to  them.  A  man  may  for  many 
years  relieve  an  asthmatic  attack  by  stramonium,  but  it  is  not 
his  disease — asthma — which  is  thereby  dealt  with,  but  its  symp- 
tom bronchial  spasm,  and  his  last  dose  of  stramonium  does  not 

*  Dr.  Norwood  of  Alabama,  well  known  for  Norwood's  Tincture  of  Veratram  Vlride,  narrated 
to  me  how  five  young  men  In  his  neighborhood,  while  on  a  "spree."  broke  Into  a  country  doc 
tor's  office,  In  the  doctor's  absence,  and  drank  to  his  health  oat  of  a  bottle  of  wine  of  colchicum, 
which  they  mistook  for  sherry.  Two  of  them  died,  but  Dr.  Norwood  saw  the  survivors  a  num- 
ber of  weeks  afterwards,  when  they  had  lost  all  their  hafr,  including  their  eyebrows,  and  were 
as  generally  yellow  as  persons  recovering  from  cobra  snake  venom.  Now,  recovery  of  healthy 
persons  from  the  most  dangerous  degrees  of  poisoning  by  opium,  belladoma,  aconite,  etc,  is 
generally  complete  after  24  hours,  with  no  lasting  nutritional  change  whatever. 


Digitized  by 


Google 


W.   H.   THOMSON  105 

do  more  for  him  than  the  first  dose  did,  taken  years  before.  More 
efficacious  against  his  asthma  itself  would  -be  arsenic  and 
potassium  iodide,  which  no  more  act  in  one  dose  than  mercury 
does  in  syphilis,  or  iron  in  anaemia.  The  fundamental  difference 
between  functional  medicines,  which  influence  only  functions,  and 
organic  medicines,  which  change  the  nutrition  of  tissues  or  organs, 
would  be  more  widely  recognized  but  for  the  confusion  which 
exists  in  many  minds  about  the  term  *  *  function. ' '  Because  func- 
tion is  deranged  whenever  organism  is  deranged,  therefore,  it  is 
supposed  that  the  converse  of  this  statement  is  equally  true, 
namely,  that  a  derangement  of  function  must  always  imply  a 
corresponding  derangement  of  organism.  A  simple  illustration 
will  show  the  difference.  The  function  of  an  oil  lamp  is  to  give 
light.  Derange  the  mechanism  of  the  lamp,  by  a  leak  in  the 
globe,  or  by  an  injury  to  the  wickholder,  or  by  the  loss  of  the 
wick,  and  the  light-giving  function  of  the  lamp  is  correspondingly 
deranged.  But  the  entire  mechanism  of  the  lamp  may  be  per- 
fectly intact,  and  yet  it  will  give  no  light  because  the  source  of 
its  function,  namely,  the  oil,  is  changed  by  mixing  it  with  water. 
So,  a  steam  engine  may  be  perfect  in  every  detail  of  its  mechan- 
ism, and  yet  not  go,  because  the  source  of  its  function,  namely, 
the  coal,  is.  lacking.  So  in  the  living  mechanism,  its  functions 
need  power  therefor,  and  that  power  is  in  the  blood.  Functional 
medicines  act  only  on  and  through  the  blood,  and  not  on  the 
tissues.  This  being  so,  functional  medicines  can  act  only  tempor- 
arily ;  they  have  to  be  renewed  just  as  the  oil  in  the  lamp  has  to 
be  renewed,  though  the  lamp  itself  remains  the  same  indefinitely. 
The  oil  can  remedy  no  injury  to  the  mechanism  of  the  lamp,  and 
likewise  every  functional  medicine  is  powerless  against  a  truly 
organic  injurious  change  going  on  in  the  living  mechanism. 

Functional  medicines  we  need  constantly  in  practice  to  relieve 
symptoms,  or  to  meet  emergencies.  They  are  indispensable  for 
such  purposes,  but  we  should  always  remember  that  all  which  a 
functional  medicine  can  do  is  to  deal  with  a  temporary  derange- 
ment, not  in  the  structure,  but  in  the  working,  that  is,  in  the 
function,  of  the  body ;  and  this  it  does  immediately  in  one  dose. 
But  no  specifically  permanent  changes  should  be  expected  from 
it.  Opium  may  affect  the  symptom,  sugar  in  the  urine,  by 
temporarily  diminishing  it,  but  it  has  no  effect  on  the  disease 
causing  the  symptom. 

We  must  look  elsewhere  in  such  a  constitutional  disease  as 
diabetes  than  to  such  functional  medicines  as  opium,  and  I  notice 
that  of  late,  experience  is  leading  many  physicians  to  abandon 
its  use  in  this  malady.  For  a  number  of  years  I  have  advocated 
the  free  use  of  cod  liver  oil  in  diabetes.    I  was  specially  led  to  do 
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this  by  its  remarkable  effect  in  the  case  of  two  brothers  whom  I 
treated  thirty-two  years  ago.  The  first,  an  active  business  man, 
age  thirty-five,  came  to  me  with  polyuria,  thirst,  emaciation  and 
progressive  loss  of  strength,  for  which  he  had  been  treated 
unavailingly  for  a  year,  with  the  usual  course  of  diet  and  drugs. 
He  then  took  larger  doses  of  cod  liver  oil  than  any  patient  in  my 
experience,  for  he  said  that  he  never  measured  it,  but  took  it 
directly  from  the  bottle  as  a  drink,  followed  by  Vichy  water.  In 
another  year's  time  he  was  cured,  and  he  has  remained  well  ever 
since.  His  brother,  two  years  younger,  came  to  me  the  following 
year  with  much  the  same  condition,  as  far  as  the  great  quantity 
of  sugar  in  the  urine  was  concerned,  but  he  suffered  in  addition 
from  general  bronchitis.  He  found  that  he  could  stomach  cod 
liver  oil  as  well  as  his  brother,  and  with  equally  good  results. 
The  younger  the  patient  the  more  persistently  I  urge  the  taking 
of  this  remedy,  and  I  adopt  every  resource  to  make  its  free  use 
possible  by  the  patient,  by  the  administration  with  it  of  pepsin 
and  bismuth.  So  long  as  the  stomach  does  not  rebel,  diabetes 
patients  of  this  class  cannot  take  too  much  cod  liver  oil.  Whether 
this  oil  acts  as  a  substitute  for  the  starchy  elements,  or  whether 
it  spares  the  proteids  from  disintegration,  or  whether  it  acts 
as  a  nerve  food,  or  whether  it  acts  by  increasing  the  red 
corpuscles,  I  do  not  know ;  but  as  an  empirical  fact,  I  can  testify 
that  it  both  diminishes  the  sugar  and  the  excess  of  urea  eliminated 
whenever  it  is  taken  freely  and  is  well  borne.  As  in  all  cases, 
where  we  aim  at  influencing  nutrition  by  any  measure,  it  must 
be  used  both  systematically  and  perseveringly.  Obesity  contra^ 
indicates  it,  and  likewise  I  would  not  give  it  to  patients  of  very 
sedentary  habits ;  but  it  is  quite  useful  with  many  elderly  people. 

Next  to  cod  liver  oil  I  would  mention  iron.  As  before  re- 
marked, I  have  long  suspected  diabetes  as  largely  a  muscle  dis- 
ease, and  throughout  the  animal  kingdom  muscular  power  is 
directly  proportioned  to  the  intake  of  oxygen.  As  iron  can 
act  in  us  only  in  its  capacity  of  an  oxygen  carrier,  I  try  to  give 
diabetics  all  the  iron  which  they  can  take,  along  with  all  the 
fresh  air  which  they  can  get.  As  iron  in  many  forms  tends  to 
cause  constipation,  which  itself  not  infrequently  becomes  a 
serious  trouble  to  diabetics,  a  very  serviceable  preparation  for 
them  is  the  old-fashioned  Hooper's  Pills,  whose  formula  is:  IJ 
sulphate  of  iron  30  grains,  powdered  senna,  powdered  jalap, 
cream  of  tartar,  powdered  ginger,  each  grs.  xii,  Ext.  gentian 
q.  s.  M.  Div.  in  pil.  xxx. 

The  progress  of  medicine  in  our  time  has  added  a  class  of 
remedies  which  are  coming  more  and  more  into  daily  use,  and 
to  which  I  would  apply  the  term  Medicinal,  in  distinction  from 
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surgical,  Antiseptics.  They  include  a  varied  list  of  phenol 
derivatives,  among  which  I  would  include  quinine,  for  sooner 
or  later  we  may  look  for  its  synthetic  production  from  coal  tar, 
as  well  as  the  salicylicates  and  the  benzoates.  In  this  class  of 
medicinal  antiseptics  I  would  also  include  arsenic. 

It  is  not  improbable  that  one  of  the  properties  of  this  class 
of  medicines  is  to  check  the  activity  of  various  enzymes,  which 
in  particular  states  cause  derangement  of  metabolic  processes 
in  the  body,  or  lead  to  disintegration  of  its  tissues.  We  are 
only  beginning  to  get  some  insight  into  relations  which  certain 
internal  secretions  bear,  on  the  one  hand,  to  the  assimilation  of 
food,  or  on  the  other,  to  the  neutralization  of  poisons  in  the 
system,  or  the  disintegration  of  the  tissues  themselves.  One  of 
the  most  striking  facts  in  this  connection  is  the  singularly  small 
quantity  of  the  secretions  themselves  which  seems  to  suffice  to 
maintain  the  important  functions  which  they  subserve.  Thus 
the  total  extirpation  of  the  pancreas  in  dogs  induces  a  fatal  dia- 
betes. This  diabetes  is  ascribed  to  the  removal  of  the  scattered 
glandular  structures  in  the  pancreas,  called  the  "  islands  of 
Langerhans."  But  if  three-fourths  of  the  pancreas  be  excised, 
so  that  only  one-fourth  remains,  the  small  remnant  of  these 
island  cells  is  yet  enough  by  their  secretion  to  prevent  glyco- 
suria. This  indicates  that  this  internal  secretion  is  of  the  nature 
of  an  enzyme  which  can  propagate  its  action  from  every  small 
beginnings.  The  small  bodies,  called  the  parathyroids,  have 
recently  been  proved  to  be  essential  to  life,  owing  to  their  inter- 
nal secretion  neutralizing  a  virulent  poison,  generated  most 
probably  in  the  alimentary  canal,  and  which  poison  causes  fatal 
tetanic  convulsions.  So  excision  of  three-fourths  of  the  kidneys, 
leaving  only  one-fourth  of  kidney  substance,  is  followed  by 
death,  preceded  by  great  polyuria,  with  such  excessive  excretion 
of  urea  that  it  seems  as  if  the  proteid  tissues  were  undergoing 
rapid  dissolution.  The  remarkable  result  is  ascribed  to  the 
kidneys  having  as  their  function  not  only  to  excrete,  but  also  to 
regulate,  the  production  of  urea  by  an  internal  renal  secretion. 

However  that  may  be,  I  have  for  some  time  been  much  inter- 
ested with  cases  which  have  come  under  my  observation  of 
excessive  excretion  of  urea  which  in  a  way  resemble  saccharine 
diabetes.  On  the  fifth  of  last  month  I  was  consulted  by  a 
healthy-looking  young  man,  age  twenty-three.  He  seemed  to 
be  a  typical  neurasthenic,  for  his  complaints  were  that  two 
years  ago  he  had  a  sudden  nervous  breakdown,  ever  since  which 
he  could  not  apply  his  mind  to  anything.  He  has  a  constant 
sense  of  fatigue,  is  very  nervous  and  dyspeptic,  especially  intol- 
erant of  starchy  food,  and  very  insomnic.     His  pulse  was  soft 
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and  weak.  Examination  of  his  urine  showed  that  he  passed  no 
less  than  fifty-one  grammes  of  urea  a  day,  while  according  to  his 
size,  and  on  his  restricted  diet,  he  should  normally  pass  only 
twenty-two  grammes.  The  total  solids  of  the  urine  amounted  to 
the  high  figure  of  114.37  grammes,  or  1,715  grains.  There  was 
no  albumen,  nor  casts,  nor  sugar  detectable  by  any  tests  in  the 
urine;  and  he  had  no  fever.  His  family  history  was  decidedly 
unfavorable  in  respect  of  neuroses,  one  brother  being  in  an 
asylum,  an  elder  sister  with  something  like  cyclical  insanity,  and 
another  sister,  younger  than  himself,  is  abnormally  fleshy. 

I  put  him  on  the  same  treatment  that  I  would  a  diabetic, 
namely,  a  shellac-covered  capsule,  containing  five  grains  of 
sulpho-carbolate  of  soda  and  one  grain  of  potassium  perman- 
ganate, to  be  taken  half  an  hour  after  meals  and  at  night ;  and 
one  hour  after  meals  t.i.d.  a  powder  of  ten  grains  of  sodium 
salicyslicate  and  ten  grains  of  sodium  benzoate.  On  the  six- 
teenth he  came  again  remarkably  improved  in  all  his  symptoms. 
His  urea  had  fallen  from  fifty-one  grammes  to  thirty  grammes; 
and  the  total  solids  had  decreased  250  grains.  To  add  now  ten 
grains  of  aspirin  to  each  dose  of  the  sulpho-carbolate,  or  forty 
grains  per  diem.  On  January  16th,  he  reported  that  he  was  able 
to  do  more  work  than  he  had  done  for  some  years,  and  that  he 
was  now  studying  to  pass  a  university  examination. 

I  believe  that  if  physicians,  instead  of  being  content  in  their 
examination  with  discovering  whether  there  were  abnormal  in- 
gredients in  the  urine  of  patients,  would  also  uniformly  investi- 
gate whether  the  normal  ingredients  were  present  in  their 
healthy  proportion,  that  more  cases  of  this  kind  would  be  found 
than  are  generally  suspected.  What  special  process  led  to  such 
abnormal  waste  in  this  patient,  I  do  not  know,  any  more  than 
what  the  real  processes  are  which  underlie  the  disease  diabetes. 
The  processes  of  the  chemistry  of  life  are  altogether  too  complex, 
and  too  imperfectly  understood  as  yet,  for  us  to  make  more  than 
doubtful  guesses.  But  as  an  empirical  fact,  I  am  sure  that  I 
succeed  better  in  controlling  diabetes  mellitus,  as  far  as  the  use 
of  drugs  goes,  by  a  persistent  and  free  administration  of  antisep- 
tics than  by  any  other  means,  cod  liver  oil  and  iron  excepted. 
In  such  a  disease  the  therapeutic  tests  should  be  sought  for  only 
in  severe  and  prolonged  cases ;  and  I  will  beg  leave,  in  illustra- 
tion, to  cite  briefly  one  such  history.  He  was  a  gentleman,  age 
forty-two,  who,  after  a  year  of  severe  mental  strain,  noticed  that 
he  was  passing  water  very  often  and  that  his  shirt  when  wet  by 
the  urine  was  stiffened  by  it.  He  was  put  on  diet,  opium  and 
codeine,  by  his  physician ;  but  as  he  was  steadily  losing  flesh  and 
strength,  and  was  subject  to  alarming  attacks  of  syncope,  he 
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finally  consulted  me.  I  first  saw  him  after  one  of  these  attacks. 
He  was  cyanosed  and  extremely  dyspnoeic.  Another  attack 
soon  occurred  in  which  he  seemed  to  be  passing  into  diabetic 
coma.  For  sixteen  years  after  this  I  conducted  the  manage- 
ment of  his  case,  watching  him  very  closely  as  he  was  a  most 
intimate  friend  of  mine,  and,  though  I  never  found  sugar  absent 
from  his  urine  during  those  sixteen  years,  he  ably  performed  the 
exacting  duties  of  chief  editor  of  one  of  the  largest  of  New 
York's  daily  newspapers.  He  then  moved  to  another  city,  to 
enter  upon  a  much  less  exacting  business.  I  warned  him  that 
he  was  by  no  means  a  well  man,  and  that  he  should  continue  his 
treatment  without  change.  I  learned,  however,  that  he  became 
quite  careless,  and  in  three  months  he  succumbed  to  an  attack 
of  bronchitis.  Such  histories  of  years  of  active  life,  while  keep- 
ing up  treatment,  soon  followed  by  fatal  decline  on  cessation  of 
the  same,  have  occurred  more  than  once  in  my  experience.  Na- 
ture does  not  cure  diabetes. 

As  remarked  before,  I  would  include  arsenic  in  this  class  of 
antiseptics,  as  it  comes  nearer  in  its  properties  as  a  medicine  to 
such  agents  than  to  any  other.  My  usual  practice  is  to  combine 
it  in  the  same  prescription  with  them,  and,  therefore,  I  ordinarily 
give  arsenious  acid  itself,  watching  for  the  development  of  ar- 
senial  symptoms,  just  as  in  prescribing  it  for  any  other  purpose. 
Some  of  the  liquid  preparations,  as  Fowler's  Solution,  the  Liq. 
arsenici  hydrochloridi,  or  the  bromide  of  arsenic,  have  the  ad- 
vantage that  the  dose  may  be  increased  or  diminished  more 
readily ;  but  I  have  failed  to  note  any  special  advantage  in  chang- 
ing the  form  of  the  drug,  because  it  is  arsenic  itself  in  them  all 
to  which  the  effect  is  due.  As  to  the  rest,  their  administration 
should  be  varied  from  time  to  time,  on  the  general  principle  that 
the  too-continued  use  of  any  drug  tends  to  lessen  its  efficacy,  or 
in  the  case  of  the  salicylicates  to  irritation  of  the  kidneys.  If 
called  to  a  patient  who  is  voiding  so  large  an  amount  of  sugar 
that  a  speedy  reduction  of  it  is  imperative,  I  would  give  fifteen 
grains  of  antipyrin,  with  the  same  of  sod.  benzoas,  four  times  a 
day.  After  a  time  I  would  substitute  fifteen  grains  of  aspirin 
with  ten  of  bismuth  salicylate.  In  subacute  cases,  illustrative 
prescriptions  would  be  somewhat  as  follows:  1$  Benzosal  grs. 
xlviii;  Sod.  benzoas  3iv,  Ac.  arseniosi  gr.  i;  Sod.  Salicylicae 
3iii.  Div.  in  capsul  xlviii;  two  an  hour  after  meals  and  at 
night.  Or  R  Sod.  sulphocarbolas  5ii,  Salicini  3i,  Phenacetine 
5ii,  Ammon  benzoas  3iv.  Ft.  capsul,  shellac  covered,  xlviii; 
Two  half  hour  after  meals;  and  if  there  be  much  insomnia, 
twenty  grains  of  Strontium  bromide,  and  fifteen  of  antipyrin, 
at  night.    Of  course,  each  physician  can  vary  such  medication 
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according  to  indications.  A  weekly  dose  of  bine  pill  is  nearly 
always  beneficial  to  patients  after  middle  life.  Unless  the 
patient  be  much  emaciated,  one  of  the  means  which  work  well 
to  prevent  the  tendency  to  constipation  is  a  powder  dissolved 
in  a  tumbler  of  hot  water  and  sipped  slowly  on  rising,  of  a 
drachm  and  a  half  of  sod.  bicarb.,  half  a  drachm  of  sod.  sulphas, 
and  of  magnesium  sulphas,  each,  and  ten  grains  of  salicylicas. 

Alkalies,  in  the  form  of  mineral  waters,  have  always  held  a 
deserved  place  in  the  treatment  of  diabetes.  There  is,  how- 
ever, one  caution  to  be  always  borne  in  mind,  and  that  is,  that 
the  free  use  of  all  saline  waters  tends  to  increase  the  waste  of 
the  system,  and  they  should  not  be  given  to  any  one  who  is  really 
losing  flesh.  I  think  that  I  have  seen  them  do  harm  to  emaciating 
diabetics. 

Diabetes  is  a  very  serious  disease  on  one  account  alone,  if  not 
on  other  accounts,  in  that  it  virtually  compels  a  starvation  of  an 
essential  element  of  food.  The  system  must  have  sugar,  and  if  it 
does  not  get  the  sugar  which  it  can  use  in  the  food,  it  will  turn 
to  its  own  proteid  for  sugar.  Along  with  this  profound  perver- 
sion poisons  begin  to  be  generated,  of  which  oxybutyric  acid  and 
its  derivatives  are  doubtless  only  a  part,  and  which  poisoning  we 
are  practically  unable  to  neutralize.  Our  function,  therefore,  is 
to  put  off  the  evil  day  of  these  terminal  developments  as  long  as 
possible;  and  to  do  that  I  am  sure  that  merely  functional  medi- 
cines will  afford  us  no  help.  The  essentials  of  the  chemistry  of 
this  specific  toxaemia  are  yet  unknown.  The  formation  of  ace- 
tone and  of  diacetic  acid  occurs  early,  but  the  blood  itself  often 
changes  its  color,  owing  to  the  abundant  presence  in  it  of  fatty 
and  of  proteid  granules.  Something,  however,  holds  back  the 
carbon  dioxide  in  the  tissues,  for  it  is  a  mistake  to  ascribe  the 
low  percentage  of  carbonic  acid  in  the  blood  to  hyperacidity,  be- 
cause the  blood  of  those  patients  when  drawn  will  take  up  oxygen 
or  carbonic  acid  about  as  freely  as  normal  blood.  The  last  step 
is  the  rapid  disappearance  of  sugar  from  the  urine.  Why  sugar 
is  absent  in  diabetic  coma  we  do  not  know,  but  curiously  enough 
the  first  danger  signal  comes  from  the  kidneys,  for  before  drowsi- 
ness begins  the  urine  often  deposits  an  enormous  number  of 
peculiar-looking  casts.  To  postpone  the  well-nigh  inevitable 
death  in  these  conditions  I  rely  upon  the  most  trustworthy 
diuretic  which  we  possess,  namely,  prolonged  intestinal  irri- 
gation with  hot  normal  saline  solution,  by  means  of  the  best 
instrument  for  the  purpose  which  I  know  of,  Kemp's  rectal 
irrigator.  Hypodermic  injections  of  seven  to  fourteen  grains  of 
camphor  in  sterilized  almond  or  olive  oil  answer  best  to  sustain 
the  failing  heart,  while  diluted  milk  holding  all  the  sodium 
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bicarbonate  which  the  patient  can  take  is  the  only  recourse  left 
for  food.  Some  of  the  fatal  poison  doubtless  could  be  washed 
out,  if  we  could  bleed  the  patient  freely  and  transfuse  an  equiv- 
alent amount  of  normal  saline. 


IV.  SYMPOSIUM  ON  DIABETES 


4.  The  General  Management  of  Diabetes 

By  FREDERICK  C.  SHATTUCK,  M.D. 

BOSTON,  MASS. 

Although  pathological  knowledge  affords  the  best  basis  of 
therapy  it  is  not  always  the  sole  basis.  We  cured  malaria  long 
before  we  knew  its  cause.  Syphilis  was  controlled  long  before 
bacteriology  was  born,  and  all  that  we  know  of  the  cause  of 
syphilis  to-day  is  that  it  must  be  dependent  upon  some  form  of 
living  organism  having  the  power  of  indefinite  reproduction. 

When  we  use  the  term  diabetes  mellitus  let  us  clearly  grasp 
the  fact  that  we  speak  probably  of  a  symptom  rather  than  a 
disease ;  that  the  presence  of  sugar  in  the  urine  means  a  greater 
or  less  impairment,  temporary  or  permanent,  of  the  power  of  the 
organism  to  consume  sugar;  that  while  our  knowledge  of  the 
starting  point  of  such  impairment  is  very  imperfect,  we  have 
good  reason  for  believing  it  may  be  as  widely  separated  as  Lan- 
gerhans'  islands  in  the  pancreas,  the  liver,  or  several  portions 
of  the  central  nervous  system ;  that  during  life,  at  least,  we  can 
rarely  determine  thf  point  of  origin  in  a  given  case. 

Useful  as  the  term  glycosuria  may  be  for  clinical  purposes  as 
denoting  the  milder  grades  of  the  condition,  in  these  brief  re- 
marks I  shall,  for  simplicity's  sake,  include  all  grades  of  the 
failure  to  burn  sugar  under  the  term  diabetes.  Although  we 
treat  a  condition  and  a  patient,  not  a  disease  and  a  patient, 
treatment  may  be  of  much  value,  resulting  in  prolongation  of  life 
and  promotion  of  comfort,  sometimes  an  absolute  cure.  The 
means  to  the  end  are  diet  and  mode  of  life,  the  role  of  drugs 
being,  as  I  am  sure  my  friend  Dr.  Thomson  will  agree,  a  sub- 
ordinate one.-  # 

Prevention,  being  the  highest  form  of  medicine,  comes  justly 
first.  What  can  we  do  to  prevent  diabetes  t  Very  little.  Hu- 
man life  in  civilized  regions  unavoidably  tends  to  become  more 
complex,  the  struggle  for  existence  fiercer,  competition  of  all 
kinds,  but  especially  among  brain  workers,  more  keen;  and  we 
must  recognize  nerve  overstrain  as  one  of  the  predisposing  causes 
of  diabetes.    Even  if  it  were  practicable  and  wise  to  make  peri- 
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odical  tests  of  the  sugar-burning  capacity  of  all  our  adult 
patients  in  active  life,  how  many  would  heed  the  danger  signal  of 
sugar  in  the  urine  after  the  ingestion  of  a  hundred  grams  of 
sugar  fasting?  Some  even  of  the  godly  say,  "Tush!  there  shall 
no  harm  happen  unto  me,"  showing  an  attitude  of  mind  possibly 
more  conducive  to  happiness  and  comfort  in  life  than  that  of 
Martha,  "careful  in  many  things." 

I  have  in  mind  a  man  approaching  middle  age  whose  great- 
grandmother,  grandmother  and  mother  all  died  of  diabetes,  and 
whose  own  urine  has  been  saccharine.  With  such  an  inheritance 
it  is  fairly  in  place  to  examine  the  sugar  combustion  power  of 
such  members  of  the  family  as  we  can,  and  to  enjoin  a  careful 
life  as  to  diet  and  strain.  Until  we  know  far  more  than  at 
present,  I  do  not  see  much  more  we  can  do  in  either  special  or 
general  prophylaxis. 

Time  does  not  permit,  even  if  the  occasion  demanded,  much 
detail ;  and  I  propose,  therefore,  to  deal  mainly  with  the  princi- 
ples which,  as  it  seems  to  me,  should  guide  us  in  the  manage- 
ment of  our  diabetic  patients.  A  diabetic  who  consults  us  and 
has  not  been  treated  should,  I  think,  be  told  to  collect  his  twenty- 
four  hour  urine  for,  say,  three  successive  days,  without  change 
in  either  diet  or  mode  of  life,  the  amount  of  urine  and  sugar 
being  important  factors  in  the  estimation  of  the  gravity  of  the 
case.  If,  on  the  other  hand,  the  patient  is  under  rational  treat- 
ment which  has  reduced  or  done  away  with  his  sugar  it  is  rarely 
desirable  to  let  down  the  bars,  as  experience  shows  that  sugar 
production  is  in  many  cases  more  easily  controlled  the  first  than 
on  subsequent  attempts.  In  general,  with  the  exception  of  cases 
which  are  evidently  very  mild  or  severe  in  type,  it  seems  to  me 
wiser  to  enforce  an  absolute  or  nearly  absolute  diet  at  once,— 
just  as  it  is  more  humane  to  complete  the  shortening  of  a  dog's 
tail  at  one  rather  than  in  successive  operations.  The  very  mild 
case  probably  does  not  require  great  restrictions.  If  acetone 
and  diacetic  acid  are  present  a  radical  and  rapid  change  in  diet 
is  dangerous.  The  striking  improvement  in  strength,  weight 
and  general  symptoms  which  wo  so  often  see,  rewards  the  patient 
for  his  self-danial  and  thus  encourages  him  to  persevere. 

So  wide  is  the  variation  between  the  different  cases  of  diabetes, 
and  so  emphatically  do  we  treat  the  patient,  the  more  we  indi- 
vidualize our  patients,  applying  general  principles  to  special 
cases,  the  better  results  shall  we  have.  The  diet  list  should  be 
adapted  to  each  case.  I  do  not  like  the  printed  lists  disin- 
terestedly furnished  us  by  some  of  the  manufacturers  of  food 
products.  They  encourage  laziness  and  routine— those  two 
cardinal  vices.    Moreover,  quantity  is  only  next  in  importance 
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to  qualify  in  the  food  of  a  diabetic.  An  approximate  adjustment 
of  the  amount  of  food  to  the  requirements  of  the  special  case 
must  be  aimed  at.  The  body  weight  should  be  noted  at  stated 
intervals,  weekly  during  the  earlier  part  of  treatment,  at  longer 
intervals  later  and  in  the  more  favorable  cases.  I  doubt  the 
wisdom  or  necessity  in  most  cases  of  such  accuracy  as  some  of  the 
modern  German  writers  seem  to  enjoin;  and  yet,  although  it 
may  not  be  essential  for  the  patient  to  provide  himself  with 
scales  and  weigh  out  his  portions,  nor  to  dine  in  scales  like  Dr. 
Ranctorius  of  old,  he  should  be  given  a  rough  idea  of  the  size 
of  a  given  weight  of  bread,  meat  and  fat.  An  increase  in  the 
amount  of  fatty  food  may  be  of  importance  nearly  comparable 
to  that  of  a  diminution  of  starch. 

The  weight  of  the  patient,  his  general  symptoms  or  their  lack 
and  the  condition  of  the  urine,  taken  together,  will  generally 
prove  safe  guides  as  to  the  judiciousness  of  the  diet.  Under  a 
strict  diet  the  sugar  and  polyuria,  one  or  both,  are  practically 
sure  to  diminish,  and  may  disappear.  In  a  favorable  case  I 
expect  to  see  the  sugar  disappear  in  two  or  three  weeks,  the 
weight  increasing.  How  long  a  strict  diet  is  to  be  maintained 
must  depend  upon  the  type  of  the  disease,  which,  again,  largely 
depends  upon  the  age  and  nutrition  of  the  patient.  In  milder 
cases  I  believe  it  to  be  wiser  to  keep  the  patient  on  a  strict  diet 
for  one  to  two  months,  and  then  to  test  the  tolerance  for  starch, 
giving  first  two  or  three  ounces  of  bread  daily  and  increasing 
the  amount  weekly  as  toleration  warrants.  In  more  severe  cases 
which  are  rendered  sugar  free  with  difficulty  one  must  be  more 
careful  in  allowing  bread,  and  watch  its  effect  even  more  closely. 
In  the  severest  cases,  in  which  the  diet  does  not  cause  the  sugar 
to  disappear,  it  is  ordinarily  better  to  allow  a  fixed  amount  of 
bread.  It  is  certainly  so  if  under  the  strict  diet  weight  and 
strength  fall  off.  The  sugar  is  then  made  from  the  nitrogenous 
food  or  the  body  tissues  and  the  danger  of  acid  intoxication 
is  increased. 

A  diabetic  who  loses  weight  does  so  for  one  of  three  reasons : 
His  diet  is  not  strict  enough,  or  it  is  too  strict;  or,  finally,  the 
case  is  a  hopeless  one.  Every  case  is  a  law  unto  itself.  Severe 
diabetes  is  not  a  disease  for  a  lazy  doctor  to  treat,  or  for  a  care- 
less or  willful  patient  to  well  endure. 

As  I  have  grown  older  I  find  that  I  have  more  and  more  dis- 
carded the  use  of  diabetic  breads.  No  diabetic  bread  which  is 
palatable  for  any  length  of  time  is  safe.  We  must  always  reckon 
with  human  greed  for  gold,  and  I  much  prefer  to  give  ordinary 
or  perhaps  graham  bread,  the  percentage  of  sugar-forming 
material  in  which  is  known,  than  to  run  the  chance  of  deluding 
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myself  and  my  patients.  I  once  visited  incognito  the  agency 
of  a  well-known  company  which  purveys  for  diabetics.  "Have 
you  bread  for  diabetics!"  "Yes."  "How  much  starch  does  it 
contain!"  "None."  "What!  No  starch!"  "None!"  My 
friend,  Professor  Wood,  however,  said  the  bread  contained  sixty  . 
per  cent,  of  sugar-forming  material.  Gluten  flour  from  another 
manufacturer  had  a  low  sugar-forming  percentage  one  year 
and  a  high  one  the  next 

If  alcohol  is  considered  desirable  it  is  best  given  in  the  form 
of  whiskey  or  brandy,  a  brut  champagne, .Moselle  wine,  or  one  of 
the  California  hocks,  some  of  which  contain  practically  no  sugar. 

I  have  never  used  the  skimmed-milk  cure  as  advocated  by  Don- 
kin.  To  remove  the  fat  and  leave  the  sugar  does  not  seem  con- 
sistent with  common  sense.  I  concede  that  it  has  worked  well  in 
some  cases,  but  wonder  if  the  explanation  does  not  lie  in  the 
fact  that  these  patients  had  been  eating  far  too  much,  and  would 
have  done  equally  well  under  a  diet  judiciously  restricted  in 
quantity  as  well  as  quality. 

A  day  of  starvation  once  every  two  or  three  months  is  very 
useful  in  some  cases.  Austin  Flint's  plan  of  keeping  a  patient 
in  bed  from  Saturday  night  until  Monday  morning  fasting,  has 
seemed  to  me  a  good  one.  If  hunger  is  felt  a  little  beef  tea  may 
be  a  comfort  without  really  invalidating  the  fast. 

The  bowels  should  always  receive  careful  attention.  All  the 
more  so  if  acetone  and  diacetic  acid  reactions  are  present  in  the 
urine.  The  skin  also  should  not  be  neglected.  Hot  or  vapor 
baths  at  home  followed  by  active  friction,  a  Turkish  or  Russian 
bath  at  a  well-managed  establishment,  if  the  general  state  of  the 
patient  permits,  are  useful  adjuvants,  especially  if  the  skin  be 
harsh,  dry  and  inactive.  Ralfe  thinks  he  has  succeeded  in  pre- 
venting impending  coma  by  the  hot  bath.  In  milder  cases,  with 
the  skin  still  relatively  active,  the  tonic  effect  of  a  daily  cool 
or  cold  bath,  provided  that  reaction  be  prompt,  thorough  and 
maintained,  is  of  service.  Diabetics  are  sensitive  to  cold,  and 
wool  or  silk  underclothing  of  light  or  moderate  weight  is  usually 
desirable.  I  think  we  generally  err  in  this  country  in  the  colder 
season  by  wearing  too  heavy  underclothing.  We  keep  our  houses 
at  summer  temperature,  and  voluntarily  load  ourselves  with 
clothing  which  we  would  think  justified  revolution  if  a  czar  com- 
pelled its  adoption.  A  diabetic  should  have  several  overcoats  of 
varying  thickness  and  warmth,  and  can  scarcely  be  too  well 
wrapped  up  while  driving  in  an  open  carriage,  the  only  form  of 
conveyance  really  fit  to  drive  in  except  in  stormy  weather. 

Worry  and  anxiety  are  to  be  avoided  as  far  as  possible.  Such 
avoidance  is— alas !— only  too  often  easier  to  enjoin    than    to 
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secure;  but  we  must  do  our  best.  The  man  of  large  affairs  and 
responsibility  must  be  helped  to  systematize  his  work,  to  throw 
eveiy  possible  detail  on  subordinates,  and  to  shorten  his  working 
hours.  How  many  of  us  inspect  the  down-town  offices  of  our 
patients  in  active  business  in  order  to  remedy  defects  of  light, 
ventilation  and  heating  of  the  apartments  where  more  time  is 
passed  than  anywhere  save  in  the  bedroom  t  In  many  cases  the 
sum  of  small  advantages  forms  a  large  aggregate,  and  sunshine 
and  open  fires  are  better  classed  among  the  greater  than  the 
small  advantages.  In  a  word,  we  are  dealing  with  a  class  of 
people  whose  resistance  and  vitality  are  more  or  less  diminished ; 
in  many  of  whom,  we  have  reason  to  believe,  the  nervous  system 
is  especially  at  fault.  The  desirability  of  moderating  nerve 
strain  is  therefore  obvious. 

Muscular  exercise  is  useful  directly,  in  that  it  burns  sugar; 
indirectly,  in  that  it  aids  blood  and  lymph  circulation.  It  is 
therefore  peculiarly  adapted  to  diabetics,  provided  that  thought 
and  intelligence  governs  its  use.  In  excess  it  is  potent  for  harm. 
Outdoor  exercise  is  far  better  than  in  any  confined  space,  if  the 
condition  and  circumstances  of  the  patient  permit.  As  to  the 
form— walking,  golf,  tennis,  horseback— it  must  depend  upon  the 
purse  and  taste.  We  are  all  so  constituted  that  what  we  enjoy 
is,  on  the  chances,  better  tolerated  than  what  we  dislike.  Calis- 
thenics and  the  various  forms  and  degrees  of  massage,  carefully 
adapted  to  the  individual  patient,  are  for  the  severer  cases. 
Patients  debilitated  from  any  cause  rightly  ask  direction  as  to 
the  amount  of  exercise  they  can  take.  If  the  intelligent  co-opera- 
tion of  the  patient  can  be  secured,  better  results  will  follow, 
even  in  sanitarium  treatment;  and  most  diabetics  are  not,  and 
cannot  be,  under  constant  supervision.  The  best  rule  I  have 
been  able  to  formulate  is  the  following:  The  patient  is  told, 
"You  exercise;  you  feel  tired;  you  rest  an  hour  and  fatigue 
passes.  That  fatigue  was  physiological,  healthy,  beneficial.  If, 
on  the  other  hand,  after  you  rest  you  are  still  tired,  you  have 
done  too  much." 

A  change  of  climate  during  our  northern  winter,  with  all  that 
such  change  carries  with  it  in  freedom  from  care  and  in  the 
ability  to  be  in  the  open  air  may  be  of  great  importance. 

I  am  painfully  conscious  of  the  sketchiness  of  these  remarks, 
but  try  to  derive  some  consolation  from  the  thought  that,  after 
all  is  said,  is  not  he  the  best  practitioner  of  medicine  who,  reason- 
able diagnostic  acumen  being  assumed,  at  the  expense  of  his  own 
gray  matter  most  skillfully  adapts  general  principles  to  the 
particular  needs  and  circumstances  of  the  special  case!  In 
passing  it  occurs  to  me  to  add  that,  unless  my  experience  has 
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been  exceptional,  it  is  unusual  to  observe  a  case  of  diabetes  from 
start  to  finish.  The  very  rapid  cases  are  not  very  common. 
Others  co-operate  heartily  for  a  time;  the  restrictions  then 
become  irksome,  and  they  sometimes  shun  the  doctor,  partly 
because  they  see  that  he  does  not  attach  much  importance  to 
drugs,  the  giving  of  which  still  represents  too  largely  in  the 
public  mind  the  function  of  the  physician,  and  partly  because 
they  do  not  want  to  exercise  the  self-denial  which  they  feel  will 
be  demanded  of  them.  In  the  milder  cases  past  middle  life  per- 
haps no  great  harm  results.  It  is  the  cases  of  medium  severity 
which  are  most  apt  to  suffer  from  this  ostrich-like  procedure. 
We  can  roughly  classify  our  diabetic  patients  into  those  of  (a) 
severe,  (6)  moderately  severe  and  (c)  mild  type. 

The  classification  of  any  given  case  can  usually  be  more  ac- 
curately made  after  than  before  a  suitable  diet  is  enforced,  as 
-some  cases  prove  more  or  less  manageable  than  we  expect  when 
we  first  see  them.  And  yet,  classify  as  we  will,  there  is  every 
possible  gradation  between  the  extremes. 

I  trust  that  a  few  illustrative  cases  will  not  trespass  too  much 
upon  your  patience.  A  patient  under  twenty  is  sure  to  be  of 
the  severest  type,  and  is,  with  very  rare  exceptions,  beyond  hope; 
and  yet,  life  may  be  prolonged  even  for  ten  years,  as  in  a  young 
man  of  exceptional  resolution  and  force  of  character  whom  I 
saw  several  times.  A  rigid  diet  should  be  enforced  as  long  as  it 
can  be  tolerated  and  strength  and  weight  are  maintained. 

I.  Two  years  ago  I  saw  a  girl  of  ten.  Polyuria  and  sugar 
had  recently  and  inexplicably  appeared.  Under  strict  diet  she 
became  sugar  free  for  a  considerable  time.  She  now,  under  the 
same  diet,  passes  about  fifty  ounces  of  urine  containing  eight  per 
cent,  of  sugar,  looks  and  feels  well  and  has  held  her  weight. 

II.  A  school  girl  of  eighteen  spent  Christmas  vacation  at 
home  and  appeared  to  her  mother  as  well  as  usual.  She  returned 
to  boarding  school  and  soon  complained  of  extreme  hunger  and 
thirst,  with  increasing  lassitude.  Polyuria  was  also  noted.  She 
lost  flesh  rapidly,  and  was  sent  home  January  27.  She  passed 
four  quarts  of  urine  in  the  twenty-four  hours  following  her 
return,  and  the  amount  of  sugar  was  4.6  per  cent.  There  were 
marked  acetone  and  diacetic  acid  reactions.  In  spite  of  large 
doses  of  bicarbonate  of  soda,  and  without  much  change  in  diet, 
she  went  into  coma,  and  died  January  30,  three  days  after  her 
return  from  school.  The  whole  process,  as  nearly  as  could  be 
ascertained,  was  of  a  little  less  than  a  month's  duration. 

III.  A  man  now  thirty-eight,  active,  florid,  muscular,  weigh- 
ing 206,  consulted  me  seven  years  ago  for  marked  polyuria  and 
four  per  cent,  of  sugar.    The  polyuria  was  recent,  but  the  sugar 
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was  probably  of  older  date,  as  he  had  had  eczema  of  the  penis  the 
previous  summer.  Under  strict  diet  in  two  weeks  the  urine 
became  normal.  There  was  a  slight  loss  of  weight.  He  now 
weighs  175  to  180.  He  is  in  good  general  condition,  in  spite  of 
extreme  and  unavoidable  business  worries  and  hard  work  for 
the  past  four  or  five  years.  He  has  relaxed,  and  again  restricted 
his  diet,  sugar  reappearing  in  the  urine  with  less  provocation 
than  formerly.  I  doubt  if  he  will  attain  old  age,  though  I  hope 
I  may  be  mistaken. 

IV.  A  woman  of  forty-one,  weighing  185,  entered  the  hospital 
in  July,  1891,  for  sciatica.  She  had  a  moderate  polyuria  with 
about  one  per  cent,  of  sugar,  varying  from  day  to  day.  Under 
treatment  the  sugar  disappeared  from  the  urine,  and  she  was 
discharged  much  relieved  after  a  month  in  the  hospital.  A  bjrief 
record  in  1897  states  that  she  was  looking  well,  sugar  present. 
Two  other  records  the  same  year  show  sugar  in  her  urine  in 
amounts  varying  from  one  per  cent,  to  one  and  one-half  per 
cent.  She  entered  the  hospital  again  in  December,  1903,  saying 
she  had  taken  no  special  care  of  herself,  except  to  avoid  sweet 
stuffs.  During  her  two  weeks'  stay  in  the  hospital  this  time  the 
urine  varied  between  forty-two  and  seventy-two  ounces,  the 
largest  amount  of  sugar  being  six  per  cent,  the  lowest,  under 
strict  diet,  six-tenths  of  one  per  cent.  She  was  discharged  at  her 
own  request,  the  urine  still  containing  sugar;  no  acetone  or 
diacetic  acid  reaction  at  any  time.  Weight  175.  In  twelve  years 
she  seems  to  have  lost  no  ground,  and  her  case  is  probably  to  be 
classed  as  a  favorable  one. 

V.  Seven  years  ago  a  man,  then  sixty-three,  of  large  business 
responsibilities,  first  consulted  me.  Ten  months  before  that  a 
competent  observer  had  found  no  sugar  in  his  urine.  I  found 
a  moderate  polyuria,  and  a  percentage  of  sugar.  Weight  184. 
He  was  easily  rendered  sugar  free,  and  after  a  time  could  tol- 
erate a  moderate  amount  of  starch.  From  time  to  time  he  broke 
loose,  had  gradually  developed  a  marked  arteriosclerosis,  which 
last  spring  led,  through  rank  imprudence,  to  a  uremic  attack. 
This  has  necessitated  some  change  in  his  diet,  and  he  has  never 
fully  regained  the  weight  he  lost  last  spring,  now  weighing  165, 
and  passing  about  two  per  cent,  of  sugar  without  polyuria.  He 
feels  well  and  is  in  active  work,  having  few  mental  resources 
outside  of  his  business. 

VI.  Shortly  after  this  his  brother,  one  and  a  half  years 
younger,  came  to  me  with  great  polyuria  and  much  sugar, 
recent  in  onset.  All  symptoms  disappeared  rapidly  under  diet, 
and  I  have  not  seen  him  professionally  for  six  years.  About 
that  time  he  was  elected  to  Congress,  and  has  been  since  active 
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in  political  and  campaign  work,  feeling  very  well  with  moderate 
dietary  restriction.  These  brothers  are  fair  examples  of  diabetes 
coming  on  after  middle  life,  in  well-nourished  though  not  obese 
persons— the  milder  type  of  the  disease.  It  is  usually  not  neces- 
sary to  enforce  an  absolute  diet  in  such  cases  long;  moderate 
restrictions  can  then  be  allowed.  Some  of  these  cases  can  later 
return  to  practically  an  ordinary  diet  without  reappearance  of 
sugar.  The  experience  of  all  of  you  can,  doubtless,  duplicate 
such  cases  as  I  have  sketched. 

In  the  young,  treatment  can  at  best  only  delay  the  fatal 
result.  In  those  in  the  prime  of  life  great  service  can  generally 
be  rendered,  though  actual  cure  occurs  only  in  the  minority  of 
cases.  In  those  past  middle  life  the  disease  is  usually  well  tol- 
erated, and  may  be  of  comparatively  little  moment,  provided  that 
reasonable  care  be  exercised ;  and  yet,  now  and  then  we  encounter 
cases  the  course  of  which  proves  other  than  first  impressions 
would  lead  us  to  expect 


V.    SYMPOSIUM  ON  DIABETES. 


5.    On  the  Occurrence  of  Diabetic  and  Non-Diabetic 
Glycosuria  in  the  Same  Individual 

By  HEINRICH  STERN,  Ph.  D.,  M.  D. 

NEW  YORK  CITY 

Seven  years  ago  I  pointed  out  that  what  we  designate  as  dia- 
betes mellitus  is  but  the  second  stage  of  a  process  of  systemic 
deterioration,  that  there  is  a  preglycosuric  stage  of  the  affection, 
that  the  glycosuria  is  nothing  more  than  the  most  prominent 
phenomenon  of  the  second  stage  of  the  deterioration,  and  that 
the  severity  of  the  diabetic  state  does  not  depend  upon  the 
intensity  of  the  concomitant  glycosuria. 

Hence,  an  individual  may  be  diabetic  long  before  glucose 
has  made  its  appearance  in  the  urine,  and  he  likely  continues  to 
be  subject  to  the  affection  even  if  for  the  time  being  the  excretion 
of  sugar  is  suspended. 

Glycosuria  is  but  a  consequence,  but  a  manifestation  of  a 
variety  of  causes.  It  is  an  enunciation  of  the  diabetic  state  much 
in  the  same  manner  as  it  is  a  symptom  of  manifold  disturbances 
of  either  ectogenous  or  endogenous  causation.  Its  presence  does 
not  a  priori,  stamp  a  person  a  diabetic;  on  the  other  hand,  its 
absence  in  the  face  of  other  pertaining  phenomena  is  no  conclu- 
sive proof  of  the  nonexistence  of  the  diabetic  state. 


Digitized  by 


Google 


HEINBICH  STERN 


119 


The  glycosuric  symptom  of  disease,  other  than  diabetes,  is  an 
established  fact.  It  appears  and  subsides,  as  its  underlying 
factors  supervene  or  vanish.  It  may,  therefore,  be  transitory  in 
character,  but  it  may  also  attain  a  certain  degree  of  chronicity. 
Gases  of  long-continued  glycosuria,-  not  modified  by  a  diet  free 
from  sugary  and  starchy  substances,  are  nondiabetic,  as  a  gen- 
eral rule.  This  is  especially  the  case  (excepting,  of  course,  when 
the  patient  is  in  the  last  stages  of  diabetes)  when  progressive 
bodily  decline  ensues  after  a  prolonged,  unintermitted,  antidia- 
betic regimen. 

Apart  from  the  dissimilarity  of  the  clinical  pictures  of  true 
diabetes  and  that  disturbance  of  which  it  forms  an  integral  part, 
nondiabetic  glycosuria  as  shown  by  me1  differs  from  the  diabetic 
type  in  the  following  respects : 


Cause. 

Duration. 


Degree   of    intensity  (uninflu- 
enced). 

▲mount  of  urine  (nninflaenced). 

Nitrogen  excreted  by  urine  (an- 
influenced). 

Influence  by  antidiabetic  regi- 


Inflaence  of  measures  directed 
toward  removal  or  modifica- 
tion of  (known)  etiologic  sub- 
stratum. 


Nondiabetic  Glycosuria. 


Demonstrable  in  most  instances. 

Depending  upon  nature  and  de- 
gree of  underlying  factors. 

Mild,  urinary  glucose,  usually 
less  than  1%. 

Normal,  or  bat  slightly  (tempo- 
rarily) increased 

Normal  ratio. 

Frequently  none  or  limited. 
GerhardVs  reaction  always 
negative.  % 

Frequently  positive;  cessation 
or  decrease. 


Diabetic  Glycosuria. 

Unknown. 
Chronic. 


Signer,     urinary 
from  1%  upward. 


glucose 


Markedly  increased  (perma- 
nently). 

Increased. 

Always.  Gerhard's  reaction 
occasionally  positive. 


Recalling  that  in  addition  to  these  divergent  points  of  the  two 
general  types  of  glycosuria,  the  classic  symptom-complex  of 
diabetes,  including  the  augmented  nitrogen  metabolism  as 
described  by  me,2  is  either  wanting  altogether  or  only  partly 
present  in  the  nondiabetic  condition  accompanied  by  glycosuria, 
and  remembering  that  in  the  majority  of  instances  a  demon- 
strable cause  stands  at  the  foundation  of  nondiabetic  glycosuria, 
it  is  not  a  difficult  task  to  discriminate  clinically  between  the 
diabetic  and  nondiabetic  forms  of  melituria. 

On  the  hand  of  these  discrepant  factors  the  occurrence  of  dia- 
betic and  nondiabetic  glycosuria  in  one  and  the  same  individual 
may  be  recognized.  We  know  that  simple  glycosuria  is  not  in- 
frequently superseded  by  well  authenticated  diabetes.  In  these 
cases,  however,  there  is  no  contemporaneous  or  alternate,  but  a 
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successive  occurrence  of  both  types  of  melituria  in  the  manner 
that  the  ope  subsides  and  the  other  consequential  to  the  graver 
condition  becomes  firmly  and  permanently  established.  Such 
instances,  of  course,  do  not  belong  to  the  domain  of  duplex  meli- 
turia, a  term  by  which  I  shall  designate  hereafter  the  synchro- 
nous or  alternate  occurrence  of  diabetic  and  nondiabetic 
glycosuria. 

I  have  met  at  least  sixteen  or  seventeen  cases  of  duplex  meli- 
turia, upon  a  study  of  which  are  founded  the  following  data  and 
deductions : 

Duplex  melituria,  as  the  name  implies,  is  always  of  contempo- 
raneous nature.  Clinically,  however,  it  is  demonstrable  only  by 
the  temporary  abatement  of  one  pertaining  set  of  symptoms.  It 
is  characteristic  of  the  affections  that  the  syndrome  subsiding 
rapidly,  even  if  but  temporarily,  upon  the  institution  of  a  rigid 
antidiabetic  regimen,  is  the  one  of  diabetes.  Hence  it  is  mostly 
by  the  temporary  decrease  or  eessation  of  the  diabetic  phenom- 
enon that  the  manifestations  of  an  accompanying  or  intercur- 
rent disorder,  plus  its  glycosuric  symptom,  become  evident  or 
more  conspicuous.  The  recognition  of  duplex  melituria  depends, 
therefore,  on  the  alternate  prominence  of  one  set  of  symptoms, 
including  the  respective  glycosuria. 

If  the  nondiabetic  glycosuria  disperses  simultaneously  with  the 
diabetic  melituria,  it  can  hardly  ever  be  recognized.  Duplex 
melituria  is  just  as  much  a  simple  glycosuria  aggravated  by  the 
glysocuric  symptom  of  diabetes,  as  it  is  a  complication  of  the 
latter  with  simple  glycosuria.  The  two  types  of  glycosuria  may 
be  interdependent ;  in  the  majority  of  cases,  however,  they  seem 
to  occur  independently  of  each  other.  They  may  be  of  synchro- 
nous production,  for  which,  however,  there  is  no  proof ;  viewed 
from  the  clincal  standpoint,  one  type  of  glycosuria  antedates 
the  other,  as  the  symptom-complex  connected  with  the  one 
always  overshadows  the  syndrome,  of  which  the  other  is  an 
important  factor. 

Duplex  melituria  is  the  result  of  two  concurrent  or  inter- 
current affections  of-  dissimilar  character,  having  the  one  symp- 
tom, glycosuria,  in  common.  There  is  no  reason  why  glycosuria 
cannot  reflect  two  pathologic  conditions  at  any  one  time  as  does 
for  instance  the  symptom,  fever.  The  extept  to  which  each  type 
of  glycosuria  contributes  toward  the  duplex  melituria  can  only 
be  determined  by  the  abatement  of  one  type;  as  a  general  rule, 
however,  diabetic  glycosuria,  as  already  pointed  out,  surpasses 
the  nondiabetic  form  in  'intensity.  A  patient,  for  instance, 
exhibiting  all  the  clinical  phenomena  of  diabetes,  excretes  diurn- 
ally  3,000  cubic  centimetres  of  urine  containing  three  per  cent. 
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that  is  ninety  grammes,  of  carbamid  and  five  per  eent.  that  is  150 
grammes,  of  glucose.  After  pursuing  a  strict  antidiabetic  dietary 
for  four  weeks,  all  the  manifestations  of  diabetes  have  subsided, 
the  daily  amount  of  urine  is  reduced  to  1,500  cubic  centimetres ; 
the  carbamid,  notwithstanding  the  increased  ingestion  of  proteid 
material,  has  not  been  augmented,  which  in  reality  means  a 
decided  reduction,  but  the  patient  continues  to  excrete  0.33  per 
cent,  glucose,  that  is  4.95  grammes  daily.  This  amount,  in  all 
likelihood,  represents  the  glucose  of  non-diabetic  production.  Of 
course,  in  far  advanced  diabetes,  a  similar  differentiation  between 
the  two  great  typed  of  glycosuria  cannot  be  attempted.  Here  the 
diabetic  glucose— in  spite  of  all  dietary  regulations— is  as  endur- 
ing as  are  the  other  manifestations  of  the  diabetic  state. 

In  uncomplicated  diabetes,  as  long  as  it  has  not  entered  into  its 
last  stage,  when  it  is  eo  ipso  a  complicated  affection,  and  decrease 
of  the  glycosuria  when  under  a  specific  diet,  goes  as  a  rule  hand 
in  hand  with  the  obliteration  of  the  other  diabetic  manifestations. 
The  majority  of  cases  of  diabetes  in  which  on  prolonged  dieting 
the  total  syndrome,  save  a  slight  glycosuria,  disappears,  are,  it 
seems,  complicated  with  disorders  of  which  this  very  glycosuria 
condition  is  the  consequence.  This  is  especially  the  case  when 
the  patient,  still  under  a  strict  regimen,  continues  to  decline  after 
the  suppression  of  the  symptom-group  of  diabetes. 

In  uncomplicated  diabetes,  systemic  decline  is  not  only 
arrested  after  the  temporary  abatement  of  the  glycosuric  and  the 
other  pertaining  phenomena,  but  the  patient  frequently  gains  in 
weight  and  strength  even  if  the  monotonous,  though  sufficient 
proteid-fat  nourishment  be  continued  for  long  periods. 

Moreover,  in  diabetic  urine,  acetone  and  diacetic  acid  may 
occur  in  excess  and  betaoxybutyric  acid  even  may  make  its 
appearance  after  prolonged  dieting;  in  nondiabetic  glycosuria, 
while  the  diet  exerts  but  limited  influence  upon  the  excretion  of 
glucose,  I  have  never  observed  undue  amounts  of  acetone  or 
diacetic  acid,  nor  could  I  ever  detect  the  presence  of  betaoxybuty- 
ric acid  which,  in  its  clinical  importance,  is  a  much  overrated 
factor. 

For  purposes  of  illustration  I  have  selected  a  few  of  my  cases 
of  duplex  melituria  whose  pertaining,  though  abbreviated,  his- 
tories are  related  in  the  following: 

Case  I.  Rosa  N.,  aged  fifty-three,  was  born  in  Russia,  and  is  the  mother 
of  ten  children.  The  patient,  according  to  her  physician,  exhibited  the- 
symptoms  of  diabetes  for  the  past  eighteen  months.  Urine  varying  from 
2,800  cubic  centimetres  to  3,500  cubic  centimetres  per  day.  Glucose  between 
three  per  eent.  and  5.5  per  cent.    She  had  been  on  a  liberal  diet. 

The  patient  was  first  seen  May  17,  1902.    She  complained  of  polydipsia^ 
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pruritus,  weakness,  and  emaciation.  She  had  lost  about  twenty-five  pounds 
since  the  onset  of  the  disease.  Present  weight,  151  pounds.  She  had  been 
repeatedly  affected  with  furunculosis  during  the  past  eighteen  months.  No 
lues. 

The  physical  examination  revealed  nothing  beyond  the  usual  manifes- 
tation of  progressive  emaciation;  flabby  abdomen,  flaccid  muscles,  enterop- 
tosis  and  prolapsed  right  kidney;  thoracic  and  abdominal  organs  were 
apparently  in  fair  condition. 

Urine,  amount  for  twenty-four  hours,  3,840  cubic  centimetres;  specific 
gravity,  1,029 ;  acidity,  0.45  degrees ;  carbamid,  2.9  per  cent,  for  111.36 
grammes;  glucose,  3.33  per  cent,  or  127.872  grammes;  no  acetone  or  diacetic 
acid.     There  was  no  evidence  of  kidney  disease. 

Treatment.  Dietary,  exclusion  of  all  farinaceous  material  and  substitu- 
tion therefor  of  hydrocarbons— thirty-five  calories  per  day  and  kilogram  of 
body-weight. 

May  24.  Body-weight,  152^  pounds.  Polydipsia  disappeared,  weakness 
less  pronounced,  pruritus  absent.  Twenty-four  hours'  urine,  1,700  cubic 
centimetres;  specific  gravity,  1,021;  acidity,  0.48  degrees;  carbamid, 
three  per  cent,  or  fifty-one  grammes;  glucose,  0.10  per  cent,  or  1.7  grammes; 
acetone  and  diacetic  acid  absent.    Diet  continued. 

May  31.  Body-weight,  154*4  pounds.  Diabetic  symptoms  dispersed, 
some  weakness  and  glycosuria.  Twenty-four  hours'  urine,  1,600  cubic  centi- 
metres; specific  gravity,  1,016.5;  acidity,  0.41  degrees;  carbamid,  2.6  per 
cent,  or  41.6  grammes;  glucose,  0.14  per  cent,  or  2.24  grammes.  No  acetone 
or  diacetic  acid.    Diet  continued. 

June  14.  Body-weight,  159  pounds.  Twenty-four  hours'  urine,  1,450 
cubic  centimetres;  specific  gravity,  1,015.5;  acidity,  0.40  degrees;  carbamid, 
2.2  per  cent,  or  31.90  grammes;  glucose,  0.14  per  cent,  or  2.03  grammes. 
Diet  continued. 

June  22.  Body-weight,  161  pounds.  Patient  complained  of  irritability 
and  insomnia.  The  urine  exhibited  the  same  features  as  on  the  three  previous 
occasions;  amount  of  excreted  glucose  still  above  two  grammes  in  twenty- 
four  hours.  All  the  phenomena  of  diabetes  have  vanished.  Patient  con- 
tinued to  gain  in  weight.  Irritability  and  other  nervous  phenomena  not 
due  to  subalimentation.  Diet:  100  grammes  of  wheaten  bread  (toasted) 
per  day  in  addition  to  the  former  dietary. 

June  28.  No  diabetic  symptoms.  Irritability  and  insomnia  continue. 
Body-weight,  160  pounds.  Glucose  output,  1.75  grammes  in  twenty-four 
hours.  Diet:  150  grammes  of  wheaten  bread  (toasted)  per  day,  300  cubic 
centimetres  of  milk  in  divided  portions,  proteid  material,  less  fatty  sub- 
stances. Total  caloric  value,  about  thirty-five  per  day  and  kilogram  of 
body-weight. 

July  5.  Body-weight,  I6O54  pounds.  No  diabetic  symptoms.  Irritability 
and  insomnia  continue.  Glucose  output,  1.9  grammes.  Diet:  Farinaceous 
material  ad  libitum, 

July  11.  Polydipsia  and  pruritus  returned;  irritability  and  insomnia 
have  yielded  to  weakness  and  languor.  Body-weight,  158^  pounds.  Twenty- 
four  hours7  urine,  3,100  cubic  centimetres;  carbamid,  2.8  per  cent,  or  86.8 
grammes;  glucose,  3.8  per  cent.,  or  117.8  grammes.  Diet:  Rigidly  anti- 
diabetic. 
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July  21.  Body-weight,  158  pounds.  Diabetic  phenomena  disappeared 
again.  Irritability  and  insomnia  returned,  feels  stronger.  Twenty-four 
hours'  urine,  1,800  cubic  centimetres;  carbamid,  three  per  cent.,  or  fifty-four 
grammes;  glucose,  0.16  per  cent.,  or  2.88  grammes.  Diet:  Strictly  anti- 
diabetic. 

August  16.  Body-weight,  160  j£  pounds.  Diabetic  manifestations  absent; 
irritability  and  insomnia  persisting;  fairly  strong.  Twenty-four  hours' 
urine,  1,480  cubic  centimetres;  carbamid,  3.1  per  cent.,  or  45.88  grammes; 
glucose,  0.14  per  cent.,  or  2,072  grammes. 

Treatment.    Medicinal  for  neurotic  conditions. 

Dietary.  Allowance  of  carbohydrates  to  the  extent  that  not  more  than 
three  grammes  of  glucose  are  excreted  daily.  Patient  has  in  the  course  of 
time  ingested  as  much  as  250  grammes  of  bread,  500  cubic  centimetres  of 
milk,  and  one  apple  or  orange  per  day,  without  supervention  of  diabetic 
glycosuria  or  any  of  the  other  symptoms  of  diabetes. 

Case  II.    William  A.,  aged  fifty,  native  of  United  States,  lawyer. 

Patient,  according  to  the  notes  of  his  physician,  had  been  affected  with 
typical  diabetes  for  almost  two  years,  when  he  came  under  my  observation. 
The  daily  urine  amounted  to  about  2,500  cubic  centimetres  on  the  average; 
the  glucose  output  varied  between  two  per  cent,  and  four  per  cent.  Had 
been  for  occasional  short  periods  on  a  somewhat  restricted  diet,  but  never 
under  a  rigid  antidiabetic  regimen.  For  the  greater  part  of  the  time  the 
only  dietary  restriction  consisted  in  the  exclusion  of  sugars. 

The  patient  was  first  seen  March  3,  1901.  He  stated  that  he  was  affected 
with  nocturnal  polyuria,  loss  of  memory,  and  weakness,  and  that  he  had  lost 
about  thirty  pounds  since  the  onset  of  the  disease.  Present  weight  177} 
pounds.    No  lues. 

The  physical  examination  evidenced  a  somewhat  enlarged  liver,  slight 
gastrectasis,  and  a  somewhat  irritated  heart.  The  other  organs  were 
apparently  in  a  normal  state. 

Urine.  Amount  for  twenty-four  hours,  2,200  cubic  centimetres;  specific 
gravity,  1026.5;  acidity,  0.52  degrees;  carbamid,  2.3  per  cent.,  or  50.6 
grammes;  glucose,  2.94  per  cent.,  or  64.08  grammes.  No  acetone  or  diacetic 
acid;  no  evidence  of  renal  disease. 

Treatment.  Rigid  antidiabetic  diet,  thirty-five  calories  per  day  and  kilo- 
gram of  body-weight. 

March  10.  Body- weight,  178^  pounds.  Nocturnal  polyuria  almost  dis- 
appeared; memory  about  the  same,  feels  stronger.  Twenty-four  hours'  urine, 
1,550  cubic  centimetres;  specific  gravity,  1,020;  acidity,  0.53  degrees;  car- 
bamid, 2.6  per  cent.,  or  40.30  grammes;  glucose,  none;  acetone  and  diacetic 
acid,  none;  other  foreign  substances,  none.    Diet  continued. 

March  17.  Body-weight,  179^  pounds.  Nocturnal  polyuria  subsided 
entirely;  memory  improved;  feels  decidedly  stronger.  Twenty-four  hours' 
urine,  1,550  cubic  centimetres ;  specific  gravity,  1,020 ;  acidity,  0.50  degrees ; 
carbamid,  2.5  per  cent.,  or  38.75  grammes;  glucose,  0.125  per  cent.,  or  1.94 
grammes;  no  acetone  or  diacetic  acid.    Diet  continued. 

April  8.  Body-weight,  180^  pounds.  Feels  very  well.  Twenty-four 
hours'  urine,  1,650  cubic  centimetres;  specific  gravity,  1,019;  carbamid,  2.2 
per  cent.,  or  36.30  grammes;  glucose  less  than  0.5  grammes.    Diet  continued. 
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April  13.  Body-weight,  181#  pounds.  Constipated,  flatulence,  head- 
ache. Twenty-four  hours'  urine,  1,725  cubic  centimetres;  specific  gravity, 
1,020,  glucose,  0.14  per  cent.,  or  2,41  grammes. 

Treatment.  Fifty  grammes  wheaten  bread  daily  in  addition  to  former 
diet;  medicinally  for  the  inactivity  of  the  liver,  fluid  extract  of  chionanthus 
virginica. 

April  28.  Body-weight,  182  pounds.  Abdominal  symptoms  and  headache 
disappeared  a  few  days  ago.  Twenty-four  hours'  urine,  1,500  cubic  centi- 
metres; specific  gravity,  1,019.5;  glucose  less  than  0.5  grammes. 

Treatment.  Diet:  100  grammes  wheaten  bread,  one  orange,  otherwise  as 
before. 

June  1.  Body- weight,  183 %  pounds.  Feels  well.  Specific  gravity,  1,018; 
glucose  less  than  0.5  grammes.    Diet  as  before. 

June  21.  Nausea  and  vomiting,  constipation  and  flatulence.  Twenty- 
four  hours'  urine,  1,675  cubic  centimetres;  glucose,  0.16  per  cent.,  or  2.6? 
grammes.    Diet  as  before. 

July  1.  Body-weight,  182^  pounds.  Feels  well.  Glucose  less  than  0.5 
grammes.  Diet:  200  grammes  wheaten  bread,  one  orange,  250  cubic  centi- 
metres milk,  less  fatty  substances,  otherwise  as  before. 

August  24.  Feels  well.  Glucose  less  than  0.5  grammes.  Patient  continued 
for  some  time  in  a  very  good  condition,  always  excreting  small  amounts  of 
glucose.    Some  months  afterward  he  discarded  all  dietary*  precautions. 

February  13,  1902.  Reappearance  of  diabetic  phenomena.  Body-weight, 
180  pounds.  Urine,  2,400  cubic  centimetres;  specific  gravity,  1,025.5;  car- 
bamid,  2.4  per  cent.,  or  57.6  grammes;  glucose,  1.78  per  cent.,  or  42.72 
grammes. 

Case  III.  Louise  C,  aged  fifty-eight,  native  of  the  United  States,  widow, 
no  children. 

Patient  had  been  affected  with  a  parotid  abscess  involving  the  adjacent 
lymphatic  gland.  Nothing  short  of  a  parotidectomy,  performed  during  the 
winter  of  1898-1899,  gave  relief  to  the  local  symptoms.  Almost  immediately 
after  removal  of  the  parotid  the  patient 's  sense  of  hearing  became  impaired, 
she  began  to  suffer  from  headaches  and  attacks  of  indigestion,  and  a  slight 
glycosuria— never  higher  than  0.75  per  cent.— of  more  or  less  chronicity, 
supervened. 

According  to  the  statement  of  her  physician  phenomena  characteristic 
of  diabetes  were  not  exhibited  until  the  following  September,  when  an 
analysis  made  at  a  public  laboratory  showed  the  urine  to  possess  a  specific 
gravity  of  1,032  and  to  contain  carbamid  0.9  per  cent,  and  glucose  4.4  per 
cent.    No  evidence  of  renal  disease  was  demonstrated. 

Patient  was  first  seen  November  18,  1899.  She  stated  that  her  deafness 
became  more  pronounced  from  day  to  day,  that  she  had  intense  pruritus  of 
the  vulva  since  about  the  middle  of  September,  that  she  had  great  thirst 
and  that  she  must  urinate  frequently.  Had  lost  considerably  in  weight,  "at 
least  four  inches  in  bust  measure"  during  the  past  two  months.  Present 
weight  161  pounds.  No  lues.  Suffered  occasionally  from  dull  headache  at 
the  base  of  brain.    Had  indulged  in  all  kinds  of  food,  including  sweets. 

The  physical  examination  revealed  a  very  weak  heart,  in  the  condition  of 
fatty  degeneration,  a  state  of  general  arterio-sclerosis,  enteroptosis,  dis- 
tended stomach,  some  coprostasis,  and  very  flaccid  muscles. 
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Urine.  Amount  for  twenty-four  hours,  2,800  cubic  centimetres;  specific 
gravity,  1,024;  acidity,  0.55  degrees;  carbamid,  two  per  cent,  or  fifty-six 
grammes;  glucose,  3.1  per  cent,  or  86.8  grammes.  No  acetone  or  diacetic 
acid.  No  characteristics  of  kidney  disease.  Rigid  antidiabetic  diet  in  any 
desired  amount. 

November  28.  Body-weight,  155.5  pounds.  Feels  much  improved.  Loss 
of  weight  very  likely  due  to  incessant  diarrhea  since  institution  of  proteid- 
fat  nourishment;  thirst  moderate,  some  insomnia.  Twenty-four  hours'  urine, 
2,250  cubic  centimetres;  specie  gravity,  1,018.5;  glucose,  0.38  per  cent.,  or 
8.55  grammes.    Antidiabetic  diet  as  before.    Antidiarrheal  medication. 

December  7.  Body-weight,  159  pounds.  Deafness  continues,  otherwise 
improvement  very  marked;  muscles  appear  harder;  seems  to  have  her  old 
spirits  and  energy.  Twenty-four  hours'  urine,  1,800  cubic  centimetres; 
specific  gravity,  1,019;  glucose,  0.55  per  cent.,  or  9.90  grammes.  Diet  as 
before. 

December  14.  Body-weight,  160  J^  pounds.  Deafness  unchanged;  improve- 
ment continues.  Twenty-four  hours'  urine,  1,825  cubic  centimetres;  specific 
gravity,  1,022;  glucose,  0.58  per  cent,  or  10.56  grammes.    Diet  as  before. 

January  13,  1900.  Body-weight,  164  pounds.  Deafness  permanent;  feels 
very  well.  Twenty-four  hours'  urine,  2,100  cubic  centimetres;  specific 
gravity,  1,015;  glucose,  0.43  per  cent,  or  9.03  grammes.  Diet:  mixed  food, 
including  300  grammes  carbohydrates  and  250  cubic  centimetres  milk. 

February  21.  Body-weight,  171  pounds.  Feels  well,  excepting  the  occa- 
sional .dull  pain  at  the  base  of  the  brain.  Twenty-four  hours'  urine,  1,560 
cubic  centimetres;  specific  gravity,  1,017.5;  glucose,  0.51  per  cent.,  or  7.96 
grammes.     Diet  somewhat  restricted,  as  before. 

The  foregoing  three  cases  are  typical  instances  of  duplex 
melituria.  The  differences  in  these  three  cases  are  multiplex,  but 
they  all  have  in  common  a  condition  of  true  diabetes  plus  another 
disorder  also  characterized  by  a  more  or  less  pronounced  gly- 
cosuria tending  to  chronicity.  The  additional  disorder  exhibit- 
ing a  glycosuria  symptom  in  Case  I  is  undoubtedly  one  of  the 
central  nervous  system ;  in  Case  II  it  is  the  enlarged  liver  and  its 
perverted  activity,  and  in  Case  III  it  is  the  loss  of  the  parotid 
gland  implying  the  probable  loss  of  an  internal  secretion,  which 
stand  at  the  foundation  of  the  nondiabetic  glycosuria. 

In  Cases  I  and  II,  diabetes  may  have  been  the  original  affec- 
tion ;  in  Case  III  the  glycosuria  antedated  the  occurrence  of  dia- 
betes without  any  doubt.  In  all  the  cases  the  body-weight 
increased  on  the  institution  of  a  rigid  dietary  as  long  as  the 
organism  was  in  an  actual  diabetic  condition;  the  moment  the 
diabetes  resumed  its  latent  character  and  the  phenomena  of  the 
concurrent  affection  appeared  in  the  foreground,  the  restricted 
diet  remained  without  any  decided  influence  upon  the  absolute 
body-weight.  Excepting  on  one  occasion  in  Case  II,  all  the 
dietary  restrictions  could  not  completely  suppress  the  low,  accom- 
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panying  glycosuria.  That  this  was  in  no  instance  due  to  the 
synchronous  diabetic  condition  is  proved  by  the  rapid  disappear- 
ance of  all  the  diabetes  phenomena  on  the  institution  of  the  strict 
diet.  The  diabetic  affections  in  the  three  cases  were  of  an  exceed- 
ingly mild  nature;  in  seven  days'  dieting  the  daily  glucose  out- 
put in  Case  I  was  reduced  from  128  grammes  to  1.75  grammes; 
in  the  same  period  of  time  the  glucose  excretion  in  Case  II 
amounting  to  64.68  grammes  in  twenty-four  hours,  had  entirely 
disappeared,  and  a  reduction  from  86.8  grammes  to  8.55  grammes 
per  day  ensued  in  Case  III,  within  ten  days. 

That  the  accompanying  low  degree  of  glycosuria  in  the  three 
cases  was  not  diabetic  in  character  is  evidenced:  1.  By  its  con- 
tinuation after  the  rapid  suppression  of  the  manifestations  of  a 
mild  diabetes.  2.  By  its  persistence  after  prolonged  and  rigid 
antidiabetic  dieting.  3.  By  the  increase  in  body-weight  in  spite 
of  the  persistence  of  the  glycosuria.  4.  By  the  normal,  or  almost 
normal  amount  of  urine  eliminated  after  disappearance  of  the 
high  degree  of  glycosuria.  5.  By  the  excretion  of  proportional 
small  amounts  of  carbamid  during  the  continued  ingestion  of 
large  quantities  of  nitrogenous  substances.  6.  By  the  greater 
prominence  of  certain,  more  than  transitory  phenomena,  after 
the  establishment  of  the  artificial  latency  of  the  diabetic  state. 

One  could  adduce  that  the  low  degree  of  glycosuria  was  noth- 
ing else  but  the  insuppressible  portion  of  the  diabetic  glycosuria. 
To  this  must  be  remarked  that  the  nondiabetic  glycosuria  not 
only  antedated  the  diabetic  glycosuria  and  continued  in  unaltered 
form  after  subsidence  of  the  diabetic  manifestations  in  one  of 
the  cases,  but  that  the  diabetic  phenomena  were  of  a  type  readily 
and  completely  responding  to  dietary  measures,  of  a  type  in 
which  the  excreted  glucose  is  the  result  of  perverted  amylolysis 
only. 

That  the  concomitant  low  degree  of  glycosuria  was  not  the  con- 
sequence of  proteolysis  or  of  plasmolysis,*  indicating  the  graver 
and  the  gravest  diabetic  states,  respectively,  is  peremptorily 
precluded  by  the  progressive  gain  in  weight  and  the  associated 
diminished  egestion  of  nitrogenous  material  after  subsidence  of 
the  demonstrable  diabetic  phenomena. 

The  following  points  may  be  deduced  from  this  communica- 
tion: 

1.  The  diabetic  state  may  be  well  established  before  glucose 
is  excreted  by  the  urine.  Diabetic  glycosuria  is  nothing  more 
than  the  salient  feature  of  the  second  stage  of  the  diabetic 
deterioration. 

•mEployed  here  to  designate  disintegration  of  body  albumen. 
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2.  Glycosuria  is  a  symptom,  an  enunciation  of  manifold  other 
disturbances  of  ectogenous,  as  well  as  of  endogenous  causation. 

3.  With  the  assistance  of  various  discrepant  factors  we  are 
enabled  to  differentiate  clinically  between  the  diabetic  and  non- 
diabetic  form  of  glycosuria. 

4.  Duplex  melituria  is  the  result  of  two  concurrent  or  inter- 
current affections  of  dissimilar  character,  having  the  one  symp- 
tom, glycosuria,.in  common. 

5.  The  recognition  of  duplex  melituria  depends  on  the  alter- 
nate prominence  of  one  set  of  symptoms,  including  the  respective 
glycosuria. 

1.  On  the  prodromlc  stage,  the  early  recognition  and  early  treatment  of  diabetes  melUtne, 
New  York  Medical  Journal,  Jnly  10, 1987;  also:  A  contribution  to  the  pathogenesis  and  etiology 
of  diabetes  raellitus,  Medical  Record,  December  18, 1807. 

2.  The  Glycosuric  Symptom  of  Disease  and  its  Medicinal  Treatment,  Journal  American  Med- 
ical Association,  March  U,  lOB. 

3.  A  contribution  to  the  pathogenesis  and  etiology  of  diabetes  mellitns,  Med.  Record,  De  - 
camber  18, 1807.  Also:  Points  connected  with  the  general  etiology  and  pathogenesis  of  diabetes 
meliltos,  Phlla.  Med.  Journal,  April  17, 1001. 


VI.    SYMPOSIUM  ON  NEPHRITIS 


1.  Some  Groups  of  Kidney  Disease 

By  FRANCIS  DELAFIELD,  M.  D. 

NEW  YORK 

I  have  been  asked  to  read  a  paper  on  the  Classification  and 
Pathology  of  Disease  of  the  Kidneys.  The  views  which  I  hold 
on  these  subjects,  however,  are  sufficiently  well  known,  so  that 
it  is  hardly  worth  while  to  repeat  them  here.  But  it  has  seemed 
to  me  that  it  might  be  profitable  to  consider  some  of  the  ordinary 
clinical  groups  of  kidney  disease  and  try  to  state  as  exactly  as 
possible  what  our  knowledge  is  concerning  them  at  the  present 
time. 

1.  There  is  a  group  of  cases  which  have  in  common : 

That  the  disease  of  the  kidneys  occurs  in  the  course  of  some 
infectious  disease,  or  inflammation  and  is  distinctly  a  secondary 
lesion. 

That  the  urine  contains  small  quantities  of  albumen  and  a 
few  casts,  but  the  excretion  of  urea  is  normal. 

That  the  patients  do  not  have  headache,  muscular  contractions, 
dyspnoea,  contraction  of  the  arteries,  or  dropsy. 

That  if  the  original  disease  terminates  in  recovery,  the  urine 
becomes  normal,  and  no  kidney  symptoms  are  developed  later. 

That  the  only  change  in  the  kidneys  is  a  degeneration  of  the 
renal  epithelium. 
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The  diseases  with  which  this  condition  of  the  kidneys  is  most 
frequently  seen  are :  Typhoid  fever,  pneumonia,  measles,  cerebro- 
spinal meningitis,  erysipelas,  sepsis,  peritonitis,  and  the  early 
stages  of  scarlatina  and  diphtheria.  It  is  evident  that,  what- 
ever we  call  this  condition  of  the  kidneys,  it  constitutes  a  dis- 
tinct clinical  and  anatomical  group.  The  prognosis  of  the  condi- 
tion is  good  and  it  requires  no  treatment. 

2.  While  in  most  of  the  infectious  diseases  the  kidney  lesion 
is  of  the  form  just  described,  we  have  to  distinguish  five  of  the 
infectious  diseases  which  are  accompanied  with  kidney  lesions  of 
a  different  character.  These  are:  Influenza,  scarlatina,  diph- 
theria, yellow  fever  and  acute  yellow  atrophy  of  the  liver. 

In  a  considerable  number  of  cases  of  influenza,  apparently 
more  frequently  in  children  than  in  adults,  there  is  developed 
an  acute  exudative  nephritis  of  varying  severity.  The  urine 
contains  albumen,  often  in  large  quantities,  casts  and  sometimes 
blood,  the  specific  gravity  is  not  lowered.  The  quantity,  in  severe 
cases,  is  much  diminished.  In  the  mild  cases  there  are  no  symp- 
toms except  the  changes  in  the  urine.  In  the  severe  cases  there 
may  be  dropsy,  or  convulsions.  As  a  rule  the  nephritis  is  tran- 
sitory and  the  patients  recover  inside  of  four  weeks.  These 
cases  are  not  to  be  confounded  with  exacerbations  of  a  chronic 
nephritis  occurring  in  the  course  of  an  influenza. 

In  scarlatina  and  diphtheria  we  find  three  distinct  forms  of 
kidney  disease.  They  are  not  different  grades  of  the  same  form 
of  inflammation  varying  in  their  severity,  but  from  the  beginning 
to  the  end  of  their  course  are  separate  affections.  To  the  first 
week  of  scarlatina  and  diphtheria  belong  simple  acute  degenera- 
tion of  the  cells  of  the  convoluted  tubules  with  albumen  and  casts 
in  the  urine,  but  no  constitutional  symptoms.  During  the  active 
period  of  these  two  diseases  is  the  liability  to  an  acute  exudative 
nephritis  with  much  albumen,  many  casts,  sometimes  blood  and 
a  decided  diminution  in  the  quantity  of  urine.  With  this  come 
subcutaneous  dropsy  and  cerebral  symptoms.  Such  a  nephritis 
may  be  of  severe  type  and  prove  fatal.  But  it  regularly  runs 
its  course  within  four  weeks  and  in  the  patients  who  survive  the 
original  disease  the  kidneys  return  to  their  natural  condition. 

After  scarlatina  and  diphtheria  have  run  their  course  there 
may  be  developed  a  nephritis  of  an  entirely  different  type.  Its 
course  is  subacute,  protracted  and  may  last  for  months  or  years. 
The  anatomical  changes  are  such  that  the  kidney  can  never 
return  to  its  normal  condition.  The  most  marked  clinical  symp- 
toms are  the  dropsy,  the  secondary  anaemia  and  the  cerebral 
symptoms.  Albumen  and  casts  are  steadily  present  in  the  Urine 
and  the  excretion  of  urea  is  gradually  diminished. 
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With  yellow  fever  and  acute  yellow  atrophy  of  the  liver  there 
is  regularly  present  a  form  of  nephritis  which,  so  far  as  I  know, 
is  peculiar  to  these  two  diseases.  The  kidney  lesion  is  a  destruc- 
tive one.  Most  of  the  epithelial  cells  of  the  kidney  become 
necrotic  and  desquamate,  while  there  is  also  a  considerable  exuda- 
tion from  the  blood  vessels.  The  urine  contains  blood,  much 
albumen  and  many  casts.  There  are  no  distinctive  renal  symp- 
toms to  be  separated  from  those  of  the  primary  disease.  But 
the  kidney  lesion  is  so  extensive  that  it  seems  as  if  it  must  have 
much  to  do  in  causing  the  death  of  the  patient. 

3.  A  very  important  group  of  cases  of  kidney  disease  consists 
of  the  cases  which  are  either  caused  by,  or  associated  with 
chronic  endocarditis. 

With  chronic  endocarditis  we  find  the  following  lesions  of 
the  kidneys: 

1.  Chronic  congestion. 

2.  Chronic  congestion  followed  by  chronic  exudative  nephritis. 

3.  Chronic  congestion  followed  by  chronic  nephritis  without 
exudation. 

4.  Chronic  degeneration. 

5.  Chronic  degeneration  followed  by  chronic  nephritis  with 
exudation. 

6.  Chronic  nephritis  with  exudation  not  preceded  by  conges- 
tion and  not  secondary  to  the  endocarditis. 

7.  Chronic  nephritis  without  exudation  not  preceded  by  con- 
gestion and  not  secondary  to  the  endocarditis. 

Here  are  seven  different  kidney  lesions,  each  one  of  them  fre- 
quently associated  with  cardiac  disease.  The  diagnosis  may  be 
difficult.  The  general  rules  which  we  follow  are  these:  With 
chronic  congestion  of  the  kidney  the  cardiac  symptoms  are  not 
very  severe;  more  or  less  dropsy  is  often  present;  the  quantity 
of  urine  is  somewhat  diminished,  its  specific  gravity  is  normal 
or  high,  the  proportion  of  urea  to  the  ounce  of  urine  is  increased, 
albumen  is  present  in  small  quantities,  there  are  but  few  hyaline 
casts. 

With  chronic  congestion  followed  by  chronic  nephritis  with 
exudation  the  cardiac  symptoms  are  more  severe,  there  is  a 
good  deal  of  dropsy;  the  urine  is  scanty,  its  specific  gravity  is 
lowered,  the  proportion  of  urea  to  the  ounce  is  diminished,  the 
quantity  of  albumen  is  large,  casts  are  present  in  considerable 
numbers. 

With  chronic  congestion  followed  by  chronic  nephritis  without 
exudation  attacks  of  the  contraction  of  the  arteries  are  of  fre- 
quent occurrence ;  dropsy  is  not  as  constant ;  the  quantity  of  the 
urine  varies,  its  specific  gravity  is  low,  the  proportion  of  urea  to 
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the  ounce  is  diminished,  there  is  but  little  albumen  except  when 
the  arteries  are  contracted;  loss  of  flesh  and  strength  are  marked 
features. 

With  chronic  degeneration  the  cardiac  symptoms  are  severe; 
the  dropsy  is  moderate;  the  quantity  of  the  urine  varies,  its 
specific  gravity  is  unchanged,  there  is  but  little  albumen.  The 
patients  are  feeble  and  anaemic,  with  a  prolonged  period  of 
scanty  urine,  delirium,  stupor  and  the  typhoid  state. 

With  chronic  degeneration  followed  by  chronic  exudative 
nephritis  the  cardiac  symptoms  are  severe  and  the  dropsy  well 
marked.  The  quantity  of  urine  is  small,  its  specific  gravity  is 
rather  high  than  low.  Albumen  is  present  in  large  quantities, 
casts  are  not  as  constant.  The  patients  are  feeble,  anaemic  and 
get  worse  rapidly. . 

With  chronic  nephritis,  either  with  or  without  exudation,  not 
preceded  by  congestion  there  is  the  ordinary  history  of  chronic 
nephritis  lasting  for  months  or  years.  Then  at  some  time  a 
stenosis  of  the  valves  becomes  tighter,  an  insufficiency  becomes 
greater,  the  heart's  action  fails,  the  circulation  is  inefficiently 
carried  on,  and  cardiac  symptoms  are  added  to  those  of  the 
nephritis. 

4.  During  the  later  months  of  pregnancy,  during  labor,  and 
immediately  after  childbirth,  women  not  infrequently  become 
anaemic  and  dropsical,  have  albumen  in  the  urine  and  develop 
cerebral  symptoms :— headache,  blindness,  convulsions  and  coma. 
The  cases  vary  in  their  severity. 

1.  There  are  a  considerable  number  of  women  in  whose  urine 
during  the  latter  months  of  pregnancy  albumen  is  present  in 
appreciable  quantities.  They  have  no  other  symptoms  and  pass 
through  labor  without  trouble; 

2.  There  are  women  who,  during  the  later  months  of  preg- 
nancy; have  scanty  and  albuminous  urine,  more  or  less  dropsy 
of  the  legs  and  a  secondary  anaemia.  They  may  pass  through 
childbirth  safely  and  do  well  afterward  but  some  of  them  go  on 
to  have  a  chronic  nephritis  dating  from  the  pregnancy. 

3.  In  the  small  number  of  women  at  or  about  the  time  of  child- 
birth, either  before,  during  or  after  labor,  there  are  cerebral 
symptoms.  In  some  of  these  women  albumen  has  been  present 
in  the  urine  during  the  pregnancy;  in  others,  besides  the 
albuminuria,  dropsy  and  anaemia  have  also  been  present;  but 
in  others  the  cerebral  symptoms  are  suddenly  developed  without 
any  premonitory  conditions. 

The  cerebral  attacks  are  characterized  by  nausea  and  vomiting, 
headache,  blindness,  muscular  twitchings,  general  convulsions, 
stupor,  coma,  hemiplegia,  a  rise  of  temperature,  a  pulse  of  high 


Digitized  by 


Google 


FRANCIS  DELAPIELD  131 

tension,  venous  congestion  of  the  skin,  the  urine  diminished  and 
suppressed.  The  cases  vary  as  to  how  many  of  these  symptoms 
are  present.  In  fatal  cases  death  takes  place  with  the  convulsions, 
coma  or  hemiplegia.  Of  the  patients  some  go  on  for  the  rest  of 
their  lives  without  the  slightest  evidence  of  kidney  disease,  others 
on  the  contrary  after  a  time  develop  the  symptoms  of  chronic 
nephritis. 

One  would  rather  expect  that  in  all  these  cases  we  would  find 
one  form  of  kidney  lesion  varying  only  in  greater  or  less  develop- 
ment. This,  however,  is  not  the  case.  A  number  of  different 
kidney  lesions  have  been  described. 

In  my  own  experience  in  women  dying  with  cerebral  symptoms 
and  albuminuria  at  about  the  time  of  childbirth,  I  have  found 
the  kidneys  in  the  following  conditions: 

Normal  kidneys, 

Dilatation  of  the  pelvis  and  ureters, 

Acute  degeneration  of  the  kidneys, 

Acute  exudative  nephritis, 

Acute  productive  nephritis, 

Chronic  nephritis. 

In  some  of  the  patients,  even  in  young  women,  I  have  found 
well  marked  diseases  of  the  cerebral  arteries. 

5.  There  is  a  group  of  cases  which  has  interested  me  a  good 
deal— that  of  young  persons,  boys  and  girls,  who  have  albumen 
and  casts  in  the  urine  with  anaemia  and  no  other  symptoms. 
This  group  may  be  divided  as  follows: 

1.  In  ordinary  cases  of  simple  anaemia  in  young  women  with 
albumin  and  casts  in  the  urine.  These  are  of  ordinary  occurrence, 
the  patients  only  need  the  routine  iron  treatment,  the  morbid 
condition  of  the  kidneys  is  transitory  and  unimportant. 

2.  There  are  cases  which  behave  as  if  they  had  a  mild  exuda- 
tive nephritis.  The  patients  are  hardly  sick  enough  to  go  to 
bed.  They  have  a  little  headache,  perhaps  some 'aching  in  the 
back  and  limbs,  loss  of  appetite,  a  little  nausea  and  the  feeling 
of  general  malaria.  They  often  think  that  they  have  taken  cold. 
It  is  possible  that  some  of  them  are  cases  of  influenza.  Three 
indefinite  symptoms  last  for  one  or  two  weeks,  disappear,  and 
the  patient  is  well  again.  If  the  urine  is  not  examined  it  is 
not  known  that  the  patient  has  been  suffering  from  a  mild 
nephritis.  If  the  urine  is  examined  it  is  found  that  the  quantity 
is  somewhat  diminished,  the  specific  gravity  is  not  lowered,  an 
appreciable  quantity  of  albumen  is  present  with  hyaline,  granu- 
lar and  epithelial  casts,  sometimes  with  blood.  These  changes  in 
the  urine  last  for  four  or  five  weeks,  sometimes  longer  and  then 
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disappear.    The  patients  hardly  require  treatment  and  recover 
completely. 

3.  There  are  young  persons  who  for  months  or  years  have  a 
little  albumen  and  a  few  casts  in  the  urine  with  a  moderate 
secondary  anaemia.  It  is  very  difficult  to  tell  whether  or  no 
they  have  a  true  nephritis.  As  a  rule  they  get  entirely  well. 
The  great  secret  in  managing  them  is  to  give  them  plenty  to  eat 
and  out  of  door  exercise.    Iron  is  not  of  much  service. 

4.  The  cases  of  so-called  cyclic  albuminuria,  the  albumen 
present  in  the  evening  after  exercise  and  absent  in  the  morning 
"after  rest  have  been  sufficiently  described.  The  general  rules  for 
their  management  are  pretty  well  agreed  on. 

6.  There  is  a  group  of  cases  of  primary  nephritis  which  run 
a  sub-acute  course  from  the  outset.  We  call  them  primary 
because  they  occur  without  discoverable  cause  in  persons  whose 
health  has  previously  been  good.  The  condition  is  especially 
common  in  young  persons  between  the  ages  of  twelve  and  twenty, 
but  it  is  also  seen  in  older  persons. 

In  some  persons  at  first  there  are  only  loss  of  appetite,  head- 
aches and  an  increasing  pallor  of  the  skin  and  mucous  mem- 
brane. 

In  some  persons  dropsy  of  the  face  and  legs  and  anaemia  are 
at  first  and  for  a  considerable  time,  the  only  symptoms.  They 
continue  to  eat  well,  feel  well  and  attend  to  their  work.  It  is 
hard  to  realize  that  they  are  beginning  a  serious  illness. 

In  many  of  the  patients  dropsy  of  the  legs  and  face,  anaemia, 
headache,  sleeplessness,  loss  of  appetite,  nausea  and  vomiting  are 
developed  at  about  the  same  time. 

The  urine  is  moderately  diminished  in  quantity,  there  is  a 
large  quantity  of  albumen,  a  considerable  number  of  casts,  some- 
times blood.  The  specific  gravity  remains  normal,  or  falls  a 
little. 

The  course  <jf  the  disease  varies : 

1.  The  patients  are  sick  for  several  weeks  with  one  or  more 
of  the  regular  symptoms:— albumen  and  casts  in  the  urine, 
anaemia,  dropsy,  headache  and  disturbances  of  digestion.  The 
attack  runs  its  course,  the  patients  get  well,  with  damaged  kid- 
neys. They  do  not  continue  to  have  a  nephritis,  but  they  have 
kidneys  which  are  susceptible  to  fresh  attacks  of  inflammation. 
Sooner  or  later,  it  may  not  be  until  after  several  years,  they 
are  apt  to  develop  a  chronic  nephritis. 

2.  The  patients  begin  in  the  same  way  with  an  attack  which 
lasts  for  several  weeks.  Then  the  symptoms  subside,  but  the 
nephritis  continues,  a  very  slow  chronic  process  with  few  symp- 
toms, but  a  gradual  fall  in  the  specific  gravity  of  the  urine,  with 
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the  presence  of  small  quantities  of  albumen.  The  patients  may 
live  in  this  way  for  many  years  in  comparative  health,  but  they 
are  not  really  well,  and  in  children  the  development  of  the  body 
is  seriously  interfered  with.  It  is  possible  for  these  patients  to 
recover,  but  they  are  apt  to  die  with  an  exacerbation  of  the 
nephritis,  or  in  the  condition  of  chronic  uraemia. 

3.  The  first  attack  is  succeeded  by  other  attacks,  which  follow 
each  other  at  intervals  of  weeks  or  months.  Between  the  attacks 
the  patients  are  .comparatively  well.  But  each  attack  is  worse 
than  the  preceding  one,  and  finally  there  comes  an  attack  which 
proves  fatal. 

4.  The  most  distressing  cases  are  those  which  are  severe  and 
continuous.  The  patients  steadily  get  worse  and  yet  months  may 
elapse  before  their  sufferings  are  terminated  by  death.  The  color 
of  their  skin  and  mucous  membrane  becomes  more  and  more 
white ;  headaches  are  constant  and  troublesome ;  sleep  is  difficult 
and  unref reshing ;  the  eye  sight  is  impaired  or  lost  altogether; 
there  is  no  appetite,  but  rather  constant  nausea  and  irritability  of 
the  stomach;  from  time  to  time  the  arteries  are  contracted  and 
there  is  a  disposition  to  muscular  twitchings  and  general  con- 
vulsions. The  dropsy  constantly  increases  no  matter  how  large 
the  excretion  of  urine.  The  subcutaneous  connective  tissue  is 
every  where  oedematous  and  the  serous  cavities  contain  more  or 
less  serum.  Not  only  does  treatment  fail  to  control  the  nephritis, 
but  we  are  unable  even  to  alleviate  the  symptoms. 

The  majority  of  these  cases,  especially  in  Hospital  practice 
terminate  unfavorably.  Either  the  disease  goes  on  continuously 
and  the  patients  die  at  the  end  of  a  few  months;  or  the  acute 
symptoms  subside  and  a  chronic  nephritis  supervenes. 

To  consider  the  different  forms  of  chronic  nephritis  would 
require  far  more  time  than  can  be  taken  up  by  a  paper  read  at  a 
society  meeting. 
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2.  (B^enal  Decapsulation  from  the  Pathologist's* Point  of 

View 

By  JOSHUA  M.  VAN  COTT,  M.  D. 

BROOKLYN 

The  operation  of  renal  decapsulation  for  the  palliative  or 
curative  treatment  of  chronic  nephritis  involves  three  funda- 
mental propositions  for  consideration. 

1.  The  nature  of  the  renal  circulation. 

2.  The  modus  operandi  of  the  restitutio  ad  integrum  in  highly 
differentiated  organs. 

3.  The  arteriology  and  pathology  of  the  disease. 

In  order  to  establish  the  validity  of  such  a  procedure,  it  is 
necessary  to  show  that  stripping  of  the  capsula  propria,  and 
adhesion  of  the  capsula  adiposa  are  competent  to  reinforce  the 
cortical  circulation,  and,  assuming  this  to  be  possible,  that  the 
new  blood  supply  in  operation  with  the  laws  of  regeneration  will 
arrest  degenerative  changes  in  the  cortex,  and  restore  those  areas 
in  it  which  have  been  destroyed  during  the  progress  of  the 
disease.  Furthermore,  it  must  be  demonstrated  that  those  causes 
which  are  responsible  for  the  disease  will  cease  to  affect  the  kid- 
neys after  the  operation  has  been  successfully  performed.  Other- 
wise, if  it  stand  proven  that,  by  virtue  of  the  morphology  of  the 
intrinsic  renal  circulation  the  collateral  blood  supply  may  not  be 
drawn  upon  for  its  reinforcement,  and  if  it  be  shown  that  regen- 
eration sensustrictiori  do  not  obtain  in  the  renal  cortex ;  and  if, 
again,  it  be  true  that  chronic  nephritis  is  a  local  expression  of  a 
general  condition,  it  will  follow  as  a  corollary  of  these  facts  that 
this  operation  is  not  only  futile,  but  must  be  regarded  as  harmful. 

The  Renal  Circulation* 

Renal  Artery.— The  renal  artery  divides  at  the  hilum  of  the 
kidney  as  a  mile,  into  four  or  five  branches,  the  distribution  of 
which  in  relation  to  the  pelvis,  is  such  that  three-fourths  of  the 
blood  supply  is  carried  anteriorily  while  one-fourth  runs  pos- 
teriority. The  arteries  are  strictly  end-arteries,  and  branches 
do  not  cross  from  either  side  to  the  other.  Three  branches  enter 
the  cortex  of  the  kidney  after  supplying  the  tissues  of  the  hilus, 
passing  over  and  under  the  renal  vein  into  Bertini's  columns. 
Prom  here  they  cross  with  repeated  branchings  to  the  boundary 

•Koelllkerl,  Brfldel  7. 


Digitized  by 


Google 


JOSHUA  M.   VAN   COTT  135 

between  the  cortex  and  medulla,  so  that  from  usually  two  large 
arteries  originate  in  the  circumference  of  each  pyramid  fine 
arterial  ramifications  whose  branches  have  no  communication 
with  each  other.  These  are  the  arterial  arcades.  From  the 
arterial  arcades  pass  smaller  arteries,  usually  at  right  angles  with 
the  arcades,  into  the  cortex  where,  after  dividing  one  or  more 
times,  they  split  into  fine  branches  that  course  in  perpendicular 
direction  between  the  cortical  fasicles,  or  lobules,  towards  the 
periphery  of  the  cortex.  These  are  the  interlobular  arteries,  and 
are  wholly  concerned  in  supplying  the  malpighian  tufts,  except- 
ing a  certain  number  which  go  to  the  medulla,— the  arteriolae 
rectae  verae,  and  to  the  capsule,— rami  capsulares.  Each  inter- 
lobular artery  gives  off  in  its  entire  length,  from  two,  three  or 
four  sides,  a  large  number  of  fine  branchlets  having  arterial 
structure,  and  measuring  18-45  p  in  diameter,  which  either  imme- 
diately, or  after  a  single  division  penetrate  the  capsule  of  Bow- 
man. These  are  the  vasa  afferentia.  From  the  vas  afferents, 
immediately  after  its  entry  into  Bowman's  capsule  are  given  off 
numerous  capillaries  which  pursue  a  tortuous  course  within  the 
capsule,  but  do  not  communicate  with  each  other.  This  is  the 
glomerulus,  and  the  individual  loops  measure  7-9  n  in  diameter. 
They  finally  coalesce  to  form  another  single  vessel  which  emerges 
from  the  capsule  of  Bowman  and  is  called  the  vas  efferens.  This 
vessel  has  the  import,  and  partially  the  structure  of  an  artery; 
and,  after  emerging  from  the  capsule  resolves  into  the  renal 
capillary  system,  which  is  found  in  both  the  cortex  and  medulla. 
The  vas  efferens  is  9-18/a  in  diameter,  about  half  the  size  of  the 
vas  afferens.  It  forms  two  sets  of  capillaries,  (1)  a  rich  network 
with  an  elongated  mesh,  whose  capillaries  range  from  4.5-9-13  p 
in  diameter,  called  the  arterial  capillaries.  This  plexus  sur- 
rounds the  medullary  rays  in  the  cortex,  and  is  then  confluent 
with  (2)  a  network  of  wider  capillaries  with  a  roundish-cornered 
mesh  11-33  p  that  surrounds  the  convoluted  tubules  upon  all 
sides,  and  is  called  the  venous  plexus.  These  vessels  finally 
coalesce  to  form  the  venous  roots.  These  relations  are  constant, 
excepting  with  those  efferent  vessels  emerging  from  the  mal- 
pighian tufts  found  in  the  inner  zone  of  the  cortex,  near  the 
bases  of  the  malpighian  pyramids.  Here  they  are  distinctly 
larger,— 22-35  p  and  stretch  downwards  into  the  malpighian 
pyramids,  running  parallel  to  the  straight  tubules,  being  desig- 
nated as  the  arteriolae  rectae  spuriae.  They  course  with  repeated 
divisions  at  acute  angles  to  the  papillae,  where  they  decrease  in 
size  to  9-22  p  and  finally  are  distributed  here  and  in  the  medulla 
in  the  last  location  emptying  either  through  their  ends,  or  by 
small  twigs  into  the  capillaries  of  this  region  which  measure  6-9 
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and  which  from  the  long  drawn  nature  of  their  meshwork, 
resemble  the  arterial  capillaries  with  which  they  inosculate  at 
the  pyramidal  bases,  or  around  the  medullary  rays. 

Quite  in  resemblance  with  the  arteriolar  rectae  spuriae  which 
emanate  from  the  vasa  efferentia  are  certain  arterioles  which 
spring  either  from  the  interlobular  arteries,  the  arterial  arcades, 
or  from  those  vasa  efferentia  which  lie  close  to  the  medulla  in  the 
cortex.    These  are  the  arteriolae  rectae  verae  already  mentioned 

Renal  Vein.— The  renal  vein  commences  in  two  places,  i.  e.: 
on  the  surface  of  the  organ,  and  in  the  apices  of  the  palillae.  At 
the  periphery  of  the  cortex  they  originate  from  the  capillary 
networks  of  the  cortex  as  small  venous  roots,  some  of  which  regu- 
larly surround  the  single  lobules,  and  form  between  these  some- 
what large  branches,— the  venae  stellulae  verheynii;  others, 
stretching  out  over  several  or  many  lobules  assemble  to  make 
larger  branches.  Both  varieties  then  progress  downwards  into 
the  cortex  as  venae  interlobulares,  and  course  with  the  inter- 
lobular arteries  between  the  lobules,  being  strengthened  by 
receiving  many  other  venous  rootlets  from  the  interior  of  the 
cortex  which  are  formed  from  the  venous  capillaries  surrounding 
the  convoluted  tubules.  They  then  pass  at  once,  or  through  some- 
what larger  branches,  at  right  angles  into  the  larger  veins,  which 
latter  are  situated  with  the  larger  arteries  in  the  neighborhood  of 
the  pyramids,  are  connected  by  anastomosis,  and  finally  lead  into 
large  valveless  veins,  which  emerge  from  the  kidney  in  line  with 
the  arteries.  Before  entering  the  larger  veins,  they  receive 
branches  from  the  pyramidal  veins,— venulae  rectae— which 
originate  from  beautiful  capillary  networks  surrounding  the 
papillary  ducts,  and  also  in  part  from  loops  springing  directly 
from  the  arteriolae  rectae. 

They  become  thicker  as  they  ascend  between  the  tubuli  recti 
by  receiving  small  branches ;  and,  with  the  arteriolae  rectae  form 
large  vascular  bundles  in  the  boundary  layer  of  the  pyramids. 
The  veins  of  this  bundle  empty  through  a  certain  number  of 
larger  branches  into  the  arched  ramifications  surrounding  the 
pyramids.  The  venous  plexuses  in  the  surface  of  the  papillae 
are  finally  associated  not  only  with  the  venulae  rectae,  but  also 
with  the  veins  of  the  renal  calices,  thus  forming  a  sort  of  con- 
necting link  between  the  outer  and  inner  veins. 

Aside  from  the  communication  of  arteries  and  veins  by  means 
of  capillaries,  it  has  been  shown  by  E.  Steinach  and  others  that, 
in  the  neighborhood  of  the  vascular  arcades  and  the  renal  capsule 
there  is  sometimes  direct  anastomosis  by  means  of  precapillary 
vessels,  which  have  a  diameter  of  10-12  fi  and  20  fi  and  are  at 
limes  very  short,  at  others  quite  long. 
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Capsula  Propria.  The  vessels  of  the  capsula  propria  originate 
in  part  from  the  renal  artery  before  its  entrance  into  the  hilus 
from  the  supra-renal,  lumbar,— and  internal  spermatic  arteries, 
also  the  vessels  of  the  ureter. 

According  to  Koelliker,  certain  of  the  arteriae  interlobulares, 
after  supplying  the  malpighian  tufts  send  branches  into  the 
capsule  which  break  up  into  a  wide  mesh  of  capillaries  which 
communicate  with  the  capsula  adiposa. 

Veins.  The  veins  of  the  renal  capsule  are  in  communication 
with  those  of  the  surrounding  organs,  and  in  part  with  the  portal 
system. 

It  is  obvious  from  this  description  of  the  structure  and  distri- 
bution of  the  renal  bloodvessels,  first,  that  the  arteries  are 
terminals,  i.  e.,  that  they  have  nowhere  any  direct  communication 
with  each  other,  the  only  possible  communication  being  inter- 
mediate through  the  capillary  system ;  second,  that  all  of  the 
vessels  vary  systematically  in  diameter  in  definite  locations,  a  fact 
which  must  certainly  have  important  bearing  upon  the  nature  of 
the  blood  pressure  in  the  various  divisions  of  the  vessels,  and  the 
renal  circulation  as  a  whole ;  third,  that,  with  the  exception  of  a 
few  interlobular  arteries  which  penetrate  the  capsula  propria, 
and  a  few  capsular  arteries  which  enter  the  cortex,  the  only  com- 
munication between  capsule  and  cortex  is  capillary. 

It  is  further  obvious,  that  obstruction  to  the  renal  artery  in 
the  main  trunk,  or  any  branch  must  result  in  arrest  of  blood 
supply  in  an  area  of  the  kidney  corresponding  to  the  distribution 
of  the  vessel  obstructed ;  and  that  assuming  re-establishment  of 
the  circulation  in  this  area  through  collateral  vessels,  the 
direction  of  the  current  must  be  reversed.  Thus  it  will  be  seen 
that,  tinder  such  conditions,  the  delicate  parenchyma  of  the 
kidney  is  subjected  to  two  grave  insults,  i.  e.:  First,  loss  of  nutri- 
tion; Second,  alteration  of  pressure  due  to  failure  of  the  vis  a 
tergo  in  the  artery,  and  the  reversal  of  current  in  vessels  of 
widely  varying  diameter. 

In  this  connection  it  is  to  be  remarked,  that  the  history  of 
renal  infarction  coincides  exactly  with  what  would  be  expected  of 
such  a  circulation. 

Since  the  classical  researches  of  Virchow,8  Cohnheim4  and 
Litten5  upon  thrombosis  and  embolism,  and  their  effects  upon 
tissues,  it  has  become  common  knowledge  that  the  regeneration  of 
tissues  in  infarcted  areas  is  per  cicatrice.  Whether  the  infarction 
be  haemorrhagic  or  oligaemic,  the  final  result  is  the  same,  t.  e., 
coagulation  necrosis,  organization  of  the  necrosed  area,  cicatrical 
contraction  of  the  organized  tissue.  Similar  changes  obtain  in 
endarteritis  obliterans,  where  terminal  vessels  are  involved ;  and 
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this  condition  is  regularly  present  in  arteriosclerotic  nephritis, 
and  the  chronic  diffuse  indurative  variety.  In  these  kidneys  the 
depressed  cicatrices  are  resultant  from  stenosis  of  larger  or 
smaller  arteries,  usually  in  the  cortex,  often  in  the  medulla,  which 
produce  infarctions,  corresponding  in  area  to  the  district  sup- 
plied by  the  vessel  involved.  Occasionally  such  an  inf  arcted  area 
receives  a  branch  from  the  capsula  artery,  in  which  event,  if  the 
area  be  not  too  large,  and  the  artery  be  of  sufficient  size,  trophic 
conditions  may  be  sustained  for  a  time;  but  even  here,  in  the 
majority  of  instances,  there  is  a  progressive  tendency  towards 
induration  with  final  contraction  of  the  area. 

Over  these  depressed  areas  the  capsule  is  often  dense,  and 
firmly  adherent ;  so  that  when  stripped  off,  considerable  portions 
remained  attached  to  the  cicatrices,  thus  rendering  them  impene- 
trable to  bloodvessels. 

Other  structural  changes  are  regularly  found  in  those  portions 
of  the  cortex  which  are  not  inf  arcted,  such  as  tubular  dilatation 
and  retention  cysts;  so  that  any  further  loss  of  tissue  through 
adhesion  to  the  stripped  capsule  which  usually  carries  with  it 
the  extreme  outer  layer  of  the  cortex  is  to  be  regarded  as  highly 
injurious. 

With  these  conditions  at  hand,  can  the  restitutio  ad  integrum 
sensu  strictiori  occur  in  the  renal  cortex  1  Two  things  would  be 
necessary  to  accomplish  this:  First,  the  collateral  blood  supply 
should  be  sufficient  to  restore  the  normal  circulation,— and, 
second,  that  a  highly  differentiated  organ  such  as  the  kidney 
could  regenerate  its  component  elements. 

Litten's  experiments  show  that  the  collateral  circulation  is  not 
sufficient  to  restore  the  equilibrium;  and  the  researches  of 
Marchand,6  and  many  others  whom  he  quotes,  prove  that  renal 
regeneration  does  not  take  place  beyond  a  certain  point.  Litten 
conducted  a  series  of  experiments  principally  upon  rabbits, 
whose  kidneys  closely  resemble  those  of  man,  in  which  he  ligated 
the  renal  artery  alone,  the  renal  vein,  and  both  vessels  together. 
He  also  describes  in  detail,  and  accurately,  the  renal  circulation, 
including  the  collateral  vessels.  His  description  of  the  circula- 
tion coincides  with  that  of  Koelliker,  quoted  in  this  paper,  and 
also  of  Brodel7  in  his  valuable  contribution  on  the  subject  in  the 
Johns  Hopkins  Bulletin,  1901,  in  which  he  points  out  new  facts 
of  great  importance  to  surgeons  in  operations  on  the  kidney. 

There  is  time  for  consideration  only  of  some  of  the  salient 
points  in  Litten's  paper  which  bear  upon  the  subject  now  under 
consideration.  He  found  that  when  the  parenchymatous  ele- 
ments in  the  convoluted  tubules  were  deprived  of  their  blood 
supply  for  a  period  lasting  over  two  hours,  they  died,  and  did 
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not  regenerate.  Talma8  and  Werra9  in  later  similar  experiments 
confirmed  this  observation,  which  is  now  generally  accepted  as  a 
fact.  It  is  important  here  because  of  its  bearing  upon  decapsula- 
tion and  renal  regeneration.  Litten  also  found  that  when  either 
vein,  artery,  or  both,  were  tied  the  kidney  increased  from  one- 
third  to  three  times  its  normal  size,  becoming  more  tense.  On 
gross  section  two  hyperaemic  zones  were  found,— one  at  the 
periphery  of  the  cortex,  the  other  in  a  narrow  belt  half  in  the 
cortex,  half  in  the  medulla.  The  cortical  tissue  between  these 
two  zones  is  paler. 

He  found  that  these  congested  zones  were  produced  by  the  col- 
lateral vessels,  which  were  sufficient  in  the  capsule  and  hilum  to 
carry  the  blood  into  the  capillary  plexuses,  but  not  sufficient 
either  in  numbers  or  force  of  current  to  re-establish  the  circula- 
tion, the  result  being  that  the  capillaries  in  these  zones  were 
gradually  dilated  and  gorged  with  blood,  which,  if  the  ligature 
remained  long  enough  finally  stagnated,  with  diapedesis  of  ery- 
throcytes and  parenchymatous  degeneration^  The  vis  a  tergo 
being  so  slight  the  vessels  become  filled  and  cannot  empty,  so 
that  stasis  followed  by  haemorrhage  and  coagulation  necrosis 
result.  This  condition  of  the  circulation  also  accounts  for  the 
increased  size  of  the  kidneys. 

Exactly  the  same  phenomena  obtain  in  renal  infarction,  the 
only  difference  being  that  they  are  restricted  to  the  infarcted 
area. 

Litten  found  that,  when  the  artery,  vein,  and  ureter  were 
ligated  and  the  capsule  stripped,  the  kidney  became  neither  con- 
gested nor  enlarged,  a  matter  of  importance  here  because  it 
clearly  shows  that  stripping  of  the  capsule  completely  cuts  off 
what  little  peripheral  circulation  is  derived  from  the  capsular 
arteries.  The  whole  bearing  of  this  will  be  apparent  when  the 
subject  of  regeneration  is  considered. 

Summing  up  all  the  facts  the  conclusion  is  reached  that  very 
little  can  be  expected  from  the  renal  collateral  circulation  when 
the  main  supply  of  blood  is  compromised. 

As  to  renal  regeneration,  the  elaborate  researches  of  Marchand, 
Barth10  and  others,  prove  that  where  extensive  destruction  of  the 
renal  tissue  occurs  repair  is  imperfect  and  never  to  the  degree  of 
restoration  of  functional  activity. 

Perhaps  the  best  description  of  the  processes  of  repair  in  the 
kidney  is  that  of  A.  Bart,  in  the  pathological  institute  at  Mar- 
burg, quoted  by  Marchand  in  his  elaborate  work  on  the  healing  of 
wounds  and  transplantation  of  tissues.  This  investigator 
operated  on  guinea  pigs,  rabbits  and  dogs.  He  resected  larsre 
wedge-shaped  pieces  in  the  long  axis  of  the  kidneys,  and  either 
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coapted  the  cut  surfaces  with  sutures,  or  left  them  slightly  sepa- 
rated. Before  examination  of  the  kidneys  they  were  injected 
with  blue  gelatine ;  and  this  was  done  at  periods  of  from  two  to 
102  days  after  the  operation. 

Quoting  Marchand,  he  says : 

"The  adhesion  of  the  wound  surfaces  opposed  by  suture  is 
accomplished  as  usual  through  a  fine  layer  of  fibrin.  The  deeper 
still  separated  wound-cavity  is  filled  with  coagulated  blood,  at 
the  borders  of  which  are  gathered  many  leucocytes  (two  to 
twenty-four  hours).  In  the  same  manner  the  capsular  wound  is 
closed  with  extravasation  which  also  involves  the  parenchyma 
immediately  surrounding  the  wound.  Where  the  wound  was  not 
completely  closed,  the  cavity  thus  formed  was  filled  with  blood, 
coagulated  fibrin,  and  remains  of  necrotic  parenchyma.  The 
degenerative  changes  in  the  neighboring  parenchyma  begin  with 
epithelial  swelling,  indistinctness  of  nuclei,  filling  of  the  lumina 
of  the  urinif  erous  tubules  with  a  homogeneous  mass,  which  pro- 
gressively fuses  with  the  dead  epithelium.  In  the  lumen  of  many 
tubules  are  gathered  together  with  granular  detritus,  many 
luecocytes ;  others  show  fatty  degeneration  of  the  epithelial  cells, 
while  after  two  days  mitosis  appears  in  the  better  preserved  cells. 
Necrosis  of  renal  tissues  in  the  neighborhood  of  the  wound  can 
spread  to  a  considerable  degree  and  assume  distinctly  the  form 
of  a  wedge  in  consequence  of  severance  of  a  larger  ascending 
arterial  branch.  No  changes  are  found  in  the  remaining  renal 
parenchyma.  After  four  days'  growth  of  connective  tissue  cells 
in  the  region  of  the  wound  is  richer;  they  press  into  the  coagulum 
filling  the  wound  and  can  be  demonstrated  in  large  numbers 
between  the  tubules  of  the  borders  of  the  wound  as  well  as  the 
capsule.  The  tubules  in  this  district  are  in  part  filled  with 
coagulum,  but  for  the  most  part  engaged  in  growth,  and  rich  in 
mitoses,  which  latter  in  great  numbers  are  found  in  the  con- 
nective tissues— and  endothelial  cells.  Later  the  mitosis  grows 
progressively  less.  The  actual  process  of  healing  is  completed  in 
from  eight  to  eleven  days ;  and  is  later  followed  by  cicatricial  con- 
traction. 

"In  the  cicatrix  are  found  new-formed  small  tubules  which  are 
in  association  with  the  straight  and  convoluted  tubules  of  the 
neighborhood  but  can  have  no  functional  significance.  Occa- 
sionally the  contraction  stretches  out  over  larger  areas  of  the 
kidney,  whose  tubules  contained  in  a  deeper  strata  of  the  cortex 
show  clearly  widening  and  enlargement  of  the  epithelial  cells  as 
well  as  of  the  glomeruli,  resembling  the  better  preserved  parts 
of  a  contracted  kidney.  New  formation  of  glomeruli  was  never 
observed." 
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"These  investigations  of  Barth  led  him  to  the  conclusion  that 
regeneration  of  a  functionally  active  renal  parenchyma  in  the 
cicatrix  does  not  occur  any  more  than  restoration  of  a  degen- 
erated parenchyma  by  compensatory  hypertrophy  or  complete 
new  formation  as  Tuffer11  or  Kiimmel"  have  claimed." 

Ribbert"  in  the  last  edition  of  his  general  pathology  adopts 
the  same  view  of  the  nature  of  the  process  of  renal  regeneration. 

Thus  the  second  point  is  answered.  It  is  clearly  so,  that  the 
restitutio  ad  integrum  never  obtains  in  the  kidney  in  the  strict 
sense  of  the  word,— -the  repair  always  taking  place  in  the  usual 
way,  i.  e.,  per  cicatrice.  So  that,  even  assuming  the  possibility  of 
renewing  the  renal  circulation  by  substituting  the  capsula 
adiposa  for  the  capsula  propria,  there  is  not  the  slightest  war- 
rant for  assuming  the  occurrence  of  renal  regeneration  as  a 
result. 

Based  upon  pure  reason,  and  the  results  of  laboratory  experi- 
ments, Dr.  EdebohTs  theory  of  the  operation  of  renal  decapsula- 
tion for  either  the  cure  or  relief  of  chronic  nephritis  must  fall  ;— 
it  cannot  accomplish  it. 

As  for  the  operation  itself  only  certain  immediate  and  remote 
results  are  conceivable.  There  is  but  one  condition,  in  one  variety 
of  chronic  nephritis  which  should  logically  be  relieved  by  decap- 
sulation, and  that  is  the  tension, in  a  large  white  kidney.  But 
even  here  any  such  relief  is  more  than  offset  by  the  damage  occa- 
sioned in  the  act  of  stripping  the  capsule. 

The  fact  seems  to  have  escaped  notice,  that  when  the  capsula 
propria  is  torn  away  the  very  vessels  from  which  so  much  is 
expected  in  the  renewal  of  the  circulation  are  torn  away  also. 
They  are  forever  and  irrevocably  gone ;  and  it  is  a  physical  impos- 
sibility that  the  capsula  adiposa  should  do  anything  in  the  way 
of  vascular  regeneration  excepting  by  the  usual  process  of  forma- 
tion of  capillary  anastomosis;  and  as  Brodel  well  remarks,  the 
direction  of  the  circulation  in  the  capsula  adiposa  being  away 
from  the  kidney  but  little  could  be  expected  from  it,  even  if  it 
were  possible  to  regenerate  or  substitute  arteries  which  should 
penetrate  the  cortex.  Again  it  seems  to  be  forgotten  that,  even 
assuming  the  most  desirable  results  in  renewal  of  the  renal  circu- 
lation by  this  operation,  there  must  be  inevitable  death  of  con- 
siderable areas  of  the  cortical  parenchyma  in  its  very  important 
outer  zone ;  for  the  reason  that,  as  all  authorities  agree,  the  renal 
epithelia  die  in  two  hours  after  being  deprived  of  their  blood 
•upply,  and  it  requires  at  least  four  days  for  the  production  of 
new  capillaries.  Furthermore,  in  those  kidneys  where  the  cap- 
sule is  adherent,  stripping  becomes  really  dangerous,  because,  as 
has  already  been  remarked,  in  such  kidneys  what  remains  of  the 
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cortex  is  already  compromised.  The  act  of  stripping  not  only 
damages  these  quasi-normal  areas  by  tearing  off  a  portion  of  the 
outer  zone,  but,  in  the  act  of  repair,  with  adhesion  of  the  capsuia 
adiposa  to  these  denuded  surfaces,  new  cicatrices  are  formed 
which  in  the  end  can  only  contract  and  increase  the  trouble. 
Finally  it  must  be  urged  that  this  operation  totally  disregards 
the  fundamental  principles  which  are  involved  in  chronic  diffuse 
nephritis.  Excepting  in  those  cases  where  it  is  definitely  shown 
that  the  renal  disease  is  due  to  purely  local  causes,  such  as 
pressure,  or  obstruction  of  the  circulation  from  stretching  of  the 
vessels,  or  other  cause,  this  disease  is  merely  a  local  expression 
of  a  general  condition.  It  would  be  hard  to  find  good  authority 
for  combating  the  view  that  chronic  nephritis  is  caused  either 
by  some  form  of  toxaemia  which  is  endogenous,  or  exogenous, 
and  in  the  course  of  which  toxaemia  the  renal  structures  are 
irritated  and  finally  degenerate,  or  by  direct  obstruction  to  the 
general  circulation  from  cardiac  disease. 

Where  a  kidney  has  been  dislocated,  or  pressed  upon  by  some 
other  structure,  it  is  easy  to  see  how  good  may  be  accomplished 
by  anchoring  the  organ,  or  removing  the  obstruction;  but  it  is 
inconceivable  that  any  radical  gain  could  come  from  increasing 
the  flow  of  blood  to  the  kidney  whose  very  toxicity  is  assumed 
to  be  the  cause  of  the  structural  changes  in  the  organ.  Much 
more  must  it  be  urged  that  harm  will  result  from  an  operation 
which  establishes  the  locus  minoris  resistentiae  in  a  functionally 
very  important  tissue  and  necessitates  repair  by  a  process  which 
is  in  itself  in  the  nature  of  a  connective  tissue  hyperphasia,  and 
which,  under  the  toxaemic  influence  must  surely  hasten  the 
progress  of  the  disease,  rather  than  retard  or  cure  it. 

In  conclusion  it  must  be  reiterated,  that 

First:  On  teleological  grounds  the  renal  circulation  cannot  be 
restored  by  decapsulation  and  substitution  of  the  capsuia  adiposa. 

Second:  No  amount  of  restoration  of  renal  circulation  would 
restore  the  integrity  of  the  cortex. 

Third:  Chronic  nephritis  being  a  local  expression  of  a  general 
disease  will  yield  only  to  such  treatment  as  is  calculated  to  cure 
the  general  disease ;  and  here  there  can  be  hope  only  of  arresting 
the  progress  of  the  renal  degeneration.  The  diseased  portions  of 
the  organ  will  never  regenerate. 

Last  September  a  series  of  experiments  was  begun  at  the 
Hoagland  Laboratory,  under  the  auspices  of  the  "Van  Cott 
Fellowship "  by  myself  and  my  colleague  Prof.  Archibald  Mur- 
ray, the  present  Fellow,  for  the  purpose  of  determining  the  effect 
of  renal  decapsulation  upon  normal  kidneys,  and  also  the  relation 
of  the  renal  collateral  circulation  to  trophic  conditions  in  the 
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kidney.  Cats  were  selected  because  of  their  high  resistance  to 
operative  procedures.  The  operations  were  performed  by  myself, 
assisted  by  Drs.  Murray  and  Fincke ;  and  the  work  of  preparing 
the  kidneys  for  microscopic  examination  was  conducted  by  Prof. 
Murray,  whose  faultless  technique  ensures  accurate  findings. 
Ether  was  the  anaesthetic  employed.  Under  strict  aseptic  pre- 
cautions the  following  operations  were  done: 

1.  The  kidney  was  delivered  through  an  incision  in  the  back 
close  to  the  vertebral  column  outside  the  peritoneum.  The  cap* 
sule  stripped,  ablated,  and  the  kidney  returned  through  the 
incision  which  was  then  sutured. 

2.  The  kidney  was  delivered  in  the  same  manner,  and  retained, 
after  decapsulation  between  the  muscles  and  superficial  integu- 
ments, for  the  purpose  of  gaining  a  larger  capsular  blood  supply. 

3.  In  both  of  these  operations  the  artery  alone,  the  vein  alone, 
and  both  vessels  together  were  ligated  in  secondary  operations, 
time  being  allowed  for  the  healing  of  the  wounds  of  the  primary 
operation. 

4.  The  kidney  was  decapsulated,  retained  between  the  muscles 
and  skin,  and,  before  closure  of  the  skin  incision  the  cortex  was 
deeply  scarred  m  various  areas  with  a  Jacqualin  cautery  at  a  dull 
red  heat. 

The  time  limit  for  this  paper  admits  of  only  a  brief  resum£  of 
the  findings  in  these  experiments.  In  general  they  agree  with 
those  of  Litten.  The  collateral  circulation  was  not  sufficient  to 
replace  the  direct  circulation,  even  for  mere  trophic  purposes. 

In  all  of  the  operations  a  new  thick  capsule  was  formed,  with 
capillary  and  not  arterial  anastomoses.  All  of  the  kidneys 
showed  marked  degeneration  of  the  cortical  epithelium,  especially 
in  the  outer  zone;  and  all  the  new  capsules  showed  a  definite 
tendency  to  project  fibrous  tissue  into  the  cortex.  In  the  cauter- 
ized kidney  the  destroyed  areas  were  replaced  by  cicatrices  which 
blended  with  the  capsule.  Where  vessels  were  ligated  the  cortex 
presented  the  appearance  of  an  early  stage  of  coagulation 
necrosis. 

One  cat  was  in  bad  general  condition  at  the  time  of  operation. 
The  kidney  was  simply  decapsulated  and  returned  to  the  abdomi- 
nal cavity.  It  was  large,  and  very  pale.  A  month  after  the 
operation  the  animal  was  killed  and  the  kidney  injected  through 
the  artery  with  carmine  gelatine.  The  new  capsule  was  found 
to  be  irregularly  thick,  and  the  injection  showed  only  capillary 
anastomosis  with  the  cortex.  The  cortex  itself  showed  all  the 
lesions  of  a  large  white  kidney;  and  there  was  not  the  slightest 
evidence  of  any  regeneration.  On  the  contrary  the  tubules  of 
the  outer  zone  were  in  collapse  and  the  epithelial  cells  in  them 
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completely  broken  down.  Sixteen  operations  in  all  were  done 
on  eight  cats,  with  the  uniform  result  of  positive  injury  to  the 
normal  kidney,  and  no  benefit  to  the  large  white  kidney. 

These  findings  are  in  harmony  with  the  conclusions  of  the 
paper. 

At  a  later  date,  a  more  detailed  report  of  the  results  of  the 
work  done  in  the  laboratory  will  be  made. 

In  conclusion,  the  writer  desires  to  express  his  sense  of  his  high 
appreciation  of  the  earnest  work  and  brilliant  conception  which 
led  Dr.  Bdebohls  to  devise  this  operation  and  put  it  into  practice ; 
for,  while  he  cannot  approve  of  it  as  a  procedure,  it  is  neverthe- 
less a  tribute  to  the  energy  and  faithfulness  with  which  our 
American  surgeons  are  pressing  forward  for  the  mark  of  the 
prize  of  their  high  calling,  in  their  ceaseless  efforts  to  relieve  a 
suffering  humanity. 

Bibliography 

1.  Koelllker.  Handbuch  d.  Gewebelehre  d.  Mensch.    in  Bd.  1889,  pp.  800  sqq. 

t.  Steinach,  Ibidem,  p.  171. 

3.  Vlrchow  Cellular  Path.  4th  Ed.  Berlin,  1871. 

4.  Cohnheim,  Jul.  F.  Untarsuchungen,  11.  d.  Emboliachen  Procepe.  Berlin,  1878. 

6.  Lttten  Zeitschr.  f.  Klin.  Med.  1880.  pp.  181  sqq.  Centralblt.  fr.  d.  Med.  Wist.  18819.  5. 
p.  161. 

6.  Marchand  f .  Der.  Proeep  d.  Wundbeilung  Stuttgart,  1901,  pp.  817  sqq. 

7.  BrOdel  Max.  Johns  Hopkins  Med.  Bul.t  1908.  Am.  Med.  Vol.  IV,  No.  5,  pp.  178-178. 

8.  Tahna  Zietschr.  f .  Klin.  Med.,  1881,  II  pp.  488  sqq. 

9.  y.  Werra,  Vlych.  Archly.  88,  pp.  197  sqq. 

10.  Barth.  Citar.  Marchand,  6. 

11.  IS.    Ibidem. 

18.  ltibbert  All*.  Path.  Marburg,  1909. 

14.  Pautyns  ki,  Virch.  Archiv.  79,  p.  401. 

15.  Weigert  Virch.  Archiv.  78,  p.  980. 

16.  Orth,  Job.  Allg.  Path,  HI,  pp.  81-86, 41a,  42,  98a. 

17.  Rosensteln.  Path.  u.  Therap.  d.  Nierenkankheiter,  Berlin,  1894. 

18.  Lubanch  N.  Ostertag.  Spez.  Path.  Morph.  U.  Phys.  II.  Jahrg.  p.  786a.  ri.  Jahr.  774  HI.  1. 
p.  18.  viii.  p.  181. 

19.  Bernstein,  Lehrbuch.  d.  Phys.  d.  Mensch.  Halle,  1894,  pp.  889  sqq. 

80.    Botch,  T.  M.  and  Gushing,  H.  W.,  Boston.    Paediatric  Soc.,  Washington,  May,  1908. 


Digitized  by 


Google 


MANAGEMENT  OF   NEPHRITIS  145 

VIII.    SYMPOSIUM  ON  NEPHRITIS 


3.  The  General  Management  and  Therapeutics  op  Nephritis 

By  BEVERLEY  ROBINSON,  M.  D. 
NEW  YORK 

Mr.  President,  Members  of  the  State  Medical  Society;  Fellow- 
Practitioners  :  I  shall  speak  solely  of  Acute  and  Chronic  diffuse 
Nephritis.  Time  does  not  permit  that  I  refer  to  the  special  man- 
agement and  treatment  of  Cirrhosis  of  the  Kidney,  nor  indeed  to 
that  of  lardaceous,  or  waxy  Kidney.  I  shall  make  few  formal 
citations,  and  merely  an  occasional  individual  reference  to  others. 
I  shall  endeavor  to  report  some  of  my  own  convictions  in  a  very 
brief  manner.  These  convictions  are  the  result  of  experience  and 
study.  Personal  papers  from  which  I  have  again  taken  observed 
facts  may  be  found  in  American  Journal  of  the  Medical  Sciences 
and  the  New  York  Medical  Record. 

I  am  conscious  in  what  follows,  of  imperfect  and  fragmentary 
presentation  of  a  very  important  subject.  I  trust,  however,  that 
numerous  gaps  and  short-comings  will  be  supplied  by  others.  It 
must  be  understood  that  I  could  readily  amplify  many  bald 
statements  were  more  time  allotted  me,  and  were  I  unconscious  of 
the  great  knowledge  of  the  men  who  precede  me. 

It  is  my  experience,  and  I  doubt  not,  that  of  many  practi- 
tioners, to  be  called  upon  only  on  rare  occasions  to  treat  Acute 
Nephritis,  which  is  typical  according  to  descriptions  in  text 
books. 

The  great  majority  of  instances  of  Acute  Nephritis  are  grafted 
on  a  former  process  which  has  existed  for  some  time  and  which 
has  probably  been  caused  in  the  first  instance  by  harmful  and 
irregular  modes  of  life,  or  become  developed  during  the  course 
of  some  infectious  disease.  Many  of  these  patients  have  not  been 
aware  that  they  were  suffering  from  any  renal  trouble,  and  it  is 
only  when  acute  symptoms  of  more  or  less  gravity  appear  and 
they  seek  medical  advice  that  their  condition  is  discovered.  At 
that  time  and  after  careful  inquiry  and  research,  we  shall  fre- 
quently remain  in  reasonable  doubt  as  to  whether,  or  not,  the 
Kidneys  had  been  diseased  previously  and  to  what  extent  the 
fresh"  inflammatory  process  stands  by  itself.  Fortunately,  there- 
fore, our  methods  of  dealing  with  acute,  sub-acute,  and  in  a 
measure  Chronic  diffuse  Nephritis  are  not  dissimilar.  Wherein 
differences  of  management  and  treatment  exist  and  should  be 
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rationally  attended  to,  I  shall  endeavor  briefly  to  make  evident 
later  in  this  paper. 

The  first  thing  to  do  in  all  cases  of  Nephritis  in  which  the 
disease  shows  acute  symptoms  is  to  have  the  patient  go  to  bed. 
It  is  ill-advised  to  allow  him  to  lie  between  sheets,  particularly 
linen  ones,  during  the  first  few  days  of  the  acute  febrile  attack. 
Not  only  should  he  be  covered  on  all  sides  with  blankets,  but  his 
underclothing  should  be  wool.  A  most  useful  garment  is  a  long 
woolen  night  shirt  reaching  from  the  neck  almost  to  the  feet 
Heat  to  the  surface  and  of  a  continuous  character,  and  more  than 
is  agreeable  is  imperatively  required.  No  risk  even  of  temporary 
chilling  should  be  incurred.  Of  course,  this  would  be  much 
greater  in  cold  than  in  warm  weather.  The  two  cardinal  princi- 
ples to  be  kept  in  view  are : 

First:  Physiological  rest,  so  far  as  possible,  to  the  diseased 
organ. 

Second:  Relief  of  functions,  especially  through  the  supple- 
mentary action  of  skin  and  bowels. 

The  first  indication  is  supplied  immediately  in  the  best  man- 
ner by  going  to  bed,  as  I  have  stated,  because  in  this  way  with 
perfect  repose  of  mind  and  body,  we  do  not  fear  so  much  the 
immediate  bad  effects  of  mental  occupation  and  muscular  effort. 
Diet,  judiciously  considered  and  most  appropriate,  is  the  next 
important  direction  of  meeting  the  indication.  With  great  initial 
engorgement  of  the  kidneys  it  is  wisdom  to  give  very  small  quant- 
ities of  food,  and  solely  in  liquid  form.  Thus  there  is  much 
diminished  residual  waste,  and  least  irritating  substances  pass- 
ing through  a  clogged-up  structure.  A  milk  diet,  almost  exclu- 
sively, is  the  one  usually  insisted  upon  during  many  days,  or 
weeks  of  the  primary  attack.  In  my  judgment,  this  dietary 
should  be  insisted  upon  but  with  certain  limitations  proceeding 
from  common  sense  and  experience.  There  are  many  people  to 
whom  milk  is  repugnant,  with  whom  it  does  not  agree.  This  is 
eminently  true  of  milk  in  raw  undiluted  form;  combined  with 
lime  water,  or  Vichy,  with  the  addition  of  a  little  salt,  peptonized 
or  fermented  as  Koumys  or  Matzoon,  it  may  be  acceptable  to 
some  of  this  number.  With  others  of  the  class  referred  to,  one 
must  fall  back  upon  the  use  of  gruels  and  broths,  jellies,  and 
after  a  few  days,  arrowroot,  rice,  or  other  light  amylaceous  food. 
Among  the  diluents,  after  a  day  or  two,  water  in  abundance  may 
be  advantageously  taken,  and  when  given,  I  am  satisfied,  that 
good  spring  water  is  especially  desirable  by  reason  of  its  non-irri- 
tating diuretic  properties.  To  water  may  be  added  without 
injury,  if  the  patient  asks  for  it,  weak  tea,  lemonade,  or  water 
from  a  slightly  alkaline  spring.    If  the  oedema  or  dyspnoea  is 
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threatening,  or  if  the  urine  be  suppressed  or  in  small  concen- 
trated quantity,  the  bowels  should  be  emptied  rapidly  by  a  pur- 
gative enema,  or  by  repeated  doses  of  salts,  compound  jalap 
powder,  or  calomel.  So  soon  as  the  bowels  have  been  thor- 
oughly moved,  a  hot,  wet  paek  properly  applied,  which  shall 
cause  abundant  perspiration  without  danger  of  subsequent  ehill, 
or  undue  depression  should  be  insisted  upon.  Hot  water  baths 
are  very  troublesome,  are  no  more  efficacious  and  are  often  dan- 
gerous when  given  without  extreme  care.  Hot  air  baths  given  in 
bed  by  means  of  alcohol  lamp,  and  hot  air  conducted  under  the 
supported  bed  coverings  through  a  metal  tube,  or  according  to 
the  newer  Zellerman-Sheffield  system,  have  their  warm  advo- 
cates, and  in  institutions  where  the  attendants  and  apparatus 
may  be  readily  utilized,  may  prove  very  desirable.  In  the  care 
of  private  patients  I  greatly  prefer  the  hot  wet  pack,  for  its 
perfect  simplicity  and  saving  of  fatigue,  exposure  and  mental 
anxiety  in  very  nervous  patients.  Whenever  there  is  local  pain 
over  the  loins,  and  especially  if  the  urine  is  much  diminished  and 
of  high  specific  gravity,  while  containing  a  considerable  amount 
of  albumen  and  numerous  casts,— dry  cups,  or  a  large  warm 
poultice  of  flaxseed,  with  enough  mustard  to  redden  the  skin, 
affords  relief  and  is  useful  by  directing  the  blood  to  the  surface 
and  decongestioning  the  kidneys.  After  the  bowels  have  been 
freely  moved  one  or  more  times,  high  rectal  irrigations  by  means 
of  Kemp's  tubes  have  in  my  experience  promoted  diuresis  and 
neutralized  toxic  substances  from  the  intestinal  tract  which  have 
been  injurious  to  the  inflamed  kidneys.  I  am  of  the  opinion  that 
we  have  in  the  adoption  of  this  later  acquisition  to  our  arma- 
mentarium a  means,  when  suitably  employed,  of  very  great  value. 
I  object  to  pilocarpine  as  a  dangerous  drug  to  use,  as  it  has  occa- 
sioned death  several  times  within  a  few  days  from  acute  bronchial 
or  pneumonic  symptoms.  In  one  notable  case,  after  childbirth, 
in  my  own  experience,  its  use  induced  in  a  very  short  time, 
excessive  secretion  in  the  bronchial  tubes  and  death  promptly 
occurred. 

If  threatenings  of  uraemia  are  shown  by  increased  tension  in 
the  arteries,  an  accentuated  aortic  second  sound,  and  perhaps 
preliminary  muscular  twitchings,  a  few  doses  of  nitro-glycerine 
will  often  relieve  the  situation  very  rapidly.  Whenever  such  is 
the  case,  I  am  inclined  also  to  order  repeated  doses  of  sweet 
spirits  of  nitre,  or  to  add  a  teaspoonful  to  a  tumbler  of  water, 
and  request  the  patient  to  drink  a  mouthful  of  it  every  hour  or 
two.  The  nitre  relaxes  the  arteries,  acts  as  a  diaphoretic,  and  is 
effective  and  innocent.  In  its  action  upon  small  vessels  it  may 
be  regarded  essentially  as  nitro-glycerine  and  the  nitrites.     If 
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there  is  a  real  uraemic  seizure,  either  in  the  form  of  a  clonic  con- 
vulsion, or  of  a  rapidly  developing  comatose  state,  abstraction  of 
blood  either  by  bleeding  from  the  arm,  or  wet  cups  over  the 
loins  will  sometimes  be  the  only  means  of  saving  life.  After 
several  ounces  of  blood  (t.  e.,  from  eight  to  twenty)  have  been 
taken,  it  is  often  desirable  to  infuse  through  the  veins  with  hot 
saline  solution.  By  so  doing,  we  rid  the  blood,  on  the  one  hand,  of 
a  certain  amount  of  virulent  toxic  material  that  is  overwhelming 
it,  and  on  the  other,  we  dilute  this  toxin  in  the  most  approved 
manner  so  as  to  allow  the  nervous  system  to  support  it  until 
we  can  clear  the  organism  by  other  efficient,  though  slower  means. 
In  a  few  instances,  it  may  be  necessary  to  recur  to  inhalations  of 
chloroform,  injections  of  chloral  hydrate  by  the  rectum,  or  the 
hypodermic  use  of  morphine.  I  have  less  formal  objections  to  the 
use  of  morphine  subcutaneously  in  the  uraemia  of  acute  Nephri- 
tis than  I  have  in  the  chronic  forms,  still  I  am  ever  loth  to  recur 
to  it  unless  absolutely  indicated  by  the  extremity  of  the  case.  In 
certain  eclamptic  seizures  I  might  advise  it,  especially  when  the 
seizures  are  frequent,  and  I  believe  I  have  to  do  with  puerperal 
Nephritis  and  not  with  acute  Nephritis.1 

And  yet  even  in  these  instances,  and  although  morphine  injec- 
tions appear  to  diminish  the  frequency  of  the  convulsions,  when 
given  before  delivery  they  undoubtedly  add  to  the  risk  of  the 
child.  In  some  of  these  cases,  I  am  convinced  that  repeated 
inhalations  of  oxygen  are  very  valuable  in  avoiding  the  mani- 
festations of  uraemia,  and  in  promoting  its  cure  when  fully- 
developed.  In  more  than  one  example,  it  seemed  as  though  just 
the  food  for  the  poisoned  red  corpuscles  was  being  supplied.  As 
the  acute  stage  passes,  the  fever  disappears,  albumen  and  casts 
are  diminished,  and  blood  cells  are  no  longer  found  in  urine,  we 
may  become  less  rigid  about  absolute  rest  and  diet.  An  eggt  fresh 
fruit,  bread,  a  little  fish,  some  light  .puddings  and  green  vegeta- 
bles may  be  added  to  the  milk  dietary.  Also,  the  patient  may 
be  permitted  to  sit  up,  or  move  about  a  little  each  day.  For  the 
anaemia,  which  is  often  very  pronounced,  some  good  preparation 
of  iron  is  desirable  in  moderate  doses.  Of  these  none  equals  the 
tincture  of  the  perchloride,  either  with  a  little  glycerine,  spirits 
of  chloroform  and  water  (Reynold's  Mixture)  or  under  the  form 
of  the  well-known  Basham  Mixture,  in  which  it  is  combined  with 
spirits  of  mindererus.  In  the  same  way  as  we  require  iron, 
oxygen,  more  and  appropriate  food,  as  the  disease  becomes  sub- 
acute, or  chronic,  so  we  .must  have  good  fresh  air  and  plenty  of 
it  for  these  patients.  Those  whose  means  permit  should  seek 
when  otherwise  possible,  a  warm,  dry,  equable  climate  where 
their  life  should  be  passed  mostly  in  the  open  air,  and  away  from 
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fatigue  mental  and  bodily.  Whenever  it  is  impossible  to  remove 
these  patients  from  their  surroundings,  it  is  incumbent  upon 
them  to  avoid  cold  damp  weather,  and  when  they  are  unfortu- 
nately exposed  to  it,  to  be  warmly  clad  so  as  to  resist  the  effects 
of  atmospheric  changes,  particularly  of  any  draughts  of  air  to 
which  they  are  peculiarly  susceptible.  The  albuminuria  itself 
may  persist  as  a  symptom  for  a  long  while,  and  indeed  may  be 
most  difficult  to  overcome.  We  have  no  remedy  which  has  any 
direct  effect  probably  in  promoting  curative  changes  of  dis- 
eased kidney  structure,  and  we  should  expect  decided  ameliora- 
tion, if  not  cure,  mainly  through  ambient  surroundings  of  health- 
ful and  suitable  character,  great  and  continued  attention  to 
proper  dietary,  the  use  of  plenty  of  spring  water,  suitable  woolen 
underclothing,  proper,  well-prepared  food,  and  promotion  of 
good  nutrition  by  the  use  of  haematinics  and  avoidance  of  undue 
fatigue  and  worries.  Prom  time  to  time  it  is  desirable  to  keep 
the  skin  active  by  means  of  the  wet  pack,  or  hot  air  bath,  and 
under  no  circumstances  should  the  bowels  be  permitted  to  become 
at  all  constipated.  Every  effort  should  be  made  to  avoid  chilling 
of  the  surface,  undue  physical  effort,  absorbing  mental  pre- 
occupations, imprudences  of  diet  and  regime.  Secondary  thoracic 
inflammations  of  acute  nephritis  are  often  very  threatening  and 
difficult  to  treat.  They  occur  at  a  time  when  the  patient  is 
already  depleted  and  would  bear  antiphlogistic  remedies  badly. 
Moreover,  they  run  their  course  rapidly  and  with  great  severity. 
Moderate  counter-irritation  to  the  chest  walls,  or  more  distant 
parts,  is  useful,  but  we  must  beware  of  causing  blisters.  We 
should  also  be  careful  about  remedies  like  turpentine,  which 
even  locally  may  occasion  renal  irritation.  If  despite  every- 
thing, the  acute  nephritis  has  remained  uncured  and  become  a 
condition  of  chronic  diffuse  nephritis,  there  are  some  special  indi- 
cations which  I  would  further  emphasize.  First,  in  regard  to  the 
condition  of  the  stomach  and  intestines.  Second,  in  regard  to 
the  skin  when  it  becomes  tense  and  unduly  distended  despite  all 
the  means  hitherto  employed  to  promote  absorption.  Nausea  and 
repeated  vomiting  may  become,  both  in  acute  and  chronic  neph- 
ritis, a  factor  of  the  disease  which  requires  our  most  careful 
treatment.  After  other  means  have  been  exhausted,  I  have  occa- 
sionally found  that  repeated  small  doses  of  Eirsch  Wasser  have 
been  signally  successful.  This  water,  so  called,  is  nothing  more 
as  you  know,  than  a  dry  alcohol  containing  prussic  acid  from 
peach  kernels.  Chlorodyne,  in  repeated  minute  doses,  diluted 
with  a  little  water,  has  helped  me  at  times  in  a  remarkable 
manner.  The  diarrhoea  of  chronic  Bright 's  Disease  is  com- 
bated, as  I  believe,  when  other  means  fail,  with  occasionally  sur- 
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prising  good  effects  by  means  of  prolonged  intestinal  irrigatiou 
with  hot  saline  solution. 

When  oedema  to  an  excessive  degree  exists  and  affects  the 
lower  limbs,  in  order  to  prevent  the  breaking  of  the  skin  and 
resultant  ulceration,  it  is  desirable  to  use  the  lancet  and  make 
.  several  punctures,  or  incisions,  under  antiseptic  precautions. 
Subsequently,  the  limbs  should  be  frequently  washed  with  some 
mild  disinfectant  solution,  and  bandaged.  Occasionally,  it  is 
desirable  to  insert  a  small  capillary  tube  under  the  skin,  and 
leave  it  in  sitil  for  a  while,  after  connecting  it  with  a  rubber 
tube  of  small  calibre,  so  as  to  carry  on  continuous  drainage  into 
a  vessel  near  the  bed.  Of  course,  such  punctures,  or  the  inser- 
tion of  capillary  tubes,  may  occasionally  be  followed  by  ery- 
sipelas, or  local  gangrene,  despite  every  care  and  precaution. 
Withdrawal  of  fluid  from  the  pleural  cavities  by  aspiration,  when 
the  heart  is  pressed  upon  and  there  is  marked  dyspnoea,  or 
paracentesis  of  the  abdomen,  when  there  is  great  distension  of 
its  walls,  or  the  slow  withdrawal  of  fluid  from  the  peritoneal 
cavity  by  means  of  a  small  cannula,  left  in  place  several  days, 
are  at  times  clearly  indicated  and  required.  The  use  of  the  alka- 
line diuretics  such  as  the  citrate  and  acetate  of  potash,  or  the  use 
of  a  sub-acid  drink  with  cream  of  tartar  and  lemon  juice,  is 
frequently  very  beneficial,  when  the  acute  stage  has  subsided, 
and  there  are  no  longer  any  blood  cells  in  the  urine.  The  former 
salts  eliminate  themselves  from  the  economy  under  the  form  of 
carbonates,  and  when  continued  for  a  while,  unless  they  upset 
the  digestion  notably,  may  ward  off  the  development  of  uraemic 
symptoms.  Such  is  the  judgment  at  all  events,  of  many  careful 
observers.  Whenever  the  heart  has  become  dilated  and  weak,  the 
quantity  of  urine  is  notably  increased,  the  circulation  strength- 
ened, and  the  patient's  general  condition  improved  by  means  of 
digitalis,  strophanthus  and  strychnine  in  suitable  doses.  In 
febrille  conditions,  and  especially  among  the  gouty  and  men  past 
the  meridian  of  life,  digitalis  can  rarely  be  given  with  advantage, 
without  being  protected  as  to  its  action  on  the  peripheral  arterial 
circulation  by  corrective  doses  of  nitro-glycerine.  Otherwise,  w»j 
are  apt  to  get  a  bounding  tense  pulse  which  frequently  forebodes 
ill  for  the  patient,  unless  it  be  neutralized  rapidly  by  the  proper 
medicinal  agent.  A  point  of  considerable  importance,  often  over- 
looked, is  to  avoid  in  the  treatment  of  the  pyrexia  the  use  of 
certain  drugs  like  chlorate  of  potash,  or  salicylate  of  soda,  when- 
ever there  is  distinct  evidence  of  nephritis  because  of  their  well- 
known  irritative  action  upon  the  kidneys.  In  matter  of  diet  it  is 
wisdom  in  every  case,  to  watch  closely  the  amount  of  albumen, 
and  number  and  nature  of  casts  passed  in  the  urine  from  day  to 
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day.  The  personal  factor  enters  here  as  in  the  rational  treat- 
ment of  all  disease.  Thus,  while  in  the  experience  of  some  when 
the  Nephritis  becomes  sub-acute,  or  chronic,  albumen  is  stated  to 
be  notably  increased  by  allowing  one  or  more  eggs  daily  to  the 
patient,  it  is  the  experience  of  other  competent  observers  that 
with  this  addition  to  the  diet,  the  albumen  eliminated  in  the 
urine  will  diminish  in  quantity  very  soon,  and  the  patient  will 
gain  in  color  and  strength  and  appear  to  be  generally  improved  in 
health.  In  the  administration  of  any  one  of  the  iron  salts,  we 
should  ever  be  alive  to  their  constipating  effects,  and  likewise  to 
the  injurious  results  proceeding  from  over  doses  as  insisted  upon 
by  Tyson.  Attention  should  be  directed  to  the  fact  that  in  the 
infectious  diseases,  such  as  eruptive  fevers,  diphtheria,  typhoid 
fever,  pneumonia,  etc.,  the  determination  of  the  disease  upon  the 
kidneys  marches  pari  passft  with  the  action  of  its  toxins  upon 
other  organs.  Therefore,  we  should  not  be  prone  to  interpret 
the  evidences  of  nephritis,  (albumen,  casts,  etc.),  as  of  too 
threatening  nature  in  many  instances,  nor  change  our  general 
method  of  treatment  much,  or  at  all,  on  account  of  the  renal 
symptoms.  When  the  fever  abates,  or  convalescence  is  estab- 
lished, the  renal  signs  and  symptoms  clear  up  as  a  rule,  and 
become  satisfactory  in  the  same  way  and  according  to  the  same 
lines  that  other  morbid  manifestations  of  the  special  infection 
do.  Of  course,  there  are  instances  in  which  the  symptoms  are 
specially  threatening  from  the  renal  standpoint,  and  not  infre- 
quently I  have  noticed  symptoms  which  I  have  felt  convinced 
were  clearly  uraemic  in  nature.  While  such  cases,  if  unobserved, 
or  ignorantly  treated,  might  go  from  bad  to  worse  and  result 
fatally  very  soon,  when  the  symptoms  are  intelligently  treated, 
they  usually  improve  by  degrees,  always  presuming  that  the  kii- 
neys  were  normal  prior  to  the  debut  of  the  infection.  In  this 
connection  I  would  direct  attention  to  the  grave  form  of  typhoid 
fever,  beginning  with  nephritis  and  intense  gastro-intestinal 
symptoms.  Here,  we  should  not  tje  misled  as  to  the  seriousness 
of  the  infection  from  every  point  of  view,  the  renal  condition 
being  included,  of  course,  with  the  rest.  In  all  cases  of  pro- 
longed, albuminuria  following  acute  nephritis  great  care  against 
cold,  exposure  and  imprudences  of  diet,  as  well  as  against  over- 
work and  fatigue,  must  be  exercised  so  as  to  prevent,  if  possible, 
the  development  of  chronic  nephritis.  If  despite  all  precaution- 
ary or  prophylactic  measures,  chronic  nephritis  develops,  we 
should  be  especially  solicitous  about  all  sub-acute  complications, 
and  whenever  the  urine  shows  by  increase  of  albumen  or  casts, 
and  especially  by  the  presence  of  blood  casts  or  free  blood  cells, 
this  condition,  the  patient  should  be  put  to  bed  and  treated 
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essentially  as  already  indicated.  Chronic  nephritis  is  frequently 
an  incurable  disease,  and  in  any  event  we  should  not  expect  too 
much  from  the  purely  medicinal  measures.  Some  cases  do 
eventually  recover,  but  when  this  is  the  case,  the  cure  should  be 
attributed  rather  to  the  continued  close  observance  of  hygienic 
rules  than  to  the  influence  of  remedies.  The  best  that  we  should 
usually  hope  for  is  the  improvement  of  the  kidneys  functionally 
as  well  as  of  the  work  of  the  organs  secondarily  affected.  Of 
course,  as  far  as  may  be,  it  is  desirable  to  treat  the  cause  of  the 
chronic  nephritis,  but  frequently  this  is  difficult  or  impossible, 
and  the  disease  is  already  well  established  when  we  first  recognize 
it.  However,  whenever  syphilis,  malaria,  or  suppurative  proc- 
esses are  present,  we  should  not  ignore  the  indications  which  pro- 
ceed therefrom.  We  must,  however,  always  bear  in  mind  that 
many  of  the  drugs  employed  to  relieve  those  conditions  are 
inimical  to  the  healthful  action  of  the  kidney,  and  may  indeed 
increase  albuminuria  and  haematuria.  Notably  this  is  true  of 
many  of  the  so-called  disinfectant  remedies,  such  as  carbolic  acid, 
salicylic  acid,  and  the  salicylates,  sulpho-carbolate  of  sodium,  etc 
Therefore,  even  when  we  are  warring  against  the  auto-intoxica- 
tions of  gastro-intestinal  origin,  we  should  bear  these  facts  in 
mind,  and  likewise  the  fact  that  with  any  reasonable,  or  non- 
poisonous  dose  of  these  drugs,  it  is  extremely  doubtful  whether 
we  can  entirely  destroy  infective  micro-organisms,  which  go  to 
the  kidneys  from  the  stomach  and  bowels,  or  originate  indeed 
within  these  organs. 

While  it  is  relatively  easy  to  point  out  the  dangers  and  draw- 
backs of  unwise  medication,  it  is  difficult  to  say  what  medicinal 
remedies  are  useful  in  ameliorating  or  curing  the  disease. 
Chronic  nephritis  comes-  on  so  gradually,  so  insidiously  and 
withal  is  typical  of  such  a  low  grade  of  inflammatory  action  that 
we  know  of  no  drugs  to  which  we  may  recur  with  hopeful  trust 
as  to  their  real  efficacy.  It  is  doubtful  in  many  instances  of 
chronic  nephritis,  whether  it  is  wisdom  to  keep  the  patient  closely 
confined  either  to  his  bed,  his  room,  or  the  house.  Too  close  con- 
finement, even  though  theoretically,  the  renal  functions  are  thus 
relieved,  will  finish  by  diminishing  appetite  and  undermining 
strength.  Therefore,  when  the  nutrition  is  fairly  maintained, 
the  strength  sufficient  and  the  dropsy  only  moderate,  it  is  bettor 
to  advise  gentle  exercise  in  the  open  air  whenever  the  weather 
is  favorable.  Under  other  circumstances  and  especially  when- 
ever an  acute  complication  has  arisen  in  any  organ,  close  con- 
finement to  bed,  or  one's  room  should  be  insisted  upon  during 
its  duration. 

Plirbringer  has  shown  the  wisdom  of  the  former  counsel,  and 


Digitized  by 


Google 


BEVERLEY    ROBINSON 


153 


where  the  skin  was  acting  freely,  in  one  notable  case.  Whenever 
the  disease  itself  presents  atypical  features,  or  any  particular 
symptom  is  prominent,  or  threatening,  special  indications  of 
treatment  may  arise.  It  is  well  to  remember  in  all  such  cases, 
that  while  in  appearance  we  may  be  dealing  with,  or  caring  for 
only  a  single  manifestation  of  chronic  nephritis,  we  may  in 
reality  be  dealing  rationally  and  successfully  with  the  disease 
considered  in  its  entirety.  Thus,  for  example,  in  treating  excessive 
albuminuria,  or  dropsy,  diminution  in  quantity  of  urine,  sudden 
amaurosis,  or  uncontrollable  vomiting,  we  may  be  doing  our 
best  work  for  all  the  symptoms  and  conditions  involved  in  the 
special  case  of  chronic  nephritis.  Among  remedies  which  have 
been  vaunted  to  increase  the  quantity  of  urine  in  chronic 
nephritis,  without  however  notably  diminishing  the  amount  of 
albumen,  is  iodide  of  potash.  Ringer  insists  upon  its  efficacy  in 
this  direction  independently  of  a  syphilitic  causative  factor  in 
the  case.  Further,  he  insists  that  in  many  instances  the  amount 
of  iodide  taken  daily  so  as  to  secure  its  best  effects  must  be 
increased  to  100,  or  even  200  grains.  *  I  have  never  given  such 
large  doses,  nor  should  I  be  inclined  to  do  so  except  in  very 
rare  instances.  The  majority  of  patients  affected  with  chronic 
nephritis  have  a  very  sensitive  stomach  and  bowels,  and  the 
iodide,  even  in  moderate  doses,  is  apt  to  derange  them.  Further, 
its  unpleasant  after  taste,  particularly,  no  matter  in  what  manner 
we  administer  it,  is  apt  to  cause  considerable  annoyance  and 
diminish  appetite  to  a  marked  extent.  The  question  of  the 
amount  of  albumen  eliminated  daily  is  closely  related  to  that  of 
the  proper  diet  for  the  patient.  Some  physicians  hold  that  the 
dietary  should  be  of  the  sort  which  shall  not  tend  to  increase 
the  amount  of  albumen  lost,  as  they  believe  the  loss  of  strength 
of  the  patient  is  mainly  due  to -this  fact.  Others  with,  as  I 
believe,  equally  good  reasons,  hold  that  it  is  far  wiser  to  com- 
pensate for  this  excessive  drain  of  albumen  from  the  blood,  by 
increasing  the  quantity  and  variety  of  the  food,  and  thus  main- 
taining the  patient's  strength  and  vigor.  It  seems  to  me  that 
much  must  depend  as  to  our  guidance  upon  the  individual  case. 
If  headache,  malaise,  interference  with  normal  digestive  proc- 
esses are  evidently  occasioned  by  increased  dietary  it  should  be 
abridged  considerably.  If,  on  the  contrary,  there  are  no 
unpleasant  and  untoward  sequelae  other  than  the  large  daily 
excretion  of  albumen  in  the  urine,  and  if,  moreover,  the  patient's 
general  health  and  strength  seem  satisfactory  in  view  of  the 
nature  of  the  case,  it  seems  the  part  of  good  judgment  to  persist 
in  a  more  liberal  dietary.  Of  course,  if  in  the  course  of  chronic 
nephritis  acute  hyperaemia  should  occur  and  blood  again  appear 
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in  the  urine,  it  is  obviously  and  formally  indicated  to  return  to 
a  liquid  diet,  mainly,  of  milk,  until  all  acute  symptoms  have 
again  disappeared.  It  is  objected  to  the  increase  of  diet  in 
chronic  nephritis,  that  there  are  some  instances  on  record  in 
which  long  persistence  in  a  milk  diet  had  apparently  cured  the 
disease.  George  Johnson,  for  example,  has  cited  a  case  in  which 
this  result  followed  after  a  period  of  six  years. 

In  general,  nephritiq  patients  are  better  off  without  alcohol 
in  any  form— still  there  are  exceptions.  In  men  and  women  of 
middle  life  who  have  been  accustomed  to  take  a  glass  of  wine 
or  a  little  whiskey  and  water  at  meals  for  many  a  long  year 
it  is  unwise,  as  I  believe,  to  intermit  the  habit.  By  so  doing  their 
appetite  and  digestion  would  be  impaired,  they  would  take  less 
food,  and  moreover,  become  introspective,  morbid,  or  depressed. 

In  regard  to  the  choice  between  spirits  or  a  good,  sound  wine 
or  light  beer,  I  believe  it  may  be  left  often  to  individual  fancy 
or  desire.  The  essential  matters  are  that  stimulants  should  be 
taken,  as  a  rule,  only  at  jneals,  in  small  quantity,  and  diluted 
Of  course  if  there  has  never  been  the  habit  of  taking  alcohol  in 
any  form  with  the  meals  it  is  unnecessary,  and  may  be  harmful 
to  begin  it.  In  instances  in  which  there  is  decidedly  lowered 
heart  power,  general  weak  circulation  and  notable  exhaustion, 
small  quantities  of  alcohol,  both  as  food  and  stimulant,  should 
be  given  for  a  time,  and  the  effect  upon  the  renal  condition  may 
be  considered  secondary  to  other  major  and  imminent  considera- 
tions. Occasionally,  no  doubt,  the  amount  of  albumen  diminishes 
during  the  period  the  patient  is  taking  some  astringent  drug. 
It  always  seems  to  be  a  "post  hoc,  ergo  propter  hoc"  proposi- 
tion,—and  I  am  usually  of  the  opinion  that  the  dietetic  and  other 
general  rules  laid  down  and  observed,  have  been  more  useful 
than  the  remedy  employed.  It  is  certain,  in  any  case,  that  when 
the  astringent  causes  inappetence  or  stomachal  distress  it  should 
be  intermitted.  Even  in  those  cases  in  which  an  acute  process 
has  intervened  and  there  is  quite  abundant  haematuria,  I  am 
confident  light  diet,  warmth  in  bed,  and  absolute  physiological 
rest  as  far  as  may  be,  to  the  diseased  kidneys,  have  played  a 
far  more  important  and  beneficent  role  than  the  astringent 
drug.  Just  as  in  interstitial  nephritis  our  greater  fears  come 
frequently  from  dangerous  uraemic  manifestations,  so  in  chronic 
diffuse  nephritis  at  a  later  stage,  the  presence  of  large  dropsical 
effusions  is  often  a  source  of  much  anxiety.  In  the  lower  limbs 
or  in  the  peritoneal  cavity  they  occasion  much  discomfort,  but 
they  do  not  threaten  life  by  direct  interference  with  heart  action, 
as  large  effusions  of  the  pleurae  sometimes  do.  I  have  already 
alluded  to  the  different  medical  ways  of  relieving  this  condition 
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— their  indications  and  objections.  To  repeat:  they  are  hot  air 
baths  or  wet  packs,  possibly  the  use  of  pilocarpine  in  minute 
doses  hypodermically,  hydragogue  cathartics  and  alkaline  diure- 
tics.. Whenever  all  these  fail  and  the  condition  of  the  patient 
is  imminently  threatening  we  make  use  of  surgical  procedures, 
t.  e.,  puncture  of  lower  limbs,  paracentesis  of  abdomen,  or  aspira- 
tion of  pleura,  according  to  what  seems  first  of  all  required.  In 
the  most  severe  dropsical  conditions  I  have  many  times  tried  all 
these  seriatim.  Uraemia,  especially  the  chronic  form,  not  infre- 
quently occurs  in  chronic  nephritis  in  the  later  stages  when  the 
kidney  is  contracted.  It  should  be  treated  very  much  as  we  do 
the  dropsical  symptoms,  barring  the  surgical  procedures  just 
mentioned.  In  acute  uraemia,  when  convulsions  appear,  purga- 
tives and  the  hot  pack  may  be  employed.  Chloroform  inhalations 
may  also  be  used  immediately  to  shorten  the  attack.  I  am  not 
convinced,  however,  despite  much  testimony  to  the  contrary,  that 
they  will  accomplish  this  result.  The  use  of  morphine  in  the 
treatment  of  uraemic  convulsions  is  still  a  moot  question  before 
the  profession.  The  late  Dr.  A.  L.  Loomis  cordially  supported 
its  use.  Professor  Wm.  Osier  is  to-day  a  warm  advocate  of  its 
employment  and  holds  that  he  has  never  seen  it  do  harm.  Dela- 
field,  Musser'  and  Tyson  endorse  its  use  in  certain  cases,  but 
restrict  its  indications  somewhat.  Tyson  believes  it  to  be  par- 
ticularly harmful  in  interstitial  nephritis. 

On  the  other  hand,  George  Johnson  and  Tirard  are  unqual- 
ifiedly opposed  to  its  use  in  chronic  nephritis  in  either  form,  and 
claim  that  as  a  result  of  hypodermic  injections  of  morphine  the 
convulsions  become  more  frequent  and  more  severe.  For  my 
part,  I  am  of  this  opinion  in  those  instances  in  which  the  con- 
vulsive seizure  is  accompanied  with  the  contracted  pupil.  When- 
ever the  pupil  is  dilated,  or  even  of  normal  size,  I  have  seen 
small  or  moderate  morphine  injections  of  evident  service.  In 
the  other  instances  I  have  seen  it  act  in  a  similar  way  to  that 
pointed  out  by  Johnson. 

In  this  connection  I  would  add  that  I  am  much  pleased  to 
note  that  Holt,  in  the  last  edition  of  his  admirable  book  on  Dis- 
eases <of  Children,  emphasizes  the  indication  which  proceeds 
from  the  size  of  the  pupil  in  the  use  of  morphine  in  uraemia. 
Morphine  injections  may  indeed  be  given  and  promptly  followed 
by  lie  arrest  of  a  convulsive  seizure.  Yet  too  often  this  arrest 
is  but  the  prelude  of  a  rapidly  fatal  ending.  Perhaps  this  sad 
result  might  be  averted,  as  suggested  by  B.  K.  Rachford,  if 
immediately  after  the  use  of  morphine,  blood  be  withdrawn  from 
a  vein  and  followed  by  intravenous  saline  infusion.  (Medical 
News,  March  15,  1902.) 
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As  a  rule  where  there  is  much  sleeplessness  I  prefer  the  bro- 
mides to  chloral,  as  in  cardiac  weakness  the  latter  drug  is  invari- 
ably dangerous.  Whenever  the  condition  is  imminent  and  there 
is  high  tension  pulse  and  a  fairly  vigorous  patient,  venesection 
followed  by  intravenous  infusion  with  hot  sterile  saline  solution 
will  relieve  acute  uraemia  at  times,  as  nothing  else  will.  I  have 
seen  almost  miraculous  cures  from  this  procedure,  which  I  have 
had  occasion  to  have  done  for  me  many  times.  There  are  numer- 
ous occasions  when  I  prefer  high  rectal  enemata  to  intravenous 
infusions.  My  experience  with  subcutaneous  injections  of  saline 
solutions  is  not  at  all  favorable.  They  are  far  more  painful  than 
is  stated,  and  their  immediate  or  remote  effects  upon  the  uraemic 
poison  have  not  appeared  to  me  as  desirable  as  those  derived  from 
infusions  or  enemata. 

One  very  important  precaution  in  the  use  of  saline  infusions  is 
to  guard  against  dilation  of  the  right  heart,  a  complication  to 
which  Tyson  and  I  have  directed  attention.  The  indications  pro- 
ceeding from  the  heart  and  pulse  in  chronic  uraemia  call  often 
for  a  heart  stimulant,  and  digitalis  and  strophantus  are 
frequently  used. 

During  many  years  and  in  some  of  my  worst  cases  of  weak 
heart,  relaxed  arteries,  dropsical  effusions  and  insufficient  urin- 
ation, I  have  found  Trousseau's  diuretic  wine  invaluable.  As  is 
well  known  it  is  composed  of  digitalis,  squills,  juniper  berries, 
acetate  of  potash  and  white  wine. 

We  are  sometimes  compelled  to  stop  all  medication  by  the 
mouth  in  view  of  uncontrollable  vomiting.  Life  is  then  sup- 
ported, almost  solely  at  times,  with  nutrient  and  other  enemata. 
What  I  have  written  applies  in  general  terms  to  the  management 
and  treatment  of  chronic  nephritis  in  childhood  as  well  as  in 
adult  life,  except  that  hot  tub  baths  may  be  given  more  easily 
and  safely  to  children  than  to  men  and  women.  With  children 
the  undue  use  of  hydragogue  cathartics  on  account  of  their  weak- 
ening effects  should  be  specially  avoided.  On  the  other  hand, 
they  bear  repeated  doses  of  mercury  in  nephritis,  perhaps  better 
than  adults,  and  run  less  risk  of  salivation.  This  accident,  as 
we  know,  should  be  dreaded  with  the  latter,  on  account  of  their 
extreme  susceptibility  to  the  physiological  effects  of  the  drug. 
(Roberts.) 

In  view  of  late  investigations  by  Widal  and  Javal,  it  would 
seem  as  if  it  were  most  desirable  to  suppress  entirely  the  use  of 
salt  in  the  dietary  of  patients  affected  with  acute,  or  chronic 
nephritis  whenever  the  dropsy  is  considerable.  These  experi- 
menters have,  also,  shown  the  great  value  of  theobromin  as  a 
diuretic  to  diminish  albuminuria  and  to  benefit  the  general  con- 
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dition  of  the  patients.  The  inferiority  of  digitalis,  nitre  and 
squills  in  these  regards  is  insisted  upon.  "A  mixed  diet,  the 
authors  agree,  without  salt,  may  safely  be  given  to  nephritics."* 
Finally,  Dr.  McVail  of  Glasgow,  reports  two  cases,  one  of  con- 
vulsions, the  other  of  coma,  in  which  successful  results  followed 
spinal  puncture  when  other  means  failed.  In  his  opinion  these 
instances  prove  that  convulsions  and  coma  in  acute  nephritis  are 
due  frequently  "to  the  sudden  increase  of  intra-eranial  pressure, 
and  not  to  uraemic  poisoning  of  nerve  centres."  (v.  Br.  Med. 
JL,  Oct  24,  1903,  p.  1054.) 


1.    If  the  quantity  of  blood  in  the  urine,  in  addition  to  tbe  amount  of  albumen  is  considerable 
the  latter  diagnosis  is  probably  correct. 
S.    N.  T.    Medical  Journal,  November  ft,  1908,  and  Presee  Medlcale,  October  7,  1901. 


IX.    SYMPOSIUM  ON  ABDOMINAL  PAIN 


1.  Abdominal  Pain 
bt  j.  h:  mussee,  m.d. 

PHILADELPHIA,   PA. 

With  the  limitations  that  must  be  placed  on  all  subjective 
symptoms,  pain  is  the  one  which  more  than  all  others  leads  to  the 
recognition  and  localization  of  disease  within  the  abdomen.  For- 
tunate is  the  physician  who  has  the  aid  of  a  patient  with  clear 
intelligence  to  describe  the  character,  the  mode  of  onset,  the 
localization,  the  direction  of  transmission,  the  association  with 
altered  function,  and  the  many  qualities  of  this  valuable  clinical 
expression  of  disease.  Unfortunately,  too  often,  when  the  aid 
of  the  patient  is  needed  the  most,  as  in  the  toxic  period  of  typhoid 
fever,  it  avails  not  as  it  should. 

ASSOCIATE  EXPRESSION  OP  PAIN 

Spasm  of  muscles.  The  occurrence  of  spasm  of  muscles, 
related  by  nerve  supply  to  the  organic  lesion  which  causes  the 
pain,  as  indicated  by  resistance,  is  of  great  aid  in  the  localization 
of  the  lesion.  No  more  valuable  indication  of  the  occurrence  of 
irritation  or  inflammation  exists  than  this  symptom.  Of  much 
significance  under  certain  circumstances  is  its  absence,  for  often 
it  does  not  imply  under  such  circumstances  the  absence  of  lesion, 
(a)  It  is  wanting,  of  course,  when  there  is  no  muscle,  or 
perhaps  very  little,  to  undergo  spasm.  Hence  in  atrophied 
abdominal  walls,  as  occur  in  women  from  overdistension,  such 
spasm  may  not  occur.  In  a  case  of  perforating  gastric  ulcer 
with  oncoming  peritonitis,  operated  on  by  Keen,  within  six  hours 
of  perforation,  no  spasm  or  resistance  was  detected.    Similar 


Digitized  by 


Google 


158  ABDOMINAL   PAIN 

eases  of  such  character  have  occurred  in  cholecystitis,  when  often 
for  similar  reasons,  mural  atrophy,  the  muscle  spasm  is  wanting. 
(6)  It  disappears  with  the  onset  of  toxemia,  and  hence  a  rapidly 
lessening  resistance  with  the  slightest  evidence  of  advancing 
toxemia,  as  indicated  by  the  expression,  the  tongue,  the  pulse- 
rate,  the  mental  condition,  even  though  the  temperature  fails, 
is  of  grave  significance.  It  may  be  found  that  the  leukocytes  do 
not  increase,  but  may  even  fall  to  a  moderate  height,  as  9,000  to 
12,000  or  even  less,  as  we  also  find  in  grave  pneumococcus  infec- 
tions, when  a  moderate  leukopenia  may  be  present 

Tenderness  of  Cutaneous  Surface.  Hyperalgesia.  —  Hilton, 
Head,  Mackenzie,  and  others  have  repeatedly  called  attention  to 
alterations  of  cutaneous  sensibility  in  the  distribution  of  spinal 
nerves  related  to  affected  organs  within  the  body.  Sherren1  has 
called  renewed  attention  to  this  cutaneous  hyperalgesia,  elicited 
by  the  head  of  a  pin  or  some  blunt  instrument.  That  such 
hyperalgesia  may  exist  is  well  known,  but  the  point  I  wish  to 
make  is,  if  it  exists  and  then  disappears,  as  may  also  spasm  and 
pain,  the  change  is  of  ill  omen  unless  all  other  symptoms  subside. 
The  absence  of,  or  rather  the  disappearance  of  hyperalgesia 
means  the  occurrence  of  gangrene  or  perhaps  perforation.  The 
accompanying  illustrations  show  the  distribution  of  cutaneous 
hyperalgesia  in  appendicitis.  They  are  taken  from  Sherren 's 
article. 

PAIN  IN  ABDOMEN  DUE  TO  GENERAL  CONDITIONS 

The  Intoxications.  I  shall  pass  over  that  due  to  lead-poison- 
ing, only  venturing  to  reinforce  the  warning  of  Janeway,  and 
speak  of  abdominal  pain  due  to  uremia.  The  French  authors  have 
long  since  called  attention  to  this  symptom,  and  many  years  ago 
I  made  a  verbal  communication  to  the  West  Philadelphia  Medical 
Society  on  it.  I  had  seen  it,  as  had  likewise  the  French  observers, 
in  or  preceding  the  uremic  convulsions  of  puerperal  nephritis.  In 
the  instances  under  my  observation  the  pain  was  in  the  epigas- 
trium and  both  hypochondria.  Only  recently  I  was  asked  to  see  a 
case  of  alleged  severe  indigestion  with  cramps  in  a  woman  who 
had  been  delivered  four  hours  previously,  and  who  had  nephritis 
in  the  latter  part  of  her  pregnancy.  I  warned  them  of  the  oncom- 
ing of  uremic  convulsions  and  coma,  which  unhappily  was  too 
true  four  hours  later. 

UREMIA  SIMULATING  PERFORATING  GASTRIC  ULCER 

In  my  service  of  1902,  in  the  University  Hospital,  a  patient 
was  under  my  care  for  well-defined  syphilis  and  nephritis.  She 
had  some  epigastric  pain,  constant  vomiting,  and  hematemesis. 
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For  reasons  a  gastric  analysis  was  not  made,  but  the  vomitus 
did  not  give  signs  of  any  definite  organic  disease.  On  one 
occasion,  while  vomiting  was  temporarily  arrested,  sudden  pain 
and  shock  ensued.  The  temperature  fell  to  ninety-six  degrees  and 
the  pulse  rose.  I  was  informed  perforation  had  taken  place. 
Professor  Frazier  saw  her  with  me  a  few  hours  later.  As  the 
toxic  features  of  uremia  appeared  to  be  increasing,  operation  was 
deferred.  Temporary  recovery  from  the  uremia  took  place,  but 
death  followed  within  a  month. 

At  the  autopsy  a  marked  chronic  gastritis,  with  ecchymosis 
and  abrasions  of  the  mucous  membrane,  were  found,  but  no 
ulceration  of  the  stomach.  The  patient  narrowly  escaped 
operation. 

The  next  patient  was  not  so  fortunate.  I  saw  him  on  an  after- 
noon, with  well-defined  uremia.  He  suffered  very  much  from 
abdominal  pain.  He  had  an  inguinal  hernia.  I  sent  him  to  the 
hospital,  and  asked  that  a  surgeon  see  him  to  discuss  with  me 
the  relation,  if  any,  of  the  hernia  to  the  pain  and  vomiting.  We 
were  prevented  conjoint  attendance  upon  the  case,  and  the  sur- 
geon, thinking  I  had  sent  him  in  for  operation,  performed  it 
without  delay.  Neither  incarceration  nor  strangulation  was 
found,  and  later  the  autopsy  showed  that  pain  could  not  be 
accounted  for  by  any  abdominal  conditions.  It  was  evidently 
toxic. 

Hysteria  and  the  Neuroses.  I  mention  these  states  for  the 
purpose  of  disclaiming  against  the  accepted  ideas  of  the  fre- 
quency of  abdominal  pain  of  such  origin.  Too  often  we  take 
refuge  under  the  cloak  of  hysteria;  too  often  such  diagnosis  is  a 
confession  that  we  are  ignorant  of  the  true  cause  of  suffering.  As 
our  experience  increases  I  am  sure  we  can  "run  down"  these  so- 
called  neuroses.  The  more  I  learn  of  abdominal  disease  the  less 
I  see  of  hysteria.  Not  many  years  ago  I  saw  a  seemingly  well- 
defined  case  of  hysteria.  The  patient  had  great  pain  in  the  region 
of  the  liver  and  the  right  shoulder,  and  ill-defined  symptoms  of 
gallstones.  Her  mother  had  had  gallstones.  Because  of  the 
general  symptoms,  and  especially  the  nervous  symptoms,  I  gave  it 
as  my  opinion  that  the  pain  was  probably  a  neurosis,  and  advised 
against  an  operation.  Later,  gallstones  were  passed,  and  soon 
the  patient  was  restored  to  health.  The  nonhysteric  origin  of 
pain  formerly  attributed  to  the  neuroses  is  strongly  supported  by 
our  increased  knowledge  of  headaches.  The  ophthalmologist  has 
hunted  down  many  of  the  headaches  formerly  described  as  neu- 
rasthenic, and  within  a  few  years  knowledge  of  the  mysteries  and 
vagaries  of  sinusitis,  giving  rise  to  various  forms  of  headache 
and  neuralgia,  to  which  belongs  the  headache  of  early  morning, 
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continuing  throughout  the  day,  "disappearing  as  the  sun  goes 
down,"  has  deprived  hysteria  of  many  accusations. 

ABDOMINAL  PAIN  NOT  DUE  TO  DISEASE  BELOW  THE  DIAPHRAGM 

Speaking  to  clinicians,  it  is  not  necessary  to  go  further  than 
to  remind  them  seriatim  of  the  many  cases  of  abdominal  pain 
due  to  extraabdominal  causes.    Thus  we  have  pain  due  to : 

1.  Crises  of  locomotor  ataxia  and  other  organic  spinal  cord 
diseases. 

2.  Spondylitis  rhizomalique.  A  case  of  this  nature  was  brought 
to  me,  considered  to  be  cancer  of  the  liver  or  kidney.  Many 
cases  are  referred  to  in  the  literature  of  the  subject. 

3.  Caries  of  the  vertebra. 

4.  Cancer  of  the  vertebra. 

5.  Aneurysm  of  the  thoracic  aorta,  especially  located  above  the 
diaphragm. 

6.  Diaphragmatic  pleurisy  and  rheumatism  of  the  diaphragm. 
A  case  that  caused  much  interest  was  that  of  a  robust  man, 

who  had  been  operated  on  for  hemorrhoids.  The  man  was  evi- 
dently infected  at  the  time  of  operation  in  the  field  of  the  opera- 
tion. Fever  and  a  mild  leukocytosis  were  present.  After  a  cold 
bath  three  days  later  the  patient  had  a  chill,  severe  pain  in  the 
lower  thoracic  and  upper  abdominal  region,  tenderness  along  the 
diaphragm,  dyspnea,  and  slight  cough.  No  signs  of  pleurisy  could 
be  brought  out.  When  the  liver  was  brought  down  by  a  full 
breath  against  the  palpating  hand  it  excited  pain,  which  sug- 
gested a  tender  liver.  There  was  some  myalgia  about  the 
shoulders.  The  fever  and  leukocytosis  persisted.  Although  the 
development  of  multiple  abscess  of  the  liver  or  subdiaphragmatic 
infection  was  suggested,  the  general  picture  was  that  of  dia- 
phragmatic pleurisy,  or  rheumatism,  with  myalgia  in  other  situ- 
ations, occurring  incidentally  in  a  person  with  an  infected  rectal 
wound.  The  difficulties  of  the  case  can  be  imagined  when  it  is 
known  the  patient  was  a  highly  neurotic  physician,  who  bore 
pain  badly,  and  the  attendants,  were  two  brothers,  who  were 
maximally  sympathetic  and  keenly  alive  to  pathologic  possibil- 
ities, the  one  a  leader  in  ophthalmology,  the  other  a  great  nose 
and  throat  specialist. 

7.  Pulmonary  affections.  Pleurisy  need  not  further  be  con- 
sidered as  a  cause  of  abdominal  pain.  Of  pneumonia  much 
more  must  be  said.  During  the  past  five  years,  two  or  three  cases 
occurred  each  winter,  in  which  I  was  called  upon  to  decide  if 
the  anticipated  operation  for  a  reputed  abdominal  affection  was 
or  was  not  required.  My  notes  of  six  cases  belong  to  children, 
and  it  is  chiefly  in  them  we  find  pneumonia  with  symptoms  of 
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some  acute  abdominal  affection,  chiefly  appendicitis.  I  have  seen 
cases  of  pneumonia  in  older  subjects  treated  as  some  form  of  liver 
disease,  because  of  pain  in  the  right  hypochondrium  and  jaundice. 
8.  Cardiac  affections.  I  can  only  refer  to  the  epigastric  pain 
of  acute  pericarditis,  a  disease  so  often  void  of  symptoms  and 
signs;  of  a  congested  left  lobe  of  the  liver  in  acute  failure  of 
compensation ;  of  angina  pectoris.  When  it  is  remembered  in  all 
these  conditions,  as  well  as  pulmonary  affections,  vomiting  and  also 
flatulency  may  occur,  we  can  realize  possible  difficulties  to  many. 

ABDOMINAL  PAIN  DUE  TO  (a)  GASTRIC  AFFECTIONS. 

The  pain  due  to  forms  of  gastritis,  that  due  to  ulcer,  and  that 
to  carcinoma  are  so  well  known  it  is  not  necessary  for  me  to 
enter  into  their  consideration.  I  will  content  myself  with  calling 
renewed  attention  to  the  pain  of  pyloric  spasm,  due  to  hyperacid- 
ity or  to  gastric  ulcer,  and  to  the  pain  of  the  incontinence  of 
retention  in  cases  of  mild  or  perhaps  spasmodic  pyloric  stenosis ; 
to  the  change  in  location  of  the  pain  due  to  gastric  ptosis ;  and  to 
the  extreme  rarity  of  gastralgia,  apart  from  hyperchlorhydia  or 
organic  spinal  disease.  Alleged  gastralgia  is  so  frequently  an 
aberrant  form  of  hepatic  or  pancreatic  colic,  that  these  condi- 
tions must  be  definitely  excluded  before  we  rest  content  with  the 
diagnosis  of  a  functional  disorder.  I  must  take  this  opportunity 
to  urge  alertness  on  the  part  of  the  clinician  to  detect  the  earliest 
evidence  of  shock,  for,  as  an  attendant  upon  perforation,  its 
significance  must  be  realized  if  we  want  to  diagnosticate  the  acci- 
dent. Instead  of  "  shock/ '  in  the  true  surgical  sense,  a  chill,  a 
syncopal  attack,  some  faintness  or  a  hurried  pulse  must  be  the 
only  expression  of  a  perforation. 

Epigastric  Hernia.  It  may  be  proper  here  to  say  a  word 
regarding  that  infrequent  condition,  epigastric  hernia.  The 
occurrence  of  epigastric  hernia  gives  rise  to  symptoms  which 
may  simulate  gastric  affections  or  diseases  of  the  gallbladder  and 
gall  ducts.  Careful  inspection  and  palpation  will  disclose  the 
presence  of  the  small  subcutaneous  tumors  characteristic  of  this 
lesion. 

(B)    HEPATIC  PAIN 

Only  to  be  mentioned  to  remind  you  of  the  many  excellent 
papers  on  this  subject  read  by  members  of  this  organization,  and 
that  the  pain  of  early  primary  affections  should  be  heeded,  for  it 
is  the  operative  relief  of  these  affections  that  prevents  the  long 
series  of  secondary  affections.2 

(C)   RENAL  PAIN 

This  must  be  passed  over  with  the  memoranda  that  the  recog- 
nition of  renal  calculi  can  be  wonderfully  aided  by  radiographs* 
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and  to  call  attention  to  a  rare  condition  which  simulated  renal 
pain. 

Phlebitis.  The  patient  had  had  a  movable  kidney  transfixed 
by  operation.  Obstinate  pain  followed  and  simulated  in  part 
renal  pain,  although  neither  clearly  paroxysmal  nor  attended  by 
hematuria,  as  in  renal  calculus.  The  radiograph  showed  an 
apparent  calculus  in  the  ureter  about  the  brim  of  the  pelvis. 
Operation  for  its  relief  disclosed  varicose  veins  in  this  situation 
with  two  or  three  phleboliths  the  size  of  peas  in  the  veins  coursing 
parallel  with  the  ureter. 

(d)  pancreatic  pain 

Exhaustively  discussed  recently,  time  forbids  my  going  fur- 
ther than  to  state  my  conviction  that  pancreatitis  is  a  more  fre- 
quent affection  than  we  are  wont  to  believe.  We  recognize  the 
rarer  fulminating  cases  that  are  usually  fatal.  Cases  subacute, 
mild  in  character,  and  chronic  cases  are  more  common.  Pain 
attends  these  affections.  I  fully  believe,  with  the  additional 
experience  that  comes  to  us,  we  can  recognize  this  cause  of  pain. 

The  problem  for  solution  in  these  cases  of  localized  pain  is  to 
differentiate  the  various  causes  and  to  recognize  if  the  pain  is 
the  expression  of  a  mortal  lesion,  requiring  immediate  action 
to  save  life.  For  the  former  it  requires  a  most  careful  arraign- 
ment and  analysis  of  all  the  facts  in  the  historic  diagnosis,  of 
great  importance  in  qualifying  the  subjective  and  objective 
phenomena ;  an  analysis  of  the  symptoms,  a  careful  elucidation  of 
the  objective  phenomena  and  the  physical  signs,  and  an  accurate 
estimation  of  laboratory  findings.  Alteration  of  function  must 
be  correlated  with  physical  conditions.  For  the  latter,  not  only 
must  such  observations  be  made,  but  alertness  and  unceasing 
vigil  must  be  not  only  daily,  but  hourly  employed,  to  estimate 
properly  the  degree  of  danger  of  nature's  outcry,  expressed  in 
pain.  With  breadth  of  view,  nicety  of  observation,  and  eternal 
vigilance,  the  true  significance  of  abdominal  pain  can  be  appre- 
ciated, human  suffering  assuaged,  and  fortunately  much  oftener 
than  formerly,  life  saved. 

THE  DISAPPEARANCE  OP  PAIN 

The  occurrence  of  relief  to  suffering  must  not  lull  us  into 
false  safety.  Such  disappearance  may  be  of  diagnostic  import- 
ance. Apart  from  termination  of  the  disease  in  its  natural 
course,  such  subsidence  may  be  due  to  the  (a)  onset  of  gangrene, 
(6)  to  an  oncoming  toxemia  (c)  to  both,  (d)  to  perforation  of  a 
hollow  viscus,  as  the  stomach  or  gallbladder  or  appendix,  or  the 
rupture  of  an  abscess.    If  pain  disappears  suddenly  there  must 
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be  gradual,  but  prompt  amelioration  of  all  general  and  local 
symptoms  if  the  patient  is  safe. 

Pain  due  to  gangrene  is  seen  in  appendicitis,  and  one  must  be 
wary,  if  he  is  not  to.be  deluded  into  a  false  hope  by  its  subsid- 
ence. This  is  all  the  more  liable,  as  spasm  and  cutaneous  tender- 
ness may  subside  simultaneously.  To  exclude  gangrene  the  clini- 
cal course  of  the  disease  must  be  closely  analyzed;  we  must 
observe  if  the  pulse  rate  fall,  the  temperature  fall,  the  expression 
improve,  the  tongue  become  moist,  and  the  mind  perfectly  clear. 
Remember,  as  with  gangrene,  perforation  usually  occurs  under 
manifestly  the  same  symptoms.  If  pain  subsides  because  of  the 
toxemia,  an  incident  in  the  course  of  gangrene,  its  subsidence  is 
more  gradual.  We  must,  therefore,  appreciate  the  very  slightest 
suggestive  indication  in  cardiac,  respiratory,  or  cerebral  action, 
in  the  temperature,  the  condition  of  the  skin,  and— not  readily 
portrayed,  but  most  important— the  expression.  I  fear  many  a 
toxemia  has  crept  on  until  the  patient  is  within  its  fatal  grasp 
because  of  the  darkened  sick-room. 

As  evidence  of  the  toxemia,  a  leukocyte  count  is  of  great  value. 
It  is  probably  just  as  significant  when  it  falls  or  remains  sta- 
tionary. You  know  in  pneumonia  we  look  upon  a  leukopenia 
with  much  dread,  and  so  it  is  in  abdominal  inflammation ;  if  the 
leukocytes  fall  or  remain  at  8,000  or  10,000  it  is  a  more  dangerous 
sign  than  if  they  rise,  providing  in  the  first  instance  there  is  no 
improvement  locally  or  generally.  Hence,  a  low  white  blood- 
cell  count,  without  improvement  in  symptoms— and  especially  of 
the  general  symptoms  due  to  toxemia— is  very  grave.  I  have  seen 
practitioners  relieved  when  with  relief  of  pain  any  tumor  which 
had  been  presented  disappeared.  It  is  obvious  if  such  tumor 
does  not  rupture  into  the  natural  passages,  its  disappearance 
bodes  great  evil.  Sometimes  a  tumor  will  disappear  from  one 
region  and  appear  in  another.  I  was  asked  to  explain  the  occur- 
rence of  a  tumor  in  the  left  iliac  fossa  shortly  after  its  disappear- 
ance from  the  right.  The  original  tumor,  due  to  pus,  was  bound 
down  by  adhesions,  and  so  the  confined  pus  took  the  route  of 
least  resistance  into  the  pelvis,  around  the  rectum,  and  up  to  the 
opposite  side. 

PAIN  ABSENT  IN  CONDITIONS  IN  WHICH  IT  SHOULD  BE  POUND 

Pain  is  the  earlier,  more  common,  and,  from  its  special  char- 
acteristics, of  greater  value  than  the  usual  symptoms  of  obstruc- 
tion when  the  closure  is  slow  in  progress.  The  absence  of  pain 
enables  us  to  decide  upon  the  nature  of  the  lesion.  Thus,  in  a 
patient  of  Dr.  Riesman  upon  whom  Dr.  Keen  operated  for  intus- 
susception, the  symptoms  were  favorable  until  five  days  after 
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operation,  when  causeless  vomiting,  increasing  in  frequency, 
began ;  at  first  gastric  fluid  alone  was  vomited,  followed  in  about 
four  days  by  the  vomiting  of  the  intestinal  contents.  We  gave 
the  opinion  that  the  vomiting  was  due  to  obstruction  of  the  bowel 
of  paralytic  origin.  I  quote  from  Dr.  Riesman's  notes— which 
he  has  kindly  placed  at  my  disposal— the  appearances  found. 

Notes  of  Mrs.  F.  B.— Operation  to  relieve  intestinal  paresis  causing 
intestinal  obstruction.  An  incision  was  made  on  the  left  side,  outside  the 
first  incision.  On  opening  the  abdomen  no  fluid  escaped,  but  the  hugely 
distended  small  intestine  at  once  bulged  into  the  opening.  It  was  drawn 
out,  and  its  color  was  found  to  be  bluish  purple.  The  vessels  were  injected; 
and  the  caliber  of  the  bowel,  that  of  a  man's  forearm,  or  even  larger. 
Peristalsis  was  not  visible,  and  the  intestine  dropped  upon  the  table  as 
lifelessly  as  if  it  had  been  that  of  a  corpse.  The  distention  began  at  about 
the  duodenum  and  extended  far  down  the  intestine,  ending  abruptly  some- 
where in  the  ileum.  At  the  point  at  which  the  distention  ended,  the  bowel 
was  contracted  to  about  the  caliber  of  a  finger.  This  contracted  bowel  was 
pale  and  empty.  There  were  no  adhesions,  no  signs  of  peritonitis,  and  no 
exudate.  On  opening  the  distended  part  of  the  bowel,  enormous  quantities 
of  yellowish,  fluid,  fecal  material  escaped  and  ran  down  upon  the  floor  in  a 
stream.  Not  a  peristaltic  wave  could  be  seen.  Even  after  the  bowel  had 
been  emptied,  slapping  and  hot  applications  failed  to  evoke  any  peristalsis. 
The  colon  was  of  normal  color,  was  somewhat  contracted,  and  contained— 
especially  in  the  ascending  portion— putty-like  fecal  masses  that  could  be 
moved  with  comparative  ease  by  applying  the  finger  externally.  The  trans- 
verse colon  was  prolapsed  as  far  down  as  the  left  iliac  region.  The  sigmoid 
was  greatly  elongated.  Union  had  taken  place  between  the  upper  part  of 
the  rectum  and  the  abdominal  wall,  along  the  line  of  sutures. 

The  absence  of  pain  therefore  in  cases  in  which  the  other 
symptoms  of  obstruction  of  the  bowel  prevail  is  an  indication 
that  such  obstruction  is  due  to  paralysis,  from  overdistention, 
from  inhibition  of  nerve  influences  or  from  thrombosis  on  account 
of  which  the  blood-supply  is  cut  off. 

1.   "On  the  Occurrence  tad  Significance  of  Cntaneoqs  Hyperalgesia  In  Appendicitis."   James 
Shenen,  F.  B.  C.  8.,  En*.,  Lancet,  September  19, 1908. 
8.    See  Trans.  American  Congress  of  Physicians  and  Surgeons,  1904. 


X.    SYMPOSIUM  ON  ABDOMINAL  PAIN. 


2.  Abdominal  Pain  of  Intestinal  Origin 

By  FREDERICK  HOLME  WIGGIN,  M.  D. 

NXW  YORK 

The  importance  of  a  correct  interpretation  of  the  meaning  of 
abdominal  pain,  when  considered  in  connection  with  abnormal 
intestinal  conditions,  can  hardly  be  overestimated,  as  in  all  seri- 
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ous  disorders  of  this  portion  of  the  body,  the  advent  of  pain  in 
varying  character  and  degree  is  often  the  first  warning  given 
that  the  patient  is  suffering  from  a  disease,  which  if  not  promptly 
recognized,  and  the  condition  immediately  relieved  by  the  per- 
formance of  a  more  or  less  serious  surgical  operation,  may  soon 
terminate  his  life. 

Failure  to  heed  this  warning  or  to  reach  a  correct  conclusion 
as  to  its  cause  has  been  in  the  past,  and  too  often  still  is  respon- 
sible for  the  untimely  ending  of  many  valuable  lives ;  while  delay 
caused  by  an  effort  to  make  an  exact  differential  diagnosis  in 
doubtful  cases  is  still  responsible  for  the  high  rate  of  mortality 
attending  surgical  operations  undertaken  for  the  relief  of  acute 
intestinal  disorders.  As  Maurice  Richardson,  in  a  recent  valu- 
able paper,  has  forcibly  said  in  regard  to  this  subject : 

"Can  we  by  study,  observation  and  reasoning,  learn  to  inter- 
pret the  cry  for  help,  which  through  pain,  the  fatal  lesion  utters  t 
Can  we  understand  the  cry  which  says,  help  the  perforated 
stomach,  the  gangrenous  appendix,  the  bleeding  artery,  the  rup- 
tured gall-bladder  and  the  obstructed  intestines  V9 

Abdominal  pain,  as  has  been  stated,  is  common  to  all  serious 
disorders  of  the  intestines ;  its  peculiarities  in  few  instances  only, 
however,  being  sufficient,  when  considered  alone  to  at  once  sug- 
gest to  the  physician's  mind  the  general  character  of  the  dis- 
ease ;  consequently  in  arriving  at  a  reasonably  correct  diagnosis, 
in  the  cases  we  are  discussing  it  is  necessary  to  take  into  consid- 
eration, in  addition  to  the  pain,  other  important  factors,  such  as 
the  previous  history  of  the  patient  and  other  accompanying 
bodily  symptoms. 

In  a  general  way  it  may  be  stated  that  abdominal  pain  of  a 
sharp  and  persistent  character  indicates  involvement  of  the  peri- 
toneum, whereas,  a  dull  and  aching  pain  points  to  involvement  of 
the  connective  tissue  only;  while  a  cardialgia  considered  in  con- 
nection with  abnormal  intestinal  conditions,  would  limit  the  dis- 
ease to  the  duodenum ;  tenesmus  indicates  limitation  of  the  dis- 
ease to  the  lower  third  of  the  intestinal  tract;  whereas,  colicky 
pains  occurring  several  times  a  year  in  the  same  person,  who  is 
not  habitually  constipated,  would,  according  to  Hemmeter,  be 
suggestive  of  entero-stenosis* 

Duodenitis.  A  constant  abdominal  pain,  with  increased  sensi- 
tiveness to  pressure  in  the  right  hypochondriac  region,  occurring 
in  a  patient  suffering  from  an  acute  gastritis,  and  in  whose  stools 
there  is  mucus,  with  or  without  blood,  is  indicative  of  duodenitis. 

Enteritis.  Colicky  abdominal  pains  extending  in  various 
directions,  accompanied  by  unpleasant  sensation  of  pressure, 
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abdominal  distention,  diarrhea,  loss  of  appetite  and  thirst,  indi- 
cates that  the  patient  is  suffering  from  acute  inflammation  of  the 
bowels. 

Colitis.  While  involvement  of  the  colon  makes  itself  mani- 
fest by  an  increase  in  the  diarrhea,  the  limitations  of  the  pain 
and  the  sensitiveness  on  pressure  largely  to  the  large  bowel. 

Sigmoiditis,  Proctitis.  Colicky  pains  in  the  left  iliac  fossa  fol- 
lowed by  tenesmus  and  mucous  blood-stained  stools,  are  indicative 
of  inflammation  of  the  sigmoid  flexure  and  the  rectum. 

Enterocolitis  in  Children.  While  intense  griping  abdominal 
pains  occurring  during  the  summer  months  in  a  child  under  four 
years  of  age  accompanied  by  constant  vomiting  and  frequent 
watery  discharges  from  the  bowel,  rapid  pulse,  high  bodily  tem- 
perature, and  collapse,  is  symptomatic  of  enterocolitis. 

Chronic  Enteritis.  Recurring  abdominal  pain  following 
errors  in  diet,  unusual  physical  exertion,  mental  excitement, 
accompanied  by  abdominal  distention,  gurgling  sounds  when 
pressure  is  made  on  the  abdomen,  and  diarrhea  with  or  without 
tenesmus,  is  indicative  of  chronic  intestinal  inflammation. 

Membranous  Colitis.  Abdominal  pain  localized  in  the  trans- 
verse or  descending  colon  continuing  for  several  days  and  occur- 
ring in  a  neurasthenic  woman  giving  a  history  of  constipation, 
followed  by  the  voiding  from  the' bowel  of  strings  of  mucus  or 
casts  of  large  gut,  is  indicative  of  membranous  colitis. 

Fecal  Distention  of  Cecum.  Abdominal  pain  and  tenderness 
of  mild  character  located  in  the  right  iliac  fossa  in  an  aged  person 
of  sedentary  habits  or  in  a  child,  who  also  complains  of  diges- 
tive disturbances,  and  who  has  a  doughy  sausage-shaped  tumor  in 
the  cecal  region  is  indicative  of  fecal  distention  of  the  cecum. 

Impaction  of  the  Feces.  Abdominal  pain,  accompanied  by 
mild  symptoms  of  intestinal  obstruction  and  a  feeling  of  weight, 
and  distention  in  the  right  iliac  region  and  tenesmus  occurring 
in  elderly  people  of  sedentary  habits,  is  indicative  of  fecal  im- 
paction; the  diagnosis  being  definitely  settled  by  a  local 
examination. 

Lead  Poisoning.  Severe  abdominal  pain,  distention  and  ten- 
derness associated  with  vomiting,  constipation,  followed  by  diar- 
rhea, occurring  in  one  who  is  also  suffering  from  acute  anemia 
and  who  has  recently  been  exposed  to  the  fumes  of  lead  is  indi- 
cative of  acute  lead  poisoning.  In  the  chronic  form  of  the  dis- 
order, intestinal  colic  and  a  blue  line  on  the  gums,  occurring  in 
a  lead  worker,  are  the  most  important  factors  in  making  a 
diagnosis. 
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Primary  Tuberculosis  of  the  Intestines.  Colicky  abdominal 
pains  occurring  in  a  child  having  enlarged  mesenteric  glands, 
moderate  fever,  irregular  diarrhea  and  who  is  losing  markedly 
in  weight,  are  suggestive  of  primary  tuberculous  infection  of  the 
intestines. 

Secondary  Tuberculous  Infection  of  the  Intestines.  Recur- 
ring attacks  of  severe  abdominal  pain  associated  with  alternating 
attacks  of  constipation  and  diarrhea,  occurring  in  a  patient  hav- 
ing tuberculous  involvement  of  the  lungs  and  who  also  has  a 
thickening  of  the  tissues,  or  an  elongated  tumor  in  the  right  iliac 
fossa,  are  indicative  of  secondary  tuberculous  infection  of  the 
intestines,  in  both  cases,  the  diagnosis  being  settled  by  the  find- 
ing of  the  tubercle  bacillus  in  the  fecal  discharges. 

Tapeworms.  Abdominal  pains  occurring  in  an  anemic  person 
who  is  also  suffering  from  nausea  and  diarrhea,  but  whose  appe- 
tite is  good,  is  suggestive  of  tapeworm;  the  diagnosis  finally 
depending,  however,  on  finding  segments  of  the  worm  in  the 
stools. 

Intestinal  Ulceration.  A  continuous  abdominal  pain,  associ- 
ated with  tenderness  on  pressure,  always  localized  in  the  same 
spot,  is  symptomatic  of  intestinal  ulceration.  When  the  ulcer  is 
located  in  the  first  portion  of  the  duodenum,  the  pain  is  situated 
in  the  right  hypochondriac  region,  radiates  down  toward  the 
pelvis,  and  comes  on  about  two  hours  after  eating  and  usually 
occurs  in  an  adult  male,  thirty  to  sixty  years  of  age,  who  also 
passes  blood  with  more  or  less  frequency,  or  in  a  woman  who  has 
within  a  week  or  two  suffered  from  an  extensive  burn.  If  a 
patient  suffering  from  typhoid  fever  in  the  third  or  fourth  week 
of  the  disease  complains  of  increased  abdominal  pain  in  the  hypo- 
gastric region  associated  with  irritability  of  the  bladder  with  pain 
extending  to  the  penis,  early  perforation  of  an  intestinal  ulcer 
may  be  looked  for,  as  these  symptoms  indicate  extension  of  the 
inflammatory  process. 

Appendicitis.  A  sudden  abdominal  pain  at  first  referred  to 
the  epigastric  and  umbilical  regions  and  later  becoming  localized 
in  the  right  inguinal  region,  accompanied  by  abdominal  disten- 
tion, rigidity  and  tenderness  on  pressure,  is  symptomatic  of 
appendicitis,  especially  so,  when  occurring  in  a  young  adult  male, 
following  unusual  physical  exertion,  or  in  a  female  at  or  near 
the  menstrual  period,  who  are  also  suffering  from  constipation, 
gastric  disturbance,  a  moderate  amount  of  fever,  irritable  blad- 
der and  a  rapid  pulse.  It  must,  however,  constantly  be  borne  in 
mind  that  as  the  location  of  the  appendix  varies  the  pain  accom- 
panying it  does  also  and  may  be  located  in  the  right  lumbar, 


Digitized  by 


Google 


FREDERICK  HOLME  WIGGIN  169 

lower  epigastric  or  umbilical  region ;  in  this  last  case,  it  may  some 
times  even  be  to  the  left  of  the  median  line,  instead  of  in  the 
right  iliac  fossa.  The  tenderness  on  pressure  ordinarily  remains, 
however,  at  this  point  with  a  dart  of  pain  to  the  umbilicus  as  has 
recently  been  pointed  out  by  Alexander  Lambert,  as  the  attach- 
ment of  the  appendix  to  the  cecum  is  fixed.  Constantly  recur- 
ring attacks  of  appendicular  colic  are  probably  due,  as  has  been 
stated  by  Talajnon,  to  violent  and  irregular  contractions  of  longi- 
tudinal muscular  fibers  in  the  effort  to  expel  mucus. 

Obliterative  Appendicitis.  A  constant  abdominal  pain  over 
McBurney'8  point,  with  tenderness  on  pressure,  is  indicative  of 
chronic  obliterative  inflammation  of  the  appendix. 

Chronic  Relapsing  Appendicitis.  Recurring  attacks  of  pain 
in  the  right  inguinal  region  at  varying  intervals,  occurring  in 
an  anemic  and  emaciated  individual,  who  complains  als6  of  diges- 
tive disorders  and  constipation,  is  suggestive  of  chronic  relapsing 
appendicitis. 

Typhoid  fever  in  its  earlier  stages  is  often  mistaken  for  appen- 
dicitis, but  this  error  may  frequently  be  avoided  by  remember- 
ing that  while  in  appendicitis  the  fever  is  usually  moderate  in 
degree,  and  the  pulse  rate  high,  the  reverse  is  the  case  in  typhoid 
fever,  where  the  body  temperature  is  high  and  the  pulse  rate  low. 
A  blood  count  will  also  be  of  service,  typhoid  fever  in  its  begin- 
ning having  a  low  leucocytosis,  while  appendicitis  has  a  high  one. 

A  diagnosis  of  appendicitis  should  never  be  made  until  a  care- 
ful examination  of  the  patient's  chest  has  been  made,  as  has 
been  pointed  out  by  Richardson,  for  the  writer  has  knowledge 
of  a  case  occurring  in  the  practice  of  another  surgeon,  where  the 
patient  gave  a  history  of  recurring  attacks  of  appendicitis,  com- 
plained of  pain  in  the  right  iliac  and  umbilical  regions,  had  gas- 
tric distention  fever,  rapid  respiration,  and  high  pulse  rate,  but 
it  being  hot  weather,  the  chest  was  not  examined.  The  condition 
was  diagnosticated  as  appendicitis  and  operation  was  decided 
upon.  The  operation  proved  that  the  patient  had  previously 
had  attacks  of  the  disease,  but  was  not  at  that  time  suffering  from 
the  trouble  and  further  investigation  revealed  the  fact  that  the 
patient  was  really  suffering  from  a  right-sided  pneumonia.  Un- 
fortunately the  patient  did  not  survive.  It  must  not  be  forgotten 
that  in  some  virulent  cases  of  appendicitis  we  have  a  normal 
bodily  temperature  with  a  high  pulse  and  rapid  respiration  rate. 

External  Strangulated  Hernia.  Severe  abdominal  pain  refer- 
red to  the  umbilical  region,  associated  with  a  sudden  and  com- 
plete constipation,  persistent  nausea  and  fainttfess  and  collapse, 
is  suggestive  of  external  hernia,  and  search  should  be  at  once 
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made  in  the  inguinal  canal,  umbilical  and  femoral  regions,  obtur- 
ator and  ischiatic  foramena,  perineum,  rectum,  vagina  and  the 
entire  abdominal^  wall  for  ventral  o*  lumbar  hernia,  not  for- 
getting to  examine  the  linea  alba,  for  localized  tumor  or  tender- 
ness on  pressure.  The  symptoms  of  internal  strangulated  hernia 
are  of  course  those  of  distinct  intestinal  obstruction. 

Intestinal  Perforation  and  Obstruction.  Sharp  recurring 
abdominal  pain,  increasing  in  severity,  at  first  localized  and  then 
becoming  general,  followed  by  muscular  rigidity  and  marked 
localized  tenderness,  vomiting,  rapid  pulse  and  .respiration,  pros- 
tration and  collapse,  is  indicative  of  intestinal  perforation,  when 
associated  with  a  history  of  any  variety  of  intestinal  ulceration, 
stab  and  gunshot  wounds  or  severe  contusion  of  the  abdomen. 
Similar  symptoms  associated  with  constant  and  violent  peristal- 
sis, absolute  constipation,  more  marked  abdominal  distention, 
occurring  in  a  patient  giving  a  previous  history  of  external 
hernia,  operation,  peritonitis,  tuberculous  intestinal  disease  or 
tumor,  is  indicative  of  acute  intestinal  obstruction,  or  the  obstruc- 
tion may  be  due  to  an  internal  hernia,  Meckels  diverticulum,  a 
long  adherent  appendix  or  Fallopian  tube,  or  the  paralysis  fol- 
lowing plugging  of  mesenteric  vessels  by  a  thrombus  or  embol- 
ism. The  last  condition  may  be  suspected  when  a  patient  having 
a  diseased  heart  or  arteries,  or  pulmonary  disease  complains  at 
first  of  severe  general  abdominal  pain  and  tenderness,  which  is 
out  of  all  proportion  to  the  accompanying  constitutional  symp- 
toms and  whose  constipation  does  not  yield  readily  to  treatment, 
or  who  passes  a  quantity  of  blood  by  the  bowel.  Unless  the  con- 
dition is  recognized  and  the  patient  relieved  promptly  by  the 
excision  of  the  diseased  gut,  the  general  symptoms  of  obstruc- 
tion and  perforation  already  alluded  to,  soon  follow. 

In  a  case  of  this  kind  recently  seen  and  reported  by  the  writer 
the  cause  of  the  trouble  proved  to  be  due  to  the  extension  of  the 
inflammation  from  a  diseased  appendix  to  the  contiguous  mesen- 
teric vessels.  The  patient  had  for  the  first  two  days  of  the  illness 
symptoms  of  mild  recurring  appendicitis,  which  were  followed  by 
severe  abdominal  pain  to  the  left  of  the  median  line,  the  pulse 
and  temperature  remaining  practically  normal  for  forty-eight 
hours  longer,  when  symptoms  of  intestinal  perforation  mani- 
fested themselves  and  when  the  patient's  abdomen  was  opened 
a  few  hours  later,  it  was  found  to  contain  about  a  gallon  of 
liquid  intestinal  contents  and  blood,  a  coil  of  the  ileum  about 
twelve  inches  long  in  a  gangrenous  condition,  black  in  color  with 
a  perforation  the  size  of  a  five  cent  piece  presented  itself.  The 
appendix  was  found  acutely  inflamed,  especially  its  tip  which 
was  bright  red  in  color  and  adherent  to  the  mesentery  of  the 
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necrosed  bowel.  The  report  of  the  pathologist,  Dr.  Horst  Oertel, 
was  as  follows : 

"The  portion  of  the  small  intestines  shows  deep  hemorrhagic 
infiltration  of  all  structures  with  edematous  swelling,  and  simple 
necrosis  of  all  tissues,  it  evidently  progressing  from  the  deeper 
portions  to  the  mucous  membrane,  the  vessels  being  very  much 
dilated  and  thrombosed.  In  one  portion  the  size  of  a  five-cent 
piece,  necrosis  had  so  far  advanced  as  to  produce  rupture  of  the 
gut.  Immediately  around  the  opening  there  was  found  necrotic 
tissue  without  inflammatory  reaction." 

In  discussing  the  case  just  alluded  to,  and  in  referring  to  the 
character  of  the  abdominal  pain  found  in  such  cases,  Dr.  Alex- 
ander Lambert  said  that  a  patient  of  his,  an  intelligent  physician, 
suffering  from  this  condition,  told  him  that  he  felt  as  if  every 
little  capillary  throbbed  With  pain. 

It  may  be  well  to  bear  in  mind  that  the  patient  generally  rallies 
from  the  shock  following  perforation,  and  if  the  operation  is 
performed  within  twelve  hours  the  chances  of  recovery  are  usu- 
ally reasonably  good.  A  hypodermic  injection  of  ergot  and  spar- 
tein  followed  by  an  intravenous  injection  of  saline  solution,  may 
be  used,  with  great  advantage,  to  rally  the  patient  before  the 
operation  is  undertaken^ 

Hemorrhoids,  Fissure  or  Anal  Ulcers.  Severe  abdominal 
pain  during  and  after  defecation,  followed  by  discharges  of  a 
small  amount  of  blood,  occurring  in  a  woman,  the  pain  being 
referred  to  the  vagina  and  the  uterus,  is  symptomatic  of  hemor- 
rhoids, fissure  or  anal  ulcer.1  The  diagnosis  is  completed  by  local 
investigation. 

Intussusception.  A  violent  recurring  abdominal  pain,  occurring 
suddenly  in  a  healthy  infant,  accompanied  by  tenderness  and 
passages  of  blood-stained,  mucus  from  the  bowel  and  an  elongated 
cylindrical  abdominal  tumor  js  indicative  of  intussusception. 

Chronic  Obstruction  of  the  Colon.  Subacute  intermittent 
symptoms  of  intestinal  obstruction  accompanied  by  tenderness 
on  pressure,  and  the  Voiding  of  mucus  tinged  with  blood  by  the 
bowel  are  indicative  of  chronic  obstruction  of  the  colon. 

Volvulus  of  the  Sigmoid  Flexure.  Subacute  symptoms  of 
obstruction  occurring  in  a  male  over  forty  years  of  age  giving 
a  history  of  constipation,  the  prominent  feature  of  the  disease 
being  an  extreme  and  rapid  distention  of  the  intestine,  is  symp- 
tomatic of  volvulus  of  the  sigmoid  flexure. 

Malignant  Intestinal  Disease,  Colicky  abdominal  pain  occur- 
ring in  a  person  advanced  in  life,  having  a  history  of  obstinate 
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constipation,  associated  with  an  increasing  cachexia  and  anemia, 
accompanied  by  a  hard  nodular  tumor  which  is  tender  on 
pressure,  is  indicative  of  malignant  intestinal  disease.  The 
higher  up  in  the  canal  the  disease  is  located  the  more  acute  the 
symptoms,  while,  when  it  is  located  in  the  rectum,  it  is  indicated 
by  more  or  less  tenesmus  brought  on  by  or  occurring  during  and 
following  evacuations,  the  pain  radiating  down  toward  the  loin, 
genitals  and  upper  part  of  the  thigh,  accompanied  by  alternating 
evacuations  of  mucus,  pus,  blood  and  fecal  matter. 

Conclusion.  From  what  has  already  been  said,  it  is  clear  that 
the  chief  value  of  abdominal  pain  as  a  diagnostic  symptom  in 
abnormal  intestinal  conditions,  is  not  only  to  call  the  attention 
to  the  fact  that  the  patient  is  suffering  from  an  intra-abdominal 
disorder  of  greater  or  less  severity,  but  also  in  the  class  of  cases 
requiring  surgical  intervention  for  their  relief,  to  indicate  to  the 
surgeon  the  locality  of  the  trouble,  hence,  it  becomes  the  duly 
of  the  physician  in  all  cases  in  which  severe  abdominal  pain  is  a 
prominent  factor,  to  make  careful  notes  of  the  patient's  condi- 
tion and  symptoms  when  he  first  sees  him,  to  refrain  from  the 
administration  of  narcotic  and  cathartic  drugs,  until  a  surgeon, 
when  practicable,  has  also  seen  the  patient,  a  diagnosis  made, 
and  a  definite  line  of  treatment  decided  upon. 

It  must  constantly  be  kept  in  mind  that  a  severe,  sharp  and 
persistent  abdominal  pain,  almost  invariably  means  peritoneal 
involvement,  provided  the  chest  has  been  carefully  examined  and 
its  diseases  excluded,  and  that  sudden  cessation  of  such  a  pain 
accompanied  by  a  rise  of  pulse  rate  and  increased  frequency 
of  the  respiration  with  or  without  a  lowering  of  the  bodily 
temperature,  usually  denotes  gangrene  of  the  gut  and  its  perfora- 
tion. Many  lives  will  be  saved,  and  thousands  of  others  made 
more  comfortable  when  physicians  generally  come  to  recognize 
that  in  all  cases  of  persistent  abdominal  pain  of  obscure  origin, 
exploratory  operations  should  be  performed,  for  it  has  been  the 
writer's  experience  that  a  cause  exists  when  such  a  pain  is 
present,  and  that  it  is  usually  found  with  ease  when  looked  for; 
in  other  words,  when  in  doubt  operate,  for,  as  Osier  has  wisely 
said,  "The  surgeon  is  often  called  too  late,  never  too  early." 

Discussion 

Dr.  Robert  F.  Want  of  New  York  discussed  the  subject, of  abdominal 
pain.  He  called  attention  to  the  recent  communication  from  Dr.  Ellsworth 
Eliot  of  New  York  on  the  behavior  of  the  aortal  arches*  as  an  aid  W 
diagnosis.  If,  with  the  thumbs  directed  toward  the  sternum,  and  the 
lingers  crowding  the  aortal  arches  inward  and  toward  the  vertebral  column, 
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An  abnormal  resistance  was  encountered,  it  was  very  significant  of  some 
pathological  condition  in  the  region  of  the  liver,  pancreas,  duodenum,  or 
pylorus,  and  was  sometimes  present  when  there  was  no  rigidity  of  the  rectus 
muscles.  With  this  resistance,  there  was  oftentimes  an  additional  pain.  Dr. 
Eliot  had  met  with  one  case  of  pancreatitis  in  which  leucocytosis  was  present. 
So  the  surgeon  could  no  longer  rely  implicitly  upon  absence  of  leucocytosis 
as  an  indication  of  pancreatitis.  Dr.  McBurney  had  told  him  of  one  case 
in  which  the  rigidity  of  the  abdominal  wall  was  not  due  to  some  intra- 
abdominal lesion,  but  to  beginning  tetanus.  Although  it  had  been  shown 
that  " McBurney 's  point"  did  not  accurately  represent  the  position  of  the 
appendix,  the  method  of  examination  known  as  "finger  pressure"  sug- 
gested by  McBurney  was  in  itself  so  valuable  as  to  warrant  the  association 
of  his  name  with  it.  It  was  often  exceedingly  difficult  to  feel  the  appendix, 
and  it  was  well  to  remember  that  this  palpation  could  be  very  greatly 
facilitated  by  directing  the  patient  to  raise  the  leg  a  little  outside  of  the 
median  line.  This  would  cause  the  psoas  muscle  to  contract,  and  as  the 
appendix  was  usually  resting  on  this  muscle  or  near  it,  the  appendix  would 
be  lifted  up  within  reach  of  the  examining  finger.  In  the  case  of  a  young 
child,  much  information  could  be  obtained  by  passing  the  finger  up  into 
the  bowel. 


XI.  SYMPOSIUM  ON  TYPHOID  FEVER 


1.  A  Logical  Definition  of  Typhoid  Fever 

By  HBNBY  A.  FAIRBAIRN,  A.  M.,  M.  D. 

BROOKLYN 

To  the  clinician  belongs  the  credit  of  having  first  recognized 
the  condition  called  typhoid  fever.  Through  his  efforts  careful 
observations  were  made,  recorded,  compared,  and  analyzed,  with 
the  result  that  the  world  agreed  that  a  type  of  disease  existed 
which  was  the  same  in  Australia  and  in  California,  in  the  farthest 
northern  clime  and  the  extreme  southern  latitudes.  That  there  is 
such  a  disease  as  typhoid  fever,  that  it  is  specific,  transmissible, 
infectious,  the  textbooks  inform  us  from  early  times. 

Infiltration  and  ulceration  of  Peyer's  patches  are  named  as 
the  pathologic  qualities  of  the  disease,  and  the  clinical  picture 
accompanying  these  is  described  as  a  peculiar  temperature  range 
of  about  four  weeks'  duration,  of  slow  and  insidious  onset,  a 
rose-colored  eruption,  diarrhea,  enlargement  of  the  spleen,  tym- 
panites, and  other  symptoms  which  are  the  concomitants  of 
intestinal  ulceration.  The  type  established,  the  records  began  to 
show  marked  deviations  in  the  course  of  the  disease.  Repeated 
attempts  were  made  to  seize  on  some  characteristic  which  would 
always  be  present  and  serve  to  separate  the  condition  from  all 
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others.  It  was  sought  for  in  the  teMpmiture  range,  but  not 
found,  some  cases  being  recorded  with  Iscatfcely  any  febrile  mani- 
festations. It  was  sought  in  the  symptoms,"  but  not  found,  not  a 
single  characteristic  symptom  being  present  in  every  case.  It 
was  sought  in  the  pathologic  findings,  and  here  again  disappoint- 
ment awaited  the  investigator.  The  advocates  of  the  specific 
nature  of  the  disease  fell  easy  victims  t*>  the  attacks  by  opponents, 
when  called  upon  to  define  the  conditions  so  manifestly  mis- 
named. But  the  efforts  of  the  student  were  never  abated,  and 
the  long  sought-for  characteristic  was  finally  brought  to  light 
some  twenty  years  since.  Its  existence  had  been  tacitly  acknowl- 
edged. All  the  conditions  led  up  to  it.  Though  unseen  and 
unknown  in  fact  and  by  direct  demonstration,  it  was  a  necessary 
factor  in  the  problem  nearly  solved.  The  conditions  surrounding 
the  development  of  the  disease  had  been  well  described.  The 
laws  were  fairly  well  known.  It  became  necessary  to  show  why 
the  results  were  not  always  similar.  That  these  deviations  were 
accidental  merely,  which  could  be  accounted  for,  the  majority  of 
investigators  were  as  well  satisfied  asthe-astronomers  were  with 
regard  to  the  deviations  of  Uranus  from  a  course  calculated 
according  to  the  well  demonstrated  theory  of  gravitation.  As 
the  operating  and  deviating  force  was  shown  in  the  latter  case,  so 
it  was  in  the  former.  Eberth  first  definitely  observed  the  much 
desired  characteristic  in  a  baeillus,  and  Gaff'ky  made  a  pure 
culture  of  it,  and  it  now  bears  their  names*  Its  constant  associa- 
tion with  the  toxemia  and  lesions  of  the  disease  is  satisfactory 
evidence  of  its  causative  relation.  It  has  been  maintained  that 
the  fact  that  the  lower  animals  do  not  develop  typhoid  fever 
makes  complete  proof  impossible.  In  answer  to  this  argument 
•  we  would  produce  the  evidence  brought  out  by  the  immunization 
experiments  of  Pf  eiffer  and  others.  They  have  shown  that  the 
typhoid  bacillus  produces  a  specific  effect  in  animals,  though  not 
the  same  lesions  and  symptoms  as  in  the  -human  being.  That 
while  it  immunizes  them  against  the  typhoid  bacillus  it  leaves 
them  susceptible  to  the  action  of  the  oolon  group.  That  the  blood- 
serum  of  immunized  animals  protects  other  animals  against  the 
typhoid  bacillus.  Again,  these  experiments  have  shown  that  the 
typhoid  bacillus  produces  toxemia,  and  lesions,  and  death  in 
animals,  or  in  other  words,  a  form  of  typhoid  fever,  as  we  pur- 
pose to  show.  They  have  proved  the  Identity  and  specific  nature 
of  the  bacillus.1,* 

1.    General  Pathology,  p.  475,  E.  Ziegler. 

S.  The  number  of  eases  coming  under  observation  which  hive  been  contracted  In  the  sick- 
room by  nndne  exposure  and  carelessness  is  sufficient  evidence  to  me  of  the  direct  infectious* 
ness  of  the  trouble.  Again,  the  marked  decrease  in  rejapse*  which  hss  followed  the  use  of 
i  to  disinfect  the  hands  and  buttocks  of  patients  is  valuable  evidence. 
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Once  isolated,  the  Eberth-Gaff'ky  bacillus  has  been  well 
studied,  and  has  been  found  in  the  discharges,  in  the  blood,  and 
all  parts  of  the  body.  Its  special  foci  of  localization  and  develop- 
ment being  the  nodular  lymphatic  structures  of  the  intestines  and 
mesentery,  the  type  of  disease  as  described  in  former  years  is 
accounted  for.  But  it  has  been  clearly  shown  that  there  occurs 
a  septicemic  type  with  no  special  local  manifestations  of  bacilli. 
Then  again  the  localization  may  be  in  other  organs  than  the 
intestines,  for  example,  in  the  liver,  spleen,  kidneys,  and  cere- 
brospinal meninges.  Where  the  bacilli  focus,  they  cause  inflam- 
matory changes,  congestion,  exudation,  infiltration,  sloughing, 
degeneration,  and  at  times  suppuration.  Secondary  infection  or 
mixed  infection  may  accompany  or  follow  the  dissemination  or 
localization  of  typhoid  bacilli. 

We  are  in  a  position,  therefore,  to  state  that  the  type  or  clinical 
manifestation  of  typhoid  fever  depends  upon  the  organ  or  organs 
in  which  the  bacilli  focus.  And  we  may  go  farther  and  state  that 
the  bacillus  may  be  the  underlying  cause  of  any  visceral  inflam- 
mation. The  practitioner  of  to-day,  in  view  of  these  facts,  must 
rest  his  diagnosis  of  typhoid  fever  upon  a  demonstration  of  the 
cause.  The  practitioner' of  past  years  failed  in  his  diagnosis  in 
many  cases  by  resting  it  upon  the  effects  or  symptoms  which  are 
not  constant,  but  very  variable  factors.  Science  offers  various 
methods  to  demonstrate  the  presence  and  activity  of  Bacillus 
typhosus  in  the  human  system.  The  most  important  are  the 
Widal  reaction,  the  method  devised  by  Hiss  to  isolate  and  identify 
the  bacilli  in  the  feces,  and  the  diazo  reaction  of  the  urine.  The 
last  is  obtained  in  a  large  proportion  of  cases  in  the  early  stages, 
but  appears  also  in  a  number  of  other  infections;  for  example, 
in  influenza,  malaria,  scarlatina,  tuberculosis,  measles,  pneu- 
monia, pyemia,  erysipelas,  diphtheria,  malignant  endocarditis 
and  paratyphoid  infection.  It  informs  us  that  we  are  dealing 
with  a  general  infection.  With  the  employment  of  these  and 
other  bacteriologic  procedures  few  cases  will  escape  recognition. 
The  necessary  precautions  as  to  discharges  and  the  surroundings 
of  the  patient  will  enable  us  to  pursue  our  investigations  with 
safety.  The  medical  mind  has  been  befogged  at  times  by  the 
introduction  of  new  terms  such  as  "typhomalarial"  and  "  para- 
typhoid' '  infection,  etc.,  to  describe  conditions  difficult  to  classify. 
If  there  are  paratyphoid  infections,  as  the  bacteriologist  informs 
us,  they  require  the  same  active  prophylactic  measures  as  we 
employ  in  typhoid.  They  are  dangerous  infections,  and  develop 
under  conditions  similar  to  those  which  initiate  typhoid  fever. 

To-day,  tfhen  we  pronounce  a  case  typhoid  fever,  we  can  posi- 
tively define  it.    We  can  give  it  a  logical  definition,  a  definition 
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that  will  state  its  essential  characteristics  which  make  it  to  be 
what  it  is  and  we  can  at  the  same  time  show  wherein  it  differs 
from  all  other  diseases.  When  we  name  such  qualities  as  its 
mfectious  nature,  that  it  is  not  accompanied  by  leukocytosis,  that 
its  toxemia  is  marked,  that  its  pathologic  lesions  are  inflamma- 
tory in  character,  we  are  stating  characteristics  which  it  has  in 
common  with  other  diseases.  If  we  produce  the  clinical  picture, 
we  find  that  it  varies  according  to  the  focus  of  localization  and  is 
accidental  and  not  constant.  If  we  name  the  rose-colored  erup- 
tion which  is  peculiar  to  the  disease  we  suggest  a  symptom  which 
is  not  always  present.  It  is,  therefore,  not  an  essential  char- 
acteristic. It  is  a  property  merely.  We  must  examine  farther 
for  an  essential  quality,  one  that  will  separate  it  from  all  other 
diseases,  the  differentia,  as  the  logician  calls  it,  and  we  find  it  in 
the  E berth- Gaff 'ky  bacillus  which  it  has  as  the  associate  with  its 
various  lesions  and  as  the  determinate  cause. 

We  are  in  a  position  then  to  offer  a  satisfactory  definition,  that 
typhoid  fever  belongs  to  the  genus  disease,  to  the  species  acute 
infection  with  the  property  toxemia  and  accidents  focal  lesions 
and  clinical  history,  and  the  differentia,  the  essential  charac- 
teristic, that  it  has  as  the  associate  with  its  lesions  and  as  a 
determinate  cause  the  Eberth-Gaff'ky  bacillus.  We  may  add, 
while  its  presents,  pathologically  and  clinically,  a  fairly  constant 
picture  when  the  bacillus  is  localized  and  develops  in  the  lym- 
phatic structures  of  intestine  and  mesentery,  yet  all  this  may 
be  changed  by  its  development  in  other  quarters. 

Very  forcibly  then  can  we  state  to  those  who  deny  that  typhoid 
fever  can  be  produced  in  animals,-  that  repeatedly  they  have 
exhibited  the  essential  characteristics  of  the  disease,  viz.,  acute 
infection,  toxemia,  focal  lesions  and  acompanying  symptoms, 
with  the  typhoid  bacillus  as  a  basis.  Those  five  predicables 
(genus,  species,  property,  accident,  difference)  define  the  condi- 
tion in  a  positive  manner. 

In  view  of  all  these  facts  the  more  frequent  employment  of 
chemic  and  bacteriologic  tests  for  the  presence  of  the  bacillus 
must  be  insisted  upon.  By  such  means  the  origin  of  a  bronchitis, 
pneumonia,  pleurisy,  meningitis,  hepatitis,  and  other  inflamma- 
tions, a  so-called  continued  fever  and  some  other  symptomatic 
manifestations  may  be  early  discovered.  In  this  way  can  those 
serious  and  far-reaching  errors  be  avoided  which  result  from 
dwelling  upon  the  clinical  aspect  alone. 
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XII.  SYMPOSIUM  ON  TYPHOID  FEVER 


2.   Anomalies  and  Difficulties  of  Diagnosis  in  Typhoid 

Fever 

By  HENBY  L.  ELSNER,  M.D. 

SYRACUSE 

Anomalies  in  the  course  of  typhoid  fever  have  ceased  to  sur- 
prise us.  There  are  but  few  cases  in  which  the  critical  eye  fails 
to  discover  some  anomaly.  The  difficulties  of  diagnosis,  as  a  rule, 
end  with  the  first  seven  or  eight  days  of  continuous  symptoms. 
The  type  of  the  disease  is  likely  to  vary  from  year  to  year.  There 
are  some  years  of  mild,  others  of  severe  and  malignant  types  and 
still  others  in  which  are  found  all  grades  of  severity.  There  is 
no  acute  infection  which  we  meet  in  Central  New  York  more 
atypical  than  that  due  to  the  Bacillus  typhosus.  Successive  epi- 
demics are  likely  to  have  some  characteristic  manifestations  which 
cause  them  to  differ  from  those  of  the  previous  years.  The 
typical  descriptions  of  Griesinger,  Liebermeister,  Lebert,  Mur- 
chison  and  a  score  of  other  acute  observers  are  not  usually  proto- 
typed on  this  side  of  the  Atlantic.  Erratic,  irregular  and  unique 
forms  of  the  disease  are  interspersed  with  a  majority  of  cases 
corresponding  with  the  text-book  resum6  of  our  own  splendid 
American  authors. 

In  1842  Bartlett  in  his  work  "On  Typhoid  and  Typhus 
Fevers"  despaired  of  our  ability  ever  to  be  able  to  make  an 
absolute  diagnosis.  He  said,  "Our  diagnosis  can  never  be 
founded  here,  as  it  is  in  many  other  instances,  on  a  few  positive 
physical  signs.  It  must  always  be  rational— not  absolute.  The 
evidence  upon  which  our  verdict  is  to  be  rendered  is  wholly 
circumstantial." 

Murchison  in  his  classic  work  says:  "During  the  first  week 
of  the  disease  it  may  be  impossible  to  make  a  positive  diagnosis ; 
but  even  then  enteric  fever  may  be  suspected  if  there  be  pyrexia, 
with  nocturnal  exacerbations  each  night  becoming  more  severe 
and  especially  if  this  be  attended  by  diarrhea,  enlarged  spleen 
or  epistaxis."  Less  than  ten  years  ago  if  both  the  abdominal 
symptoms  and  the  eruption  were  absent,  the  diagnosis  of  enteric 
fever  was  only  reached  by  a  "  process  of  exclusion."  It  became 
necessary  to  compare  symptoms  with  those  of  many  other  diseases 
with  which  typhoid  was  likely  to  be  confounded  and  the  majority 
of  physicians  clung  to  the  Murchisonian  rule  that  "a  fever  which 
persists  beyond  seven  days  and  is  unattended  by  cutaneous  erup- 
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tion,  or  by  signs  of  local  disease  in  the  head,  chest  or  elsewhere, 
is  in  all  probability  enteric  fever,  though  there  be  no  symptoms 
of  intestinal  lesions."  This  latter  statement  led  to  a  decided 
advance  in  diagnosis  and  proved  the  clinical  acumen  and  thor- 
oughness of  the  author.  Murchison  adds  "almost  the  only  source 
of  fallacy  is  latent  tuberculosis.' '  How  eager  would  both  Bartlett 
and  Murchison  have  been  to  rewrite  the  chapter  on  the  Diagnosis 
of  Typhoid,  if  they  had  but  lived  to  know  of  the  conquests  of 
bacteriology. 

Yet  the  ever  changing  type  of  the  disease ;  the  irregularity  of 
its  invasion;  the  many  foci  from  which  the  typho-toxin  may 
overwhelm  the  victim,  with  the  uncertainty  of  the  life-history  of 
the  hardy  disease-producing  bacillus,  the  fact  positively  estab- 
lished, more  important  than  the  profession  has  yet  appreciated, 
that  typhoid  infection  need  not  spend  its  force  in  the  intestinal 
tract,  must  of  necessity  obscure  the  clinical  picture  and  were  it 
not  for  the  added  knowledge  gained  by  laboratory  methods,  we 
would  still  find  ourselves  unable  to  establish  positive  diagnoses 
in  many  of  our  cases  until  a  period  so  late  that  these  could  be 
readily  be  made  by  the  layman  as  by  the  scientist. 

There  is  abundant  proof  that  typhoid  may  recur  in  the  same 
individual.  The  history  of  a  previous  typhoid  ought  never  to 
preclude  the  consideration  of  a  second  attack.  Our  information 
may  not  always  be  accurate.  *  On  the  other  hand  we  must  not 
forget  that  in  some  cases  the  blood  of  typhoids  continues  to  show 
the  characteristic  reaction  long  after  the  acute  disease.  This  may 
become  decidedly  misleading.  In  a  Sister  of  Charity  examined 
in  St.  Joseph's  Hospital,  in  Syracuse,  who  was  perfectly  well, 
the  characteristic  reaction  was  present  eighteen  years  after 
typhoid.  The  fact  to  be  kept  before  our  mental  vision  in  con- 
sidering this  question  is  that  the  acquired  immunity  of  typhoid 
is  not  of  as  long  duration  as  is  that  of  most  other  exanthemata 
and  it  is  positive  that  this  immunity  does  not  protect  during 
the  entire  life  of  the  individual. 

The  study  of  the  prodromal  period  of  typhoid  fever  always 
interests  us;  it  is  replete  with  irregularities  and  has  so  many 
vagraries  that  with  atypical  symptoms  during  a  few  days  follow- 
ing, we  are  puzzled  and  often  much  at  sea.  The  invasion  of  the 
disease  may  cover  a  long  period,  during  which  there  are  vague 
symptoms  none  of  which  lead  to  more  than  a  suspicion  of 
approaching  infectious  disease.  Indeed  we  have  seen  cases  in 
which  this  prodromal  period  covered  many  weeks.  Accurate 
thermometric  measurements  continued  negative;  the  period  was 
thoroughly  afebrile ;  there  were  no  localized  abdominal  symptoms; 
nothing  but  a  feeling  of  ill  health  and  malaise  with  occasional 
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or  continuous  headache  that  foretold  the  approach  of  serious 


In  another  class  of  cases  we  are  plunged  at  once  from  the  pro- 
dromal period,  which  may  not  occupy  more  than  two  or  three 
days,  into  the  first  week  of  the  disease  in  which,  without  the 
characteristic  rise  of  temperature,  we  have  early  hyperpyrexia, 
delirium,  with  manifestations  of  profound  involvement  of  the 
nervous  system. 

In  still  another  class  of  cases  the  prodromal  period  is  short; 
covers  from  three  to  four  days  and  includes  localized  abdominal 
pains,  often  severe,  slight  diarrhea,  temperature  varies  from  100 
degrees  to  101J4  degrees  Fahrenheit  and  leads  at  once  to  a 
condition  in  which  there  are  grave  meningeal  symptoms;  the 
temperature  rising  from  104  degrees  to  106  degrees  Fahrenheit 
per  rectum,  the  pulse  rarely  above  100  and  from  this  condition 
to  a  stage  of  hyperpyrexia,  final  increasing  heart  weakness, 
arterial  tension  below  100  millimetres,  continual  delirium,  Widal 
reaction  positive  early,  usually  on  the  sixth  day,  .increasing 
tympany,  roseola  on  the  seventh  day;  early  incontinence  of  feces 
and  of -urine,  which  between  the  tenth  and  thirteenth  days  of 
the  disease  give  way  to  constipation  and  retention  of  the  urine. 
If  the  patient  lives  beyond  the  third  week,  the  temperature  is 
likely  after  that  time  to  be  almost  normal ;  then  during  the  next 
two  weeks  convalescence  is  satisfactory  and  uninterrupted.  How- 
ever, the  majority  of  these  cases  do  not  rally  from  the  profound 
nervous  symptoms  to  which  I  have  called  your  attention,  but 
die  without  regaining  consciousness,  of  cardiac  asthenia  between 
the  fourteenth  and  seventeenth  days  of  the  disease. 

Among  the  most  malignant  and  anomalous  cases  are  those— 
fortunately  rare— of  a  foudroyant  type.  These  are  met  in  drunk- 
ards, those  nervously  reduced  after  prolonged  worry  and  mental 
fatigue,  in  which  there  is  practically  no  noticeable  prodromal 
period  but  early  high  temperature  and  many  symptoms  of  a 
rapidly  fatal  cerebrospinal  meningitis.  After  the  first  forty-eight 
hours  the  arterial  pressure  falls  below  100  millimetres;  the  pulse 
is  rapid;  stupor  is  followed  by  coma  in  a  few  days,  and  the 
majority  of  these  die  before  the  tenth  day.  I  have  had  occasion 
to  autopsy  a  number  of  these  cases  and  have  found  besides  the 
usual  typhoid  lesions,  marked  cerebral  congestion*  with  in  one 
abundant  fluid  in  the  ventricles  of  the  brain.  In  all  of  these  cases 
there  were  diagnostic  features  which  aided  materially.  Among 
these  we  would  emphasize  the  unusually  tender  and  enlarged 
spleen,  the  great  and  early  tympany,  the  copious  diarrhea,  with 
rectal  and  vesical  incontinence,  the  hyperpyrexia,  the  absence  of 
the  Kernig  symptom,  the  far-reaching    evidence    of   profound 
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sepsis  and,  finally,  if  the  patient  lived  long  enough,  the  positive 
Widal  reaction. 

I  am  reminded  by  several  recent  experiences  connected  with 
the  Ithaca  epidemic  of  cases  in  which  the  prodromal  period  is 
surprisingly  short;  the  symptoms  of  the  first  week  severe,  the 
temperature  reaching  104  degrees  Fahrenheit.  During  the  first 
days  of  observation,  the  nervous  symptoms  are  less  profound  than 
in  the  class  of  cases  just  described.  The  high  temperature  ends 
with  the  first  week  of  continuous  symptoms;  the  bowels  become 
constipated  and  with  a  temperature  during  the  two  or  three  weeks 
following  ranging  from  101  degrees  to  103  degrees  Fahrenheit, 
most  of  the  patients  make  a  satisfactory  recovery.  With  only  a 
few  days  of  high  temperature,  there  is  a  fall  of  from  one  to  two 
degrees  in  occasional  cases  and  what  appears  to  be  malignant 
typhoid  becomes  benign  and  leads  to  a  favorable  termination. 

In  connection  .with  the  study  of  the  pulse  it  may  be  positively 
stated  that  in  no  other  acute  infection  may  there  be  such  great 
disproportion  between  high  fever  and  pulse  rate.  Uncompli- 
cated cases  show  an  average  pulse  not  above  100.  Typhoid  may 
be  considered  a  disease  with  low  arterial  pressure.  We  have 
recently  made  repeated  observations  of  typhoids  which  have  been 
admitted  to  St.  Joseph's  Hospital,  Syracuse,  and  those  seen  in 
private  practice,  with  the  Riva  Rocci  instrument  modified  by 
Cook,  and  have  satisfactorily  demonstrated  the  truth  of  the  state- 
ment that  typhoid  is  a  hypotensine  disease. , 

Adult  typhoid  during  the  first  week  of  continuous  symptoms, 
shows  the  maximum  blood  pressure  to  be  130  to  140  millimetres. 
As  the  disease  advances  the  pressure  may  fall  to  100  millimetres 
or  even  lower.  In  children  the  pressure  is  correspondingly  lower. 
Thus  a  child  aged  twelve  years,  on  the  sixteenth  day  of  the  dis- 
ease, during  which  the  highest  temperature  had  been  105.2 
degrees  Fahrenheit  showed  a  blood  pressure  of  120  millimetres. 
At  this  time  the  temperature  was  100.4  degrees  Fahrenheit,  pulse 
110  and  respirations  twenty-five.  A  child  of  ten  years,  on  the 
fifth  day  after  admission,  temperature  104.4  degrees  Fahrenheit, 
registered  134  millimetres.  A  young  woman,  aged  sixteen  years, 
in  the  fifth  week  of  the  disease,  during  which  the  highest  tempera- 
ture had  been  104.6  degrees  Fahrenheit,  with  normal  tempera- 
ture, respirations  and  pulse,  showed  blood  pressure  to  be  135 
millimetres.  In  children  under  six,  the  arterial  pressure  rarely 
registers  above  100  millimetres  and  usually  lower. 

Blood  pressure  study  offers  nothing  of  diagnostic  value  in 
typhoid;  the  only  statement  which  we  can  positively  make  is  that 
as  the  disease  advances  blood  pressure  falls,  and  at  no  time  is 
it  high  without  complications,  usually  abdominal. 
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In  a  correspondence  which  I  have  had  with  Dr.  Briggs  of  the 
Johns  Hopkins  Hospital,  who  has  made  many  interesting  obser- 
vations in  connection  with  blood  pressure,  in  typhoid  and  other 
diseases  and  to  which  I  shall  again  refer  in  speaking  of  perfora- 
tion, his  observations  and  those  made  in  the  wards  of  his  hospital 
agree  fully  with  those  which  I  have  just  mentioned. 

During  the  first  stage  of  the  disease,  the  time  when  differential 
diagnosis  is  most  needed  the  relative  lowering  and  disproportion 
of  the  pulse  and  temperature  is  of  greater  value  in  diagnosis  than 
is  dicrotism.  Dicrotism  was  present  in  the  majority  of  our  cases 
and  is  found  oftener  in  typhoid  than  in  other  infections.  A 
diagnosis  ought  never  to  be  based  upon  the  typhoid  condition 
associated  with  dicrotism,  for  there  are  diseases  in  which  the 
pulse  continues  dicrotic  in  which  typhoid  is  simulated,  dependent 
upon  other  than  typhoid  infection. 

The  association  of  a  comparatively  slow  pulse,  dicrotism, 
typhoid  symptoms  with  enlarging  spleen  would  naturally  make 
us  suspicious  vt  typhoid  fever.  In  children  with  basilar  menin- 
gitis, the  pulse  is  rarely  dicrotic,  though  slow  and  out  of  pro- 
portion to  early  high  temperature,  while  the  typhoid  condition 
may  be  coexistent.  In  these  cases  the  abdomen  is  retracted ;  there 
is  constipation  and  usually  with  other  characteristic  symptoms 
the  presence  of  the  Eernig  phenomenon.  In  the  tuberculous  form 
leucocytosis  is  absent,  while  those  of  pyemic  origin,  in  which  we 
are  most  likely  to  have  typhoid  simulated,  there  is  a  positive  leu- 
cocytosis. 

The  large  majority  of  our  cases  show  but  little  variation  in 
the  leading  symptoms,  including  characteristic  behavior  of  the 
fever  during  the  second  and  third  weeks  of  continuous  symptoms. 
Hemorrhages  or  perforation  are  always  suspected  when  during 
these  days  we  have  a  decided  lowering  of  temperature. 

Our  temperature  charts  show  a  number  of  typhoids  with 
decided  and  sudden  drops  of  a  normal  and  below  without  sub- 
sequent evidences  of  hemorrhage  or  perforation.  In  most  of 
these  cases  we  were  unable,  from  anything  that  transpired,  to 
explain  this  unexpected  fall  of  the  temperature. 

In  Central  New  York  we  are  hearing  less  and  less  of  gastric 
fever.  Typhoids  do  occasionally  begin  with  stomach  and  hepatic 
symptoms,  then  follows  a  so-called  continuous  fever  with  or  with- 
out slight  icterus,  which  soon  shows  the  marks  of  a  typhoid.  In 
two  of  these  cases  were  found  typhoid  cholecystitis  which  dragged 
a  long  and  weary  course.  In  none  of  these  positive  cases  was  the 
Widal  agglutination  delayed  after  the  ninth  day. 

The  close  observer  will  note  in  the  majority  of  cases  during  this 
prodromal  period  and  the  first  days  of  the  disease  that  the  tongue 
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is  tremulous;  this  fibrillary  twitching  is  characteristic  and  in 
doubtful  cases  with  headache,  slight  enlargement  of  the  spleen, 
gurgling  in  the  region  of  the  ileocecal  valve,  has  materially  aided 
in  strengthening  a  suspicion  of  typhoid  before  the  Widal  test 
became  positive.  I  wish  to  -accentuate  the  importance  of  this 
symptom,  because  I  do  not  believe  that  sufficient  attention 
has  been  given  to  it  by  the  profession.  This  tremor  is  less 
marked  in  the  typhoid  condition  associated  with  other  in- 
fections. 

In  Central  New  York  chills  are  the  exception  in  uncomplicated 
typhoids.  The  diagnosis  of  typhoid  must  be  surrendered  if  the 
patient  has  repeated  chills.  We  have  learned  to  exclude  typhoid 
if  with  the  chill  there  is  leucocytosis  and  symptoms  of  infection. 
In  cases  where  we  have  made  the  positive  diagnosis  of  primary 
typhoid,  secondary  infection  is  usually  present  if  chills  persist. 
There  are  few  cases  in  which  repeated  chilly  sensations  are 
absent;  this  symptom  corresponds  exactly  with  what  the  Ger- 
mans speak  of  as  "frosteln."  We  have  no  word  in  our  language 
quite  as  descriptive  of  this  symptom.  Repeated  chills  with 
typhoid  symptoms  and  even  slight  enlargement  of  the  spleen 
during  the  early  days  of  infection  argue  strongly  against  typhoid 
in  favor  of  other  infection.  In  connection  with  similar  histories 
we  have  had  very  interesting  experiences  in  some  of  which  the 
diagnosis  of  typhoid  had  been  made  in  which  the  leucocytic  count 
and  final  physical  examinations  showed  the  presence  either  of 
endocarditis,  malignant  or  benign,  pus  accumulation  or  some 
other  form  of  grave  infection.  I  shall  later  refer  to  the  differ- 
ential diagnosis  of  malignant  endocarditis  and  typhoid.  There 
are  those  who  still  believe  that  diarrhea  and  intestinal  symptoms 
must  be  present  before  the  diagnosis  of  typhoid  is  justified.  Dur- 
ing the  prodromal  period  and  the  first  week  of  the  disease,  we 
have  often  failed  to  find  diarrhea. 

In  our  study  of  110  cases,  diarrhea  was  present  in  eighty-four 
cases.  Some  of  the  anomalous  cases  have  remained  constipated 
throughout  the  entire  course  of  the  disease.  The  least  valuable 
of  all  prodromal  symptoms,  formerly  considered  cardinal,  is 
nosebleed.  In  the  cases  collected  nosebleed  was  present  in  forty- 
nine  cases.  A  small  proportion  of  cases  have  had  nosebleed  late. 
This  was  occasionally  an  expression  of  a  grave  purpura. 

The  spleen  gives  valuable  information,  for  in  not  a  single  case 
have  we  failed  to  detect  its  enlargement.  I  do  not  wish  to  convey 
the  idea  that  we  have  been  able  to  palpate  this  organ  even  in  the 
majority  of  our  cases.  It  seems  to  me  that  the  American  typhoid 
spleen  is  not  as  palpable  as  the  German.  Leube  makes  the  state- 
ment that  in  ninety  per  cent,  of  his  cases  enlargement  is  recogniz- 
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able  not  only  by  percussion,  but  by  palpation,  if  the  examination 
is  properly  conducted.    Tp  this  we  cannot  subscribe. 

Our  experience  proves  that  young  patients  have  larger  spleens 
during  typhoid  than  do  adults  and  that  the  spleens  of  the  latter 
if  palpable  at  all  are  most  likely  to  be  so  during  the  second  week 
of  the  disease.  It  has  been  easier  to  palpate  the  spleen  of  children 
sick  with  the  disease  than  young  adults,  for  the  proportionate 
enlargement  of  that  organ  is  greater  in  infantile  typhoid.  I  am 
aware  of  the  fact  that  this  has  not  been  the  experience  of  all 
observers,  but  a  series  of  twenty  cases  of  typhoid  in  children 
varying  from  ten  months  to  ten  years  of  age,  closely  observed, 
justify  this  statement. 

In  connection  with  the  consideration  of  some  of  the  anomalies 
of  typhoid,  we  must  mention  the  behaviors  of  the  roseola.  In  but 
few  of  our  cases  have  we  failed  to  discover  the  eruption.  In  the 
110  cases  selected  from  hospital  and  private  records  which  serve 
for  the  purpose  of  supplying  the  data  for  this  paper,  we  failed 
to  find  the  eruption  in  hilt  eight  cases.  In  cases  which  have  been 
observed,  the  appearance  of  the  eruption  was  coincident  with  the 
seventh  or  eighth  day  of  the  disease.  In  some  of  our  cases  we 
have  been  forced  to  search  diligently  for  the  rose  spots,  so  few 
being  present  and  these  at  times  in  unusual  locations.  In  a  case 
observed  before  the  days  of  the  Widal  test,  in  which  there  were 
many  perplexing  conditions,  which  masked  the  diagnosis,  we 
finally  found  a  single  spot  on  the  right  wrist  just  before  a  copious 
intestinal  hemorrhage. 

In  uncomplicated  cases,  we  have  never  found  the  eruption 
hemorrhagic.  Cases  in  which  the  diagnosis  of  typhoid  fever  had 
been  made  with  ultimate  hemorrhagic  spots  proved  to  be  malig- 
nant endocarditis  or  some  form  of  purpura  either  malignant  or 
benign.  Twice  in  our  hospital  experience  we  have  had  patients 
with  enteric  fever  in  whom  we  ultimately  found  Roseola  syphil- 
itica, coincident  with  the  typhoid  eruption;  the  typhoid  infec- 
tion having  followed  the  syphilitic  in  from  four  to  seven  weeks, 
as  near  as  could  be  estimated.  Such  experiences  before  the  days 
of  the  agglutination  test  were  puzzling. 

In  children,  as  well  as  in  adults,  scarlatinif  orm  eruptions  with 
typhoid  have  been  noted,  sometimes  with  throat  symptoms,  some- 
times without.  This  may  mask  the  diagnosis  but  with  our  present 
knowledge  it  would  be  possible  even  in  the  early  stages  of  typhoid 
in  similar  cases  and  paratyphoids  to  reach  definite  conclusions 
from  blood  cultures,  for  the  specific  bacilli  are  present  in  the 
blood  and  can  be  easily  demonstrated  before  the  Widal  agglutina- 
tion.   (Schottmiiller,  Rudiger.) 

Hektoen  emphasizes  the  value  of  this  method  of  early  diagnosis 
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by  the  report  of  several  cases;  one  in  which  typhoid  was  posi- 
tively coincident  with  scarlet  fever;  two  others  in  which  there 
were  suspicions  of  scarlet  and  typhoid  in  which  the  typhoid 
bacillus  was  readily  demonstrated  by  culture  experiment. 

While  the  cultural  method  will  readily  confirm  the  presence  of 
typhoid  or  paratyphoid,  we  will  not  quickly  eliminate  the  diag- 
nosis of  associated  scarlatina,  a  possible,  though  rare  complica- 
tion. The  scarlatinif  orm  eruption  of  typhoid  will  not  ultimately 
desquamate  and  as  De  Costa  demonstrated,  it  may  persist  or  it 
may  appear  late,  and  return  with  relapses.  It  was  present  twice 
in  twenty  cases  of  children ;  in  both  it  happened  to  be  a  late  mani- 
festation and  followed  the  roseola. 

In  two  per  cent,  of  cases  seen  in  private  practice,  I  found  the 
roseola  eruption  capped  with  a  single  vesicle  at  some  time  during 
its  existence.  Relapses  have  been,  in  the  majority  of  cases,  accom- 
panied with  recurring  roseola. 

In  so-called  ambulatory  cases,  the  eruption  has  at  times  ap- 
peared after  admission  to  the  hospital  (for  most  of  these  cases 
were  hospital  cases)  or  had  been  present  before,  or  escaped  detec- 
tion. In  none  of  our  cases  did  we  trace  any  relation  between 
the  number  of  rose  spots  and  the  severity  of  the  disease. 

There  are  but  few  cases  of  typhoid  in  which  we  fail  to  find 
some  involvement  of  the  sensorium,  yet  there  are  many  which 
during  the  waking  hours  have  the  appearance  of  being  absolutely 
clear  mentally.  A  few  anomalous  but  severe  cases  have  remained 
comparatively  clear  during  the  febrile  period  to  develop  acute 
delirium  later  with  mania  and  a  long  train  of  mental  symptoms 
resembling  the  post-pyrexial  mania  of  pneumonia.  All  of  these 
have  terminated  favorably  often  after  many  anxious  days. 

In  the  series  of  cases  under  consideration  there  were  two  in 
which  hemorrhages  were  severe  and  repeated  before  the  end  of 
the  second  week. 

In  December  last  I  saw  with  Dr.  Noyes,  of  New  Berlin,  a 
woman,  aged  forty-seven  years,  plethoric,  who  was  thoroughly 
depleted  by  repeated  severe  hemorrhages  before  the  eleventh 
day  of  continuous  symptoms.  The  second  case  succumbed  to  an 
early  profuse  hemorrhage  on  the  ninth  day  of  continuous  symp- 
toms. ♦ 

These  cases  may  have  been  ambulatory  for  a  longer  or  shorter 
period.  Careful  inquiry  furnished  no  positive  data.  Cases  in 
which  there  has  been  an  unusually  long  period  of  indefinite 
symptoms,  during  which  a  feeling  of  ill  health  had  not  been  con- 
sidered of  sufficient  importance  to  claim  the  attention  of  the 
patient  or  physician,  have  occasionally  been  found  with  early 
hemorrhage  and  have  shown  great  malignancy  throughout  the 
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disease.  The  heart  was  weak  from  the  beginning;  the  prognosis 
was  unfavorably  affected  by  early  exsanguination.  Two  ambula- 
tory cases  came  under  observation  moribund  with  perforation. 

The  diagnosis  of  abdominal  conditions  in  typhoid  is  often 
exceedingly  puzzling.  No  case  of  typhoid  is  so  mild  that  perfora- 
tion may  not  occur.  There  are  no  diagnostic  means  by  which  we 
can  foretell  the  occurrence  of  perforation.  There  is  no  time 
after  the  beginning  of  ulceration  until  thorough  cicatrization 
when  in  any  case  this  may  not  occur  without  premonition.  It 
is  a  positive  fact  that  subjective  and  objective  symptoms  of  per- 
foration are  not  always  associated  with  the  rupture  of  an  ulcer. 
All  clinicians  have  been  surprised  by  recovery  of  cases  in  which 
they  had  reason  from  the  symptoms  to  suspect  perforation.  A 
localized  peritonitis  over  a  typhoid  ulcer  may  exist  before  its 
perforation  and  may  thus  protect  the  free  peritoneal  cavity.  A 
typhoid  ulcer  about  to  rupture  may  be  covered  by  plastic 
material;  the  intestine  may  become  adherent  to  a  neighboring 
coil  without  ultimate  rupture  with  symptoms  of  localized  peri- 
tonitis only. 

Griesinger  many  years  ago,  in  his  memorable  article  on  typhoid 
fever  made  the  following  statement:  " Evidently,  in  consequence 
of  deep  ulceration  from  within  and  sloughing,  there  frequently 
results,  even  before  perforation,  a  localized  inflammatory  process, 
with  adhesions  of  the  inflamed  patch  to  the  neighboring  intes- 
tinal coils.  In  such  cases  there  is  not  at  once  perforation  into 
the  free  peritoneal  cavity.  There  is,  however,  a  formation  of 
circumscribed  exudation,  with  or  without  suppuration,  which 
may  ultimately  lead  to  a  general  peritonitis,  though  it  may  pos- 
sibly remain  circumscribed  and  gradually  end  in  recovery.  If 
there  has  been  no  adhesive  process  before  the  perforation,  gas 
and  intestinal  contents  escape  into  the  free  peritoneal  cavity  and 
general  peritonitis  immediately  results." 

In  the  paper  read  before  this  body  "On  the  Perforation  of 
Typhoid  Ulcer  with  Adhesive  and  Protective  Peritonitis,"  in 
1892,  the  author  reported  a  case  of  perforation  of  a  typhoid  ulcer 
with  adhesive  and  protective  peritonitis  in  which  the  patient 
ultimately  died  of  other  intercurrent  causes  and  in  which  a  local- 
ized peritonitis  with  tumor  simulated  perforative  appendicitis 
very  closely.  Post  mortem  showed  adhesive  localized  peritonitis 
which  served  to  protect  the  general  peritoneum. 

It  will  be  difficult  at  times  in  some  of  these  anomalous  cases 
with  perforation  or  with  localized  peritonitis  early  and  tumor  in 
the  region  of  the  appendix,  to  make  a  positive  differential  diag- 
nosis. Prof.  Pitz  has  collected  167  cases  of  perforated  bowel  ill 
typhoid  in  which  he  found  the  appendix  perforated  in  but  five 
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cases  or  a  little  less  than  three  per  cent.  Murchison  found  this 
perforation  only  once  in  thirty-nine  cases.  Morin  found  perfora- 
tion of  the  appendix  in  18.75  per  cent,  of  typhoid  perforations 
and  Hersehel  in  14.3  per  cent  It  is  difficult  to  reconcile  the  dif-' 
ferences  of  the  various  writers.  It  would  be  easy  to  establish 
the  existence  of  ulceration  and  perforation  of  the  appendix  with 
typhoid  fever  if  it  were  frequent  The  diagnosis  becomes  impor- 
tant in  ambulatory  cases  in  which  patients  come  to  the  hospital 
with  symptoms  of  perforation  with  tumor  in  the  region  of  the 
appendix.  In  these  cases  a  leucocytic  count  and  the  Widal  test 
with  a  consideration  of  all  that  the  case  offers  will  not  long  leave 
us  in  doubt.  An  error  of  diagnosis  would  not  prejudice  the 
patient's  chances  for  the  aid  of  surgery  would  be  involved  for 
either  condition. 

A  number  of  years  ago  the  elder  Flint  held  that  effacement  of 
liver  dulness  was  one  of  the  most  characteristic  signs  of  perfora- 
tion. It  would  be  rather  dangerous  to  acept  this  statement  and 
base  a  positive  diagnosis  upon  it.  There  are  many  cases  of 
typhoid  in  which  the  abdomen  is  abnormally  distended,  with 
effacement  of  liver  dulness  in  which  there  may  or  may  not  be 
evidences  of  localized  peritonitis  and  yet  perforation  has  not 
taken  place.  An  unusually  distended  transverse  colon  may  so 
modify  the  area  of  liver  dulness  in  these  cases  as  to  cause 
tympany  anteriorly  over  the  area  of  normal  liver  dulness. 
On  the  other  hand  with  perforation,  adhesive  inflammation, 
incapsulation,  bands  or  from  other  causes,  air  may  be  held 
within  a  circumscribed  area  in  the  lower  half  of  the  abdomen 
without  effacement  of  liver  dulness.  Careful  examination  of  the 
abdomen  will  reveal  the  presence  of  the  first  source  of  error  by 
placing  the  patient  upon  the  left  side  and  percussing  in  the 
axillary  line  on  the  right  side  over  the  liver  from  the  eighth  rib 
downward;  the  presence  of  free  air  in  the  peritoneal  cavity 
showing  itself  by  a  disappearance  of  dulness  in  that  line,  while 
there  would  be  a  persistence  of  dulness  if  the  anterior  tympany 
had  been  caused  by  the  distended  transverse  colon. 

Mechanical  irritation  of  the  peritoneum  during  surgical  opera- 
tions causes  a  decided  rise  of  systolic  blood  pressure ;  this  can  be 
established  by  means  of  the  sphygmomanometer  and  is  positive. 
Peritoneal  inflammation  either  local  or  general  from  whatever 
cause,  has  the  same  effect  on  blood  pressure  during  the  early 
hours  of  its  existence ;  a  fact  which  proves  of  diagnostic  value 
as  the  following  shows: 

Crile*  reports:  "In  five  cases  diagnosed  perforation,  in  which 
blood  pressure  determinations  were   made,   four  were   verified 

« Jonrnal  of  the  American  Medical  Asaoclatlon,  1908,  page  1*98. 
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either  by  operation  or  autopsy.  The  case  not  operated  on  was  a 
typical  one.  The  pressure  rose  from  116  millimetres  to  190  milli- 
metres during  four  hours.  The  second  case,  a  lad  of  twelve  years, 
was  admitted  to  the  Lakeside  Hospital  with  general  peritonitis. 
Blood  pressure  was  105 ;  Widal  reaction  was  positive.  Immedi- 
ate operation  was  performed  and  perforation  found.  Later  the 
abdominal  symptoms  of  peritonitis  disappeared.  The  blood 
pressure  fell  to  eighty  millimetres.  On  the  eighth  day  infection 
passed  through  the  thinned  wall  of  another  ulcer,  causing  peri- 
tonitis ;  blood  pressure  then  rose  promptly  from  eighty-four  milli- 
metres to  110  millimetres.  In  the  third  case,  a  patient  in  the 
ward  at  Lakeside,  developed  a  slowly  forming  perforation,  blood 
pressure  rose  from  116  millimetres  to  165  within  two  hours.  The 
pulse  in  the  meantime  had  but  slightly  increased.  At  operation  a 
small  perforation  and  diffuse  peritonitis  were  found.  The  fourth 
case,  that  of  a  physician  who  entered  Lakeside  with  general  peri- 
tonitis, blood  pressure  was  165 ;  no  operation.  Autopsy  revealed 
perforation  and  diffuse  peritonitis.  The  fifth  case  was  one  of 
typical  perforation,  blood  pressure  208  millimetres.  At  operation 
perforation  and  diffuse  peritonitis  were  found.  The  blood 
pressure  in  the  perforation  cases  assumed  the  high  level  attending 
peritonitis  from  other  causes." 

Dr.  Briggs,*  of  Johns  Hopkins  Hospital  reported  a  similar 
experience  in  which  the  Systolic  blood  pressure  rose  from  106 
millimetres  to  144  millimetres,  coincident  with  perforation  proven 
by  operation. 

The  results  are  suggestive  and  emphasize  the  importance  of  fre- 
quent daily  observations  of  blood  pressure  in  the  course  of 
typhoid  fever  that  changes  may  be  promptly  noted  and  when 
considered  with  subjective  symptoms  and  physical  signs  lead  to 
an  early  recognition  of  localized  peritoneal  inflammation  and 
intestinal  perforation. 

With  repeated  chills  after  typhoid  and  the  persistence  of  fever, 
the  involvement  of  the  mesenteric  glands  in  a  process  of  sup- 
puration must  be  kept  in  mind.  Infections  leading  to  prolonged 
typhoid  sepsis  may  be  continued  by  general  pathologic  changes 
or  localized  disease  in  one  of  many  organs  of  the  body  with  or 
without  local  symptoms.  This,  is  particularly  true  of  typhoid 
infection  of  the  bile  passages  and  gall-bladder.  Persistent  jaun- 
dice in  the  course  of  typhoid  must  lead  to  repeated  physical 
examination  of  the  bile  passages  and  gall-bladder  for  the  pur- 
pose of  detecting  possible  typhoid  cholangitis  or  cholecystitis. 
The  differential  diagnosis  of  nephrotyphoid  and  typhoid  in  which 
the  albuminuria  is  due  to  a  pre-existing  chronic  nephritis,  with- 

*  Boston  Medical  and  Surgical  Jonrna1,  Sept.  14, 1903,  page  348. 
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out  positive  knowledge  of  previous  disease,  may  be  strengthened 
by  the  study  of  blood  pressure.  This  fact  we  have  recently 
demonstrated  in  a  number  of  cases.  There  are  at  the  present 
writing  two  cases  of  albuminuria  associated  with  typhoid  at  St. 
Joseph's  Hospital  the  one  a  pure  nephrotyphoid,  the  other  a 
typhoid  with  pre-existing  chronic  diffuse  parenchymatous  neph- 
ritis. The  blood  pressure  in  the  latter  has  been  uniformly  high; 
at  the  height  of  the  disease  it  registered  168  millimetres.  The 
blood  pressure  chart  shows  no  record  below  140  millimetres,  while 
in  the  nephrotyphoid  the  highest  arterial  pressure  registered  130 
and  as  the  disease  advanced,  repeated  tests  showed  the  fall  of 
the  ordinary  uncomplicated  case. 

Among  the  most  difficult  cases  to  differentiate  are  those  of 
malignant  endocarditis  of  the  typhoid  type  which  bear  close 
resemblances  to  typhoid  and  paratyphoid  infections.  These  are 
rarely  diagnosticated  during  the  early  days  of  the  disease,  but 
are  considered  typhoid  fever.  This  is  also  true  of  cases  of  malig- 
nant endocarditis  in  which  there  are  no  positive  early  physical 
signs  of  the  disease.  In  the  type  of  malignant  endocarditis 
known  as  the  chronic  type,  which  may  appear  with  acute  typhoid 
symptoms,  we  have  at. least  the  previous  history  of  endocarditis 
to  guide  us  and  are  largely  influenced  by  the  mutability  of  phy- 
sical signs  and  the  associated  secondary  manifestations.  The  most 
difficult  cases  are  those  in  which  the  primary  infection  is  hidden 
in  which  typhoid  symptoms  develop  and  in  which  the  endo- 
cardium may  be  plastered  with  vegetations  before  the  values  are 
sufficiently  changed  to  cause  audible  physical  signs  of  endocardial 
involvement. 

This  statement  is  equally  true  of  those  cases  of  gonorrheal 
endocarditis,  some  of  which  have  ended  fatally  in  a  few  days  or 
weeks  with  typhoid  symptoms.  There  are  cases  of  malignant 
endocarditis  in  which  the  typhoid  condition  has  followed  pyemic 
symptoms,  bearing  the  closest  subjective  resemblances  to  typhoid 
fever.  Profuse  hemorrhage  is  unusual  in  malignant  endocarditis. 
In  connection  with  this  subject  one  fact  must  always  influence 
our  diagnosis ;  it  is  the  positive  rarity  of  endocarditis  as  a  com- 
plication of  typhoid  fever.  The  truth  of  this  fact  will  be 
received  without  hesitation  if  the  pathologic  records  of  large  hos- 
pitals and  private  practice  are  studied. 

Considered  collectively  typhoid  shows  a  surprisingly  small 
number  of  permanent  heart  lesions  during  the  acute  febrile 
period  or  following.  With  evidences  of  endocarditis  and  the 
typhoid  condition,  we  shall  always  feel  justified  in  assuming 
that  the  disease  is  not  typhoid  fever.    It  is  this  knowledge  which 
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must  serve  as  a  fundamental  principle  in  the  differential  diag- 
nosis of  these  conditions. 

In  a  paper  "On  the  Resemblances  of  Endocarditis  to  Typhoid 
and  Paratyphoid  Infections/'  I  made  the  following  statements, 
which  I  repeat,  at  this  time,  because  clinical  experience  has  repeat- 
edly emphasized  their  truth.  "In  the  presence  of  murmurs  with 
infection,  the  presence  of  petechia,  disturbed  circulation,  infarcts 
and  leucocytosis,  negative  Widal,  we  may  strongly  suspect  malig- 
nant endocarditis.  To  make  the  diagnosis  positive  ante  mortem, 
we  must  have  the  presence  of  physical  signs  referable  to  the  heart 
and  these  we. have  in  the  majority  of  our  cases  before  death. 
The  presence  of  embolic  infarct  is  a  valuable  diagnostic  fact;  it 
means  much.  It  matters  not  how  few  evidences  of  embolic  infarct 
we  have,  if  we  have  any,  and  these  are  associated  with  limited 
cardiac  changes  and  the  presence  of  few  general  symptoms,  we 
are  compelled  to  suspect  the  possibility  of  malignant  endocar- 
ditis." 

Transitory  or  even  lasting  paralyses  in  the  history  of  acute 
general  infections  are  exceptional,  except  in  those  processes  asso- 
ciated with  embolic  detachment  and  consecutive  tissue  change. 
These  are  frequent  in  typhoid  types  of  malignant  endocarditis. 

Chills  are  frequently  present  during  the  early  days  of  malig- 
nant endocarditis.  The  pyemic  type  of  this  disease  may  sud- 
denly assume  typhoid  characteristics.  The  involvement  of  the 
right  heart  out  of  all  proportion  to  left  sided  disease,  with 
typhoid  symptoms  always  argues  against  typhoid  and  in  favor  of 
malignant  endocarditis.  Cases  of  chronic  endocarditis  previously 
recognized  in  which  true  typhoid  infection  is  present  show  none 
of  the  changes  so  frequent  in  malignant  endocarditis.  Typhoid 
fever  uncomplicated  during  the  first  week  of  its  existence,  is  not 
associated  with  leucocytosis.  Leucocytosis  at  this  time  with  poly- 
morphonuclear increase  is  always  strong  evidence  of  infection 
other  than  typhoid.  The  specific  germ  if  found  in  blood  culture 
experiments  will  often  help  us  materially  in  recognizing  not  only 
the  port  of  entry  but  will  clinch  the  diagnosis  as  well.  Repeated 
negative  blood  cultures  make  the  presence  of  malignant  endo- 
carditis unlikely,  while  if  the  disease  be  typhoid  or  paratyphoid 
the  cultural  methods  will  give  early  positive  results.  The  differ- 
ence in  the  differential  counts  of  the  leucocytes  in  typhoid 
recently  reported  to  the  profession  by  Thayer  and  Higley  respec- 
tively prove  conclusively  that  we  are  not  yet  agreed  on  the  mor- 
phological relations  of  these  cells  to  each  other  in  this  disease. 
All  observers  are  agreed  however  that  in  typhoid,  the  white  blood 
count  is  not  increased  and  that  a  positive  leucocytosis  associated 
with  typhoid  symptoms,  argues  strongly  against  typhoid  fever. 
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The  spleen  of  typhoid  is  usually  larger  than  is  that  of  malignant 
endocarditis.  It  is  clear  then  from  the  consideration  of  the 
differential  diagnosis  of  the  malignant  types  of  endocarditis  and 
typhoid  that  with  repeated  painstaking  physical  examinations, 
daily  leucocytic  blood  counts,  blood  cultures  and  repeated  Widal 
tests,  the  diagnosis  need  not  remain  doubtful  long,  but  can  be 
accurately  and  positively  made. 

The  diagnosis  of  infantile  typhoid  is  rarely  made  positive  dur- 
ing the  early  days  of  the  disease.  It  is  equally  true  that  a  large 
number  of  infantile  typhoids  remain  unrecognized  because  of  the 
failure  of  the  physician  to  appreciate  the  fact  that  infants  and 
children  are  oftener  infected  than  was  formerly  supposed.  Oc- 
casionally we  find  children  attacked  when  the  older  members  of 
the  family  have  escaped. 

The  roseola  may  or  may  not  be  abundant.  In  twenty  cases 
ranging  from  ten  months  to  ten  years  it  was  positively  present 
in  sixty-five  per  cent.  Occasional  cases  have  presented  large 
crops.  A  single  rose  spot  was  found  in  two  of  my  cases.  One 
case  presented  a  scarlet  eruption  without  final  desquamation. 
Continued  fever  in  a  child  without  localized  disease  with  enlarged 
spleen,  must  lead  to  the  suspicion  of  typhoid. 

We  have  met  the  remittent  type  of  the  disease  to  which  Mur- 
tshison  called  attention.  Quinine  formerly  aided  us  in  diagnosti- 
cating these  cases ;  now  the  Widal  test  gives  positive  information 
before  the  eighth  day,  rarely  later. 

Experience  justifies  the  statement  of  Murchison  that  idiopathic 
remittent  fever  in  children  is  almost  invariably  enteric.  Cases 
of  infantile  typhoid  have  rarely  continued  febrile  beyond  the 
third  week.  Intestinal  symptoms  have  been  frequent;  nervous 
symptoms  were  present  in  the  majority  of  cases. 

The  short  course  in  children  is  undoubtedly  due  to  the  absence 
of  extensive  deposits  in  the  submucous  intestinal  tissue  and 
sloughing  of  the  diseased  patches  in  large  masses  as  in  adults. 
Fewer  glands  are  involved.  Generally  speaking  it  may  be 
assumed  that  the  positive  signs  and  blood  conditions  with  char- 
acteristic reactions  are  as  dependable  as  in  adult  life.  Miliary 
tuberculosis,  central  pneumonia,  sepsis,  pyemia,  meningitis,  enter- 
colitis,  influenza  and  malarial  poisoning  can,  as  a  rule,  be  differ- 
entiated in  early  as  well  as  in  adult  life  by  careful  attention  to 
detail  and  the  employment  of  such  methods  as  are  to-day  used 
by  every  anxious  and  scientific  observer;  though  occasionally 
owing  to  late  reaction  and  other  anomalous  conditions  there  may 
be  days  of  uncertainty. 

Time  does  not  allow  the  differentiation  of  each  of  the  condi- 
tions suggested.    I  may  be  pardoned,  however,  for  calling  your 
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attention  to  a  few  facts:  Hurried  respiration,  with  typhoid  symp- 
toms, and  associated  leucocytosis  in  children  or  adults,  are 
opposed  to  the  diagnosis  of  typhoid.  Sudden,  repeated,  unex- 
plained vomiting  in  children  with  a  low  continuous  fever,  a  slow 
pulse,  changed  disposition,  constipation  with  or  without  cerebral 
macule  and  absence  of  enlarged  spleen,  argue  against  typhoid, 
in  favor  of  approaching  tubercular  meningitis. 

A  continued  fever  in  a  child  or  adult  following  an  injury  with 
or  without  chills  and  the  typhoid  condition  must  lead  to  thorough 
blood  examination.  If  leucocytosis  is  present,  whether  the  spleen 
is  enlarged  or  not,  typhoid  fever  may  be  excluded.  Sepsic 
pyemia  or  endocardial  infection  must  be  considered. 

The  Ehrlich  diazo  reaction  is  not  of  positive  diagnostic  value, 
though  it  is  found  in  most  typhoids.  Its  presence  in  diseases 
other  than  typhoids  makes  it  of  uncertain  value.  It  arouses 
suspicion ;  can  never  confirm  diagnosis,  as  do  blood  cultural  meth- 
ods and  the  Widal  test 

It  has  been  manifestly  impossible,  in  the  limited  time  at  my 
disposal,  to  consider  in  detail  more  than  a  few  of  the  anomalies 
and  difficulties  of  diagnosis  which,  in  practice,  we  are  constantly 
facing.  I  have  been  content  to  limit  myself  to  such  conditions 
as  have  been  found  of  greatest  interest  to  the  busy  worker  in  the 
broad  field  of  general  medicine.  If  I  have  succeeded  in  demon- 
strating the  diagnostic  value  of  the  association  of  modern  scien- 
tific methods  with  accurate  bedside  observations,  without  the  sur- 
render of  a  single  clinical  fact  made  positive  by  such  study,  I 
shall  feel  that  the  object  for  which  I  have  labored  in  this  sym- 
posium has  been  accomplished. 


XIII.  SYMPOSIUM  ON  TYPHOID  FEVER 


3.  Management  and  Treatment  op  Typhoid  Fever 

By  EGBERT  Le  FEVRE,  M.  D. 

NEW  YORK 

The  consideration  of  the  treatment  of  typhoid  fever  at  the 
present  time  must  seem  to  many  of  you  like  thrashing  over  old 
straw,  so  hackneyed  is  the  theme.  It  is  often  of  value  to  review 
our  therapeutic  beliefs  and  measures,  and  to  see  if  they  have  kept 
pace  with  the  advances  in  bacteriology,  and  pathology;  or 
whether,  on  the  other  hand,  the  old  conception  of  the  disease  still 
dominates  our  treatment,  and  whether  or  not  we  have  fallen  into 
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a  routine  method  of  treating  our  patients  as  soon  as  the  diagnosis 
of  typhoid  fever  is  made. 

I  fear  that  in  our  treatment  we  too  frequently  lose  sight  of  the 
fact  that  typhoid  fever  is  a  general  infection  with  varying 
degrees  of  toxemia,  and  that  the  bowel  lesion  is  not  the  prime 
factor,  but  only  one  of  the  pathological  incidents  of  the  disease, 
and  may  be  entirely  wanting. 

Nursing.— It  is  necessary  to  insist  on  good  nursing,  for  every- 
one concedes  that  more  lives  are  saved  by  nursing  than  by  any 
other  part  of  the  treatment,  but  we  cannot  always  insist  on  the 
patient  being  taken  to  a  hospital  if  the  needed  attention  cannot 
be  given  at  home. 

For  nursing  to  be  efficient  it  must  be  skilled  nursing  and  not 
that  which  can  be  given  by  the  different  members  of  the  patient's 
family.  Fortunately,  nearly  every  community  is  supplied  with 
well-trained  nurses.  If  the  patient  must  be  nursed  at  home  by 
his  family  and  friends,  then  it  is  our  duty  to  see  that  it  is  not 
done  by  them  indiscriminately  according  to  the  exigencies  of  the 
household  work,  but  certain  members  should  be  assigned  to  this 
duty  and  the  physician  should  insist  that  they  be  in  attendance 
at  regular  hours  and  be  relieved  from  all  other  household  cares. 
If  possible  the  room  should  have  a  sunny  exposure  and  means  for 
good  ventilation.  The  bed  should  be  protected  against  soiling, 
and  if  possible,  the  room  should  contain  two  beds,  so  that  the 
mattress  and  coverings  of  one  bed  may  be  thoroughly  aired  and 
sunned  each  day.  The  covering  of  the  patient  should  be  light, 
and  in  private  practice  the  physician  should  see  that  solicitous 
friends  do  not  weigh  the  patient  down  with  bed-clothes  and  so 
prevent  as  far  as  possible  all  heat  dissipation. 

There  should  be  perfect  cleanliness  of  the  patient's  person, 
especially  the  buttocks  and  genitals,  for  even  in  hospital  wards 
one  too  frequently  finds  these  parts  imperfectly  cleansed  after 
defecation  and  urination,  and  it  is  necessary  for  the  physician  to 
inspect  them  ^personally  to  see  that  his  orders  are  carried  out. 

While  the  dangerous  nature  of  the  stools  is  appreciated  by  all, 
the  fact  that  at  certain  stages  of  the  disease  the  urine  contains 
immense  numbers  of  typhoid  bacilli  is  overlooked.  Petruschky 
estimated  the  number  of  bacilli  per  cubic  centimeter  in  three 
cases  and  found  them  20,000,  5,000,000  and  172,000,000  respec- 
tively. There  is  greater  danger  of  contamination  of  the  food, 
etc.,  from  the  urine  than  from  the  feces. 

Diet.— In  the  management  of  typhoid  fever  the  diet  presents 
the  greatest  problems,  for,  not  only  must  be  considered  the  food 
from  the  standpoint  of  its  chemical  composition,  but  also  its 
influence  on  the  local  lesion  and  its  remote  effect,  as  well  as 
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whether  it  is  suited  to  the  individual  case.  Probably  no  part  of 
the  treatment  of  typhoid  fever  is  considered  by  the  majority  of 
the  profession  so  definitely  settled  as  the. question  of  food.  In 
no  other  infectious  disease  is  the  diet  so  restricted  and  routine. 
In  no  other  ulcerated  condition  of  the  bowels  is  there  so  great  a 
fear  as  to  the  effect  of  the  use  of  a  variety  of  food  and  of  adequate 
alimentation.  This  fear  is  largely  theoretical  and  based  upon 
the  old  conception  of  the  nature  of  typhoid  fever. 

In  no  other  disease  do  we  disregard  to  the  same  extent  dietetic 
principles  and  fail  to  adapt  our  food  to  the  individual  needs  of 
the  case,  remaining  blind  to  symptoms  which  are  referable  to 
too  restricted  diet,  but  which  are  usually  ascribed  to  intestinal 
lesions  or  to  giving  other  food  than  milk.  The  diet  should  be 
(a)  liquid,  (6)  easily  digested,  (c)  easily  absorbed,  (d)  the 
unabsorbed  portions  or  residue  by  the  time  it  reaches  the  ileum 
should  not  contain  any  solid  particles,  (e)  the  food  itself  or  its 
residue  should  not  too  readily  undergo  putrefactive  or  fermen- 
tative changes,  (/)  it  should  contain  all  the  ingredients  necessary 
in  normal  relative  proportions,  (g)  it  should  be  relished  by  the 
patient,  or,  at  least,  should  not  cause  disgust  or  nausea. 

Milk  is  considered  the  orthodox  food,  and  one  is  considered  a 
dietetic  heretic,  if,  in  typhoid  fever,  its  all-sufficient  power  is 
questioned  and  any  other  suggested ;  nevertheless,  it  is  necessary 
to  consider  whether  milk  meets,  as  we  have  been  led  to  believe, 
all  the  requirements  of  an  ideal  and  sufficient  food  in  typhoid 
fever. 

Although  milk  is  taken  as  a  liquid,  as  soon  as  it  enters  the 
stomach  it  is  coagulated  into  masses  of  varying  size  and  degrees 
of  hardness.  While  these  masses  of  curdled  milk  are  readily 
broken  up  and  digested  in  the  normal  stomach  and  small  intestine, 
in  typhoid  fever,  perfect  disintegration  of  the  masses  occurs  with 
difficulty,  and  as  the  feedings  occur  at  short  intervals  there  is 
not  sufficient  time  for  digestion  to  be  completed ;  as  a  result  the 
curds  frequently  reach  the  ileum  in  an  irritating  and  dangerous 
condition.  If  anyone  doubts  this  tendency  he  has  only  to  inspect 
the  stools  of  typhoid  fever  patients  to  see  the  frequency  with 
which  they  contain  hard  masses.  Physicians  too  rarely  make  it 
a  routine  practice  to  critically  examine  the  stools  to  note  the  con- 
dition of  digestion— frequently  they  do  not  even  inquire  con- 
cerning their  nature,  but  are  interested  only  in  their  number. 

I  confirm  the  statement  that  under  an  exclusive  milk  diet  of 
sixty  to  seventy  ounces  a  day,  the  stools  are  larger  and  contain 
more  undigested  food  than  with  a  mixed  liquid  or  semi-liquid  diet 
containing  the  same  amount  of  proteids,  carbohydrates  and  fats. 
The  modification  of  milk  by  dilution  or  by  the  addition  of  lime 
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water  lessens  to  a  slight  degree  the  above  tendency.  When  milk 
is  not  perfectly  digested  it  furnishes  a  good  culture  medium  for 
the  intestinal  flora,  with  autointoxication  from  the  products  of 
putrefaction  and  fermentation. 

In  the  treatment  of  other  acute  infectious  diseases  of  the 
intestinal  canal,  experience  has  shown  the  necessity  of  withdraw- 
ing milk  from  the  dietary  for  a  longer  or  shorter  time.  In  these 
diseases  we  recognize  the  fact  that  putrefactive  and  fermentative 
changes  in  the  intestinal  contents  can  increase  the  inflammatory 
condition  of  the  bowels  and  cause  systemic  intoxication.  In 
typhoid  fever  these  secondary  effects  may  be  induced  by  the 
intestinal  contents  late  in  the  disease,  entirely  independent  of  the 
histological  changes  caused  by  the  typhoid  bacillus. 

Many  patients  cannot  take  milk  at  all  as  it  causes  epigastric 
heaviness,  pain,  pyrosis,  eructation  and  abdominal  distention 
(tympanites).  In  giving  milk  in  other  diseases  the  rule  is  to 
begin  with  a  small  amount  and  gradually  increase  until  the 
patient's  digestive  apparatus  becomes  accustomed  to  it,  so  as  to 
avoid  the  unpleasant  symptoms  mentioned.  In  typhoid  fever, 
however,  as  soon  as  the  diagnosis  is  made  we  immediately  begin 
to  feed  entirely  on  milk,  giving  frequently  during  the  first  days 
as  much  as  two  or  three  quarts.  It  would  be  very  instructive 
if  every  physician  would  experiment  on  himself  and  note  the 
sensations  following  the  taking  of  two  or  three  pints  of  milk  a 
day.  The  uncomfortable  distention  of  the  abdomen  with  its 
annoying  and  noisy  accompaniment  would  soon  impress  upon 
him  the  need  of  caution  in  giving  to  a  patient  with  acute  intes- 
tinal catarrh  this  amount  of  milk. 

The  most  important  requisite  for  a  food  in  any  exhausting 
disease,  is  that  it  should  contain  all  the  ingredients  necessary 
for  nutrition  in  normal  relative  proportions.  In  health  a  man 
needs  3,000  calories,  which  are  supplied  by  100  to  125  grams  of 
proteids,  400  to  500  grams  of  carbohydrates,  and  fifty  to  100 
grams  of  fat ;  or,  if  estimated  in  relation  to  nitrogen  and  carbon, 
he  should  have  proteids  enough  to  give  17.5  grams  of  nitrogen 
and  non-proteids  sufficient  to  give  270  grams  of  carbon. 

The  ideal  foodstuff  should  have  the  different  ingredients  in 
the  following  proportion:  proteids  12,  carbohydrates  fifty  and 
fats  five.  In  milk  the  proportions  are :  proteids  twelve,  carbohy- 
drates twenty  and  fat  eighteen.  The  deficiency  in  carbohydrates 
and  the  relatively  higher  percentage  of  fat,  causes  milk  to  be 
inadequate  for  an  adult  when  used  alone. 

On  the  basis  that  the  diet  should  contain  110  grams  of  proteid 
to  give  17.5  grams  of  nitrogen  and  non-proteids  to  give  270 
grams  of  carbon,  Munk  has  estimated  that  on  an  exclusive  milk 
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diet,  six  pints  would  be  necessary  to  give  the  necessary  proteids, 
and  eight  pints  for  the  non-proteids,  which  is  a  greater  quantity 
than  most  patients  can  take  and  digest. 

If  the  milk  given  does  not  yield  the  necessary  amount  of  .nutri- 
tive material,  then  there  will  result  a  condition  of  partial  starva- 
tion, in  which  the  proteids  of  the  body  will  be  called  on  to  make 
up  the  deficiency,  and  from  this  cause  alone  there  will  be  a 
progressive  loss  of  weight  and  strength. 

In  typhoid  fever  there  is  great  proteid  loss  which  cannot  be 
equalized  by  the  proteids  of  the  diet  although  it  may  contain 
the  110  to  125  grains  of  proteid.  It  is  important  to  shield  the 
proteids  of  the  body  from  the  destructive  process  as  far  as  possi- 
ble, by  the  administration  of  carbohydrates  and  other  energy- 
sustaining  foods. 

Recovery  in  all  infectious  diseases  depends  upon  the  resisting 
power  of  the  patient.  In  typhoid  fever,  where  we  have  no  specific 
against  the  bacillus  or  its  toxins,  our  only  hope  is  to  sustain  the 
strength  and  nutrition  and  to  preserve  to  the  highest  this  power 
of  resistance.  If,  during  a  long  period  of  typhoid  fever,  the 
patient  is  kept  on  an  insufficient  diet,  the  resistance  will  be  low- 
ered and  the  bacilli  will  regain  the  ascendency  so  that  we  will 
have  a  recrudescence  of  the  fever  or  a  true  relapse.  I  am  thor- 
oughly convinced  that  many  of  our  cases  of  prolonged  fever  at- 
tended with  marked  physical  exhaustion  and  cardiac  weakness, 
are  not  due  to  the  typhoid  bacillus  or  its  toxins  alone,  but  to  the 
lack,  not  to  food,  but  of  nourishment;  for,  under  the  exclusive 
milk  diet  of  sixty  to  seventy  ounces  a  day,  our  patients  are  over- 
fed but  undernourished. 

The  trouble  is  that  as  soon  as  we  make  the  diagnosis  of  typhoid 
fever,  we  take  counsel  of  our  fears  in  relation  to  the  diet  and  do 
not  use  the  same  therapeutic  judgment  as  in  other  diseases. 
Since  giving  a  diet  richer  in  carbohydrates  and  albuminoids  I 
have  not  seen  the  same  weakness  and  emaciation  following  the 
first  two  weeks. 

Professor  Delafield  has  lately  called  attention  to  a  condition 
named  by  him  " post-typhoid  sepsis"  and  characterized  by  fever 
and  profound  weakness  which  rapidly  improves  when  the  pa- 
tient is  given  solid  food  and  is  also  taken  out  of  bed.  A  number 
of  years  ago  my  attention  was  called  to  these  cases  both  in  hos- 
pital and  private  practice,  and  while  I  have  never  been  able  to 
convince  myself  that  the  majority  of  them  were  due  to  a  distinct 
sepsis,  I  have  always  considered  that  the  symptoms  were  depend- 
ent upon  a  condition  of  partial  starvation  complicating  an  infec- 
tious disease  of  long  duration. 

Professor  Wright  and  Lieutenant  Knapp  of  the  Army  Medi- 
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cal  School  of  Great  Britain,  have  investigated  the  cause  of  throm- 
bosis in  typhoid  fever,  and  have  found  that  the  coagulability  of 
the  blood  is  decreased  during  the  early  days  of  fever,  but  that  it 
is  increased  beyond  the  normal  during  the  later  weeks  and  dur- 
ing convalescence.  The  increased  coagulability  they  found  was 
dependent  upon  an  increase  in  the  amount  of  lime  salts  in  the 
blood,  which  increase  is  due  to  the  calcium  oxide  derived  from  the 
cow's  milk  which  contains  one  part  in  600  as  compared  with  one 
part  in  800  in  lime  water.  If  this  contention  is  true,  then  not  only 
is  an  exclusive  milk  diet  predisposing  to  thrombosis,  but  the  lia- 
bility thereto  is  still  further  increased  by  the  use  of  lime  water 
which  is  so  commonly  employed  to  dilute  it.  To  overcome  this 
tendency  to  an  excess  of  calcium  oxide  in  the  blood,  they  suggest 
partial  decalcification  of  cow's  milk  by  adding  citrate  of  soda 
(grains  twenty  to  forty  to  the  pint). 

The  profession  have,  I  think,  adopted  the  rigid  and  restricted 
milk  diet  mainly  because  of  its  use  in  large  hospitals.  In  insti- 
tutions where  great  numbers  of  cases  are  treated,  a  routine  diet 
is  necessarily  the  best,  as  it  guards  against  the  giving  of  injurious 
articles  by  friends,  and  it  is  impossible  to  consider  the  individual 
likes  and  dislikes  to  the  same  extent  as  in  private  practice.  In 
fact,  the  majority  of  our  hospital  patients  do  not  have  such  fas- 
tidious tastes  and  such  fickle  digestive  tracts  as  those  in  the  higher 
walks  of  life;  their  usual  diet  is  of  necessity  monotonous  and 
variety  in  sickness  is  not  so  essential.  But,  even  in  these  cases, 
I  am  positive  that  relapses  would  be  less  frequent,  convalescence 
not  so  protracted,  and  the  death-rate  from  complications  lower, 
if  a  more  varied  diet  were  used.  I  do  not  mean  that  I  would  ex- 
clude milk  from  the  dietary,  nor  do  I  advocate  indiscriminate 
feeding.  Indeed,  one  who  uses  a  variety  of  food  must  exercise 
greater  tact  and  judgment  than  when  milk  only  is  given,  and  un- 
less he  is  willing  and  able  to  adapt  the  diet  to  the  individual 
case  and  is  also  competent  to  give  definite  instructions  for  the 
making  of  the  different  preparations  ordered,  it  will  be  safer 
for  him  to  adhere  to  the  exclusive  milk  diet. 

I  have  one  rigid  rule  in  the  giving  of  different  foods,  viz.,  that 
nothing  is  to  be  given  to  the  patient  during  the  early  weeks  of 
the  fever  that  has  not  been  or  that  cannot  be  passed  through  a 
fine  wire  sieve.  In  order  to  give  variety  to  the  diet  and  to  supply 
the  necessary  nutritive  elements  the  following  preparations  may 
be  selected : 

Drinks.  Pure  water  or  mineral  water  from  which  the  excess 
of  C02  has  been  allowed  to  escape  may  be  given  ad  libitum.  It 
is  not  merely  necessary  that  water  be  ordered,  but  care  must  be 
taken  that  it  be  given  in  large  quantities.    If  possible  the  same 
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type  of  water  should  be  given  as  the  patient  is  accustomed  to,  as 
frequently  another  type  (hard,  soft,  etc.)  will  give  the  patient 
gastric  distress  and  many  cause  diarrhea.  To  make  the  water 
more  palatable  it  may  be  acidulated  with  dilute  hydochloric  acid 
and  occasionally  with  lemon  or  orange  juice,  or,, a  small  amount 
of  red  or  white  wine  may  be  added,  although  it  is  generally  better 
to  give  it  pure. 

Milk.  Under  the  mixed  diet  it  is  rarely  necessary  or  wise  to 
give  more  than  two  pints  a  day,  and  the  feedings  should  be  sepa- 
rated by  the  giving  of  other  foods.  It  is  well  to  flavor  the  milk 
with  coffee,  cocoa  or  tea,  or,  if  the  patient  has  been  accustomed 
to  take  either  coffee  or  cocoa  in  the  morning  and  desires  it,  it  may 
be  allowed.  Putting  milk  in  a  shaker  with  a  lump  of  ice  and 
thoroughly  aerating  it  makes  it  more  palatable  and  digestible. 
Other  milk  products  as  koumiss,  junket,  etc.,  may  be  used  to  give 
variety.  In  order  to  increase  the  carbohydrate  contents  of  the 
milk  there  may  be  added  some  stale  bread  which  has  been  grated 
and  passed  through  a  fine  sieve,  or,  instead  of  the  bread,  some  of 
the  farinaceous  baby-foods. 

Carbohydrates.— These  may  be  given  as  mucilaginous  soups 
made  of  oatmeal,  rice,  wheat,  barley,  tapioca  or  sago,  either  alone 
or  mixed  with  bouillon.  It  has  been  claimed  that  the  carbohy- 
drates in  the  above  forms  tend  to  undergo  fermentative  changes 
in  the  intestines  and  that  their  digestion  is  especially  difficult  in 
typhoid  fever.  This  objection  is  largely  theoretical.  Experience 
has  proven  that  they  are  easily  digested.  When  combined  with 
milk  and  eggs,  in  the  form  of  puddings,  etc.,  they  do  cause 
flatulency. 

Proteids.  Concentrated  proteid  nourishment  must  be  given 
with  great  caution  during  the  febrile  stage.  Usually  that  con- 
tained in  the  milk  is  sufficient.  Egg  when  combined  with  milk 
is  difficult  of  digestion.  Egg-water,  made  according  to  the  form- 
ula of  Professor  Osier  (thoroughly  shaken  with  ice,  strained  and 
flavored  with  lemon,  sherry  or  brandy)  may  be  given  as  a  refresh- 
ing drink  between  the  heartier  articles  of  food.  Yolk  of  egg 
stirred  in  bouillon  or  cereal  soup  should  be  given  only  after  the 
fever  has  subsided  and  digestion  has  improved.  The  use  of  soma- 
tose,  tropon,  plasmon,  etc.,  has  been  advocated,  but  personally  I 
have  had  very  little  experience  with  their  use  in  typhoid  fever,  as 
I  prefer  to  give  those  preparations  with  which  I  am  most  familiar. 

Gelatine.  The  value  of  gelatine  as  an  article  of  diet  in  typhoid 
fever  has  been  underestimated.  While  it  cannot  replace  the  pro- 
teids it  has  the  power  to  lessen  nitrogenous  waste  and  is  more 
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efficacious  than  either  fats  or  carbohydrates  in  protecting  the 
proteids  of  the  body  and  so  conserving  both  nutrition  and  energy. 
It  is  valuable  for  adding  relish  to  the  food  with  which  it  is  com- 
bined and  can  be  given  as  calf's  foot  jelly  or  by  adding  it  to  soup 
or  broths.  An  especially  grateful  preparation  is  a  cold  jellied 
bouillon  made  by  obtaining  the  gelatine  from  the  bones  and  con- 
nective tissue  of  soup  stock.  I  generally  suggest  that  this  be 
prepared  from  a  shin  bone  of  beef  and  a  knuckle  of  veal.  In 
addition  to  its  value  as  a  food  product,  gelatine  is  indicated  in 
the  later  stages  of  the  disease  when  there  is  danger  or  tendency 
to  hemorrhage.  Care  must  be  taken,  however,  not  to  give  it  in 
excessive  amounts  as  it  has  a  tendency  to  increase  the  diarrhea 
and  sometimes  causes  tympanites.  "When  hemorrhage  occurs  and 
there  is  a  rapid  discharge  of  blood  from  the  bowels,  I  have  found 
that, the  use  of  a  half  ounce  or  an  ounce  of  commercial  gelatine 
dissolved  in  a  pint  of  water  and  given  in  two  to  four  ounce  doses 
at  frequent  intervals,  will  very  often  have  marked  effect  in  con- 
trolling the  hemorrhage.  I  consider  it  more  reliable  than  the 
use  of  ergot  or  the  ordinary  astringent  preparations.  In  order  to 
obtain  the  full  nutritive  value  of  the  diet  it  is  frequently  neces- 
sary to  supply  the  deficiency  in  the  salivary,  gastric  and  pan- 
creatic secretions  as  well  as  the  hydrochloric  acid. 

Cathartics.  The  thorough  removal  of  the  undigested  and  un- 
absorbed  residue  from  the  intestinal  canal  is  as  important  as 
the  administration  of  food.  In  all  other  inflammatory  and  ulcer- 
ative diseases  of  the  intestine  this  fact  is  well  recognized  and 
acted  upon,  but  in  typhoid  fever  the  intestinal  lesions  presumed 
to  be  present  have  been  considered  a  contraindication  to  the  use 
of  cathartics,  and  when  certain  cathartics  have  been  given  they 
have  been  used  more  as  specific  antiseptics  or  disinfectants  than 
for  the  simple  cathartic  effect. 

When  there  is  ulceration  of  the  ileum  there  is  a  tendency  to 
retention  of  fecal  matter  above  the  site  of  the  ulcers  and  there 
may  be  marked  accumulation  although  the  patient  is  having 
frequent  small  diarrheal  discharges.  This  tendency  to  accumu- 
lation is  increased  by  paralysis  of  the  gut,  with  or  without  perito- 
neal involvement.  I  cannot  insist  too  strongly  upon  the  import- 
ance of  thorough  emptying  of  the  intestines,  as  it  is  a  frequent 
experience  in  both  hospital  and  consultation  practice  to  see  pa- 
tients with  persistent  diarrhea,  tympanites,  high  temperature  and 
profound  toxemia,  due  to  large  fecal  accumulations  of  partially 
digested  food.  These  accumulations  may  occur  although  the 
routine  daily  enema  has  been  given,  but  more  frequently  it  has 
been  omitted  on  account  of  the  diarrhea. 
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The  requisites  of  a  cathartic  for  typhoid  fever  are  (a)  that  it 
should  thoroughly  cleanse  the  small  and  large  intestine,  (6) 
that  it  should  not  cause  markedly  increased  peristalsis  or  griping 
(c)  that  it  should  not  derange  the  digestion,  and  (d)  that  it 
should  not  produce  any  effect  beyond  that  of  a  simple  cathartic 
action.  Only  two  classes  of  cathartics  meet  these  requirements 
(a)  the  salines  and  (6)  castor  oil  (in  infants,  sweet  oil).  Among 
the  salines  there  is  a  wide  range  for  selection,  the  phosphate  of 
soda  and  the  sulphate  of  magnesia  being  those  most  generally 
used,  or,  where  the  patient  has  been  accustomed  to  use  one  of  the 
saline  aperient  waters,  this  may  be  given,  as  the  .necessary  dose 
is  more  readily  determined. 

My  preference  is  for  small  doses  of  castor  oil,  just  sufficient  to 
cause  one  or  two  soft  movements  a  day.  I  usually  administer 
it  in  elastic  capsules  giving  one  or  two  drams  at  night  and  also 
in  the  morning  if  needed.  If  there  is  a  tendency  to  griping  the 
addition  of  three  to  five  drops  of  chloroform  to  the  capsules  usu- 
ally prevents  it.  When  an  intestinal  disinfectant  is  needed  five 
grains  of  salol  may  be  added  to  each  capsule.  The  form  of 
cathartic  and  the  dose  should  be  that  best  suited  to  the  individual 
ease.  It  should  be  given  throughout  the  disease  for  cleansing 
purposes  only. 

Intestinal  Antiseptics.  Before  the  specific  cause  of  typhoid 
fever  was  known,  various  forms  of  treatment,  based  on  the  in- 
testinal lesions  and  considered  more  or  less  specific,  were  advo- 
cated. The  two  most  important  plans  were  the  eliminative,  by 
the  use  of  purgative  medicines,  etc.,  and  the  antiseptic  or  germi- 
cidal, and  frequently  these  two  were  combined  in  one  as  by  the 
use  of  calomel. 

Nearly  every  drug  with  antiseptic  or  germicidal  action  has  at 
some  time  been  used  as  a  specific  against  the  supposed  infectious 
condition  in  the  intestine.  If,  in  addition  to  its  antiseptic 
properties,  the  drug  was  also  antipyretic,  its  advocates  were  the 
more  numerous.  After  a  more  or  less  ephemeral  reputation,  most 
of  these  drugs  have  fallen  into  disuse.  Those  which  have  had  a 
more  lasting  use  are  salol,  bismuth,  the  salicylates  and  beta- 
naphthol. 

Although  typhoid  fever  is  a  baciilemia  and  it  is  futile  to  at- 
tempt to  combat  the  disease  by  the  use  of  intestinal  antiseptics, 
still,  changes  in  the  intestinal  contents  and  bacteria  and  second- 
ary changes  in  the  intestine  itself  may  call  for  specific  antiseptic 
treatment.  Putrefaction  or  fermentation  of  the  intestinal  con- 
tents may  induce  inflammatory  changes  in  the  bowels,  or,  through 
systemic  intoxication,  cause  an  increased  susceptibility  to  rein- 
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f  ection  by  the  typhoid  bacillus,  giving  a  recrudescence  or  relapse. 
Alessi,  in  the  Hygienic  Institute  at  Rome,  found  that  rabbits,  gui- 
nea-pigs and  rats  lost  their  natural  immunity  to  typhoid  fever 
when  poisoned  by  an  atmosphere  vitiated  by  emanations  from  a 
privy- vault  or  collections  of  their  own  excreta. 

When  systemic  intoxication  occurs  through  absorption  from 
the  intestine,  the  susceptibility  of  the  patient  to  reinfection  is 
greatly  increased  and  many  cases  of  relapse  have  been  traced 
to  this  cause.  In  combating  putrefactive  changes,  personally  I 
prefer  salol,  either  given  alone  or  dissolved  in  castor  oil  as  men- 
tioned above.  If  salol  is  not  tolerated  then  the  salicylate  of  bis- 
muth (five  to  ten  grains)  may  be  used.  Recently  a  new  intestinal 
antiseptic,  acetozone  (benzoyl-acetyl-peroxide)  had  appeared  and 
even  specific  action  is  claimed  for  it.  .When  administered  during 
the  entire  cause  of  the  fever  it  is  claimed  (a)  that  the  length 
of  the  disease  is  lessened,  (6)  the  stools  and  also  hospital  wards 
that  contain  a  large  number  of  typhoid  fever  patients  lose  their 
characteristic  odor,  (c)  diarrhea  and  tympanites  are  checked, 
(d)  stupor  and  delirium  are  very  much  less,  (e)  the  temperature 
runs  a  lower  course  and  hyperpyrexia  but  rarely  occurs.  It  is 
said  that  relapses  are  infrequent  when  its  use  is  continued  until 
convalescence  is  established,  also  that  it  does  not  affect  deleteri- 
ously  the  heart,  lungs  or  kidneys.  Whether  these  claims  will  be 
substantiated,  time  alone  will  tell.  Personal  use  in  a  limited 
number  of  cases  who  could  take  the  drug  in  the  quantities  and 
for  the  length  of  time  advised  has  not  given  such  encouraging 
results. 

With  attention  to  the  diet  and  with  thorough  cleansing  of  the 
bowels  the  use  of  the  different  intestinal  antiseptics  has  less  place 
in  typhoid  therapy  than  heretofore. 

Management  of  the  Temperature.  The  control  of  the  tempera- 
ture has  always  been  considered  one  of  the  prime  objects  in  the 
treatment  of  typhoid  fever.  The  fact  is  often  lost  sight  of  that  it 
is  not  the  degree  of  fever  that  should  guide  us  in  the  adminis- 
tration of  antipyretic  treatment,  but  rather  the  associated  symp- 
toms showing  the  action  of  the  toxins  on  the  nervous  system  and 
metabolism,  i.  e.,  stupor,  delirium,  cardiac,  respiratory  and  gas- 
tro-intestinal  disturbance,  emaciation  and  especially  the  condition 
of  the  urine.  Any  treatment  that  merely  reduces  the  temperature 
but  does  not  improve  these  associated  conditions  is  useless  or 
harmful. 

Hydrotherapy  is  the  method  most  commonly,  used  to  reduce 
the  temperature  and  by  many  it  is  considered  the  only  means  that 
is  justifiable.    In  hospitals  and  frequently  in  private  practice, 
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antipyretic  baths  are  ordered  whenever  the  temperature  rises 
above  102.5  degrees  Fahrenheit 

It  is  unnecessary  to  describe  the  different  varieties  of  baths 
and  their  administration.  It  is  only  necessary  to  call  attention 
to  the  fact  that  their  use  is  twofold— first  the  extraction  of  heat, 
and  second  the  toning  up  of  the  nervous  system.  In  order  to 
obtain  the  first-mentioned  effect  it  is  necessary  for  the  surface 
circulation  to  be  active.  If  cold  is  applied  and  there  is  no  re- 
action of  the  surface  circulation  there  will  be  diminished  heat 
elimination  through  the  contraction  of  the  capillaries  and  also 
increased  metabolism.  It  is  therefore  necessary,  by  brisk  rubbing, 
to  ensure  an  active  capillary  circulation.  When  this  is  obtained 
then  the  full  tub-bath,  the  mitten  bath,  the  bed  bath,  etc.,  will 
give  satisfactory  results  according  to  the  individual  susceptibility 
of  the  patient  and  the  degree  of  fever. 

The  routine  practice  of  tubbing  the  patient  whenever  the 
temperature  reaches  102  degrees  to  103  degrees  Fahrenheit  is 
rapidly  falling  into  disuse  and  the  need  of  rest  and  of  conserving 
the  energy  of  the  patient  is  being  more  and  more  considered  in 
relation  to  the  bath  treatment.  Rarely  is  it  necessary, to  give  a 
patient  more  than  three,  or  at  most  four  or  five  baths  a  day.  The 
individual  susceptibility  should  always  be  tested  by  having  the 
first  bath  at  a  temperature  of  about  ninety  degrees.  In  many 
cases  where  the  cold  bath  of  seventy  degrees  to  seventy-five 
degrees  Fahrenheit  causes  profound  shock,  better  results  can  be 
obtained  by  the  warn  bath,  which,  according  to  the  plan  of 
Liebermeister,  may  be  gradually  cooled. 

At  the  present  time  the  use  of  the  coal-tar  antipyretics  and 
quinine  is  deprecated  by  most  authors  in  the  treatment  of 
typhoid  fever.  The  antagonism  to  these  antipyretic  drugs  is 
largely  the  result  of  excessive  use  when  the  antipyrine  group 
was  first  introduced  into  medicine.  "When  given  in  large  doses 
so  as  to  depress  the  temperature  to  normal  or  below,  they  un- 
doubtedly do  great  harm,  but  when  combined  ,with  the  bath 
treatment  they  have  the  power  of  controlling  the  temperature 
and  at  the  same  time  improving  the  general  condition  of  the 
patient.  Phenacetine  given  in  small  doses  does  not  cause  dan- 
gerous depression  of  the  heart,  but  on  the  other  hand  has  the 
power  to  reduce  temperature  through  its  action  upon  the  heat- 
regulating  nervous  mechanism  so  that  the  point  at  which  the 
temperature  is  maintained  is  a  lower  one.  The  drug  counteracts 
the  effect  of  the  toxins  on  the  heat-regulating  apparatus,  and  as 
a  result  of  even  the  temporary  lowering  of  the  temperature  the 
proteid  waste  is  limited  and  nutrition  conserved.  Acetanilid  is 
preferred  by  many  to  phenacetin  but  on  account  of  its  tendency 
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to  cause  cyanosis  in  some  individuals  it  should  be  used  with 
caution,  unless  the  patient's  tolerance  is  known. 

Quinine  has  always  held  its  reputation  among  clinicians  as  an 
antipyretic.  Recent  investigations  have  shown  that  its  action  is 
not  upon  the  heat-regulating  apparatus,  as  is  the  case  in  the 
coal-tar  series,  but  rather  that  it  has  the  distinct  power  of  con- 
trolling nitrogenous  metabolism,  so  that  the  old  name  of  "  fever 
food"  is  still  applicable  to  the  drug.  When  given  for  its  anti- 
pyretic effect  the  full  dose  (fifteen  grains)  should  be  given  at 
once,  or  five-grain  doses  repeated  every  fifteen  minutes  until  the 
full  dose  is  taken.  The  heroic. doses  of  thirty  to  forty  grains  are 
rarely  necessary  or  justifiable,  although  at  times  cases  do  occur 
in  which  this  amount  must  be  given  in  order  to  positively  control 
the  temperature.  After  the  initial  dose  of  fifteen  grains  has 
been  given  the  antipyretic  action  may  be  continued  by  giving  five- 
grain  doses  at  three  or  four  hour  intervals.  Quinine  is  especially 
indicated  as  an  antipyretic  in  the  so-called  cases  of  posttyphoidal 
sepsis,  where  the  temperature  is  due,  not  so  much  to  the  acute 
typhoid  infection  as  to  a  septic  infection  from  the  ulcerated 
intestinal  wall. 

Cardiac  Stimulants.  Progressive  cardiac  weakness  is  one  of 
the  most  alarming  features  of  typhoid  fever.  Early  in  the  dis- 
ease physical  examination  shows  increase  in  the  area  of  cardiac 
dulness,  the  apex  beat  becomes  indistinct,  there  is  diminution  in 
the  intensity  of  the  first  sound  with  relative  accentuation  of  the 
aortic  second  sound  and  absolute  accentuation  of  the  pulmonic 
second  sound.  These  evidences  of  myocardial  weakness  usually 
increase  in  intensity  up  to  the  third  week,  or,  if  convalescence  is 
delayed,  may  go  beyond  this  and  be  the  determining  cause  of 
death.  Although  myocardial  weakness  is  present  the  pulse  is 
usually  slower  than  in  other  febrile  conditions  and  the  pulse 
curve  will  not  be  found  to  run  parallel  with  that  of  the 
temperature. 

The  changes  in  the  myocardium  and  in  the  pulse  during  the 
early  stage  of  the  disease  are  undoubtedly  due  to  the  specific 
action  of  a  toxin  on  the  nervo-muscular  mechanism  of  the  cir- 
culatory system.  In  addition  to  these  cardiac  changes  we  fre- 
quently meet  instances  of  sudden  collapse  designated  by  the 
term  '  *  acute  cardiac  failure. ' '  Romberg  has  lately  shown  that  in 
other  infectious  diseases  than  typhoid  fever  this  acute  cardiac 
weakness  is  due  to  the  effect  of  a  toxin  upon  the  vasomotor 
system. 

The  conservation  of  cardiac  energy  has  always  been  one  of  the 
most  important  objects  in  the  treatment.  During  the  early  period 
of  the  disease  our  efforts  are  directed  to  the  free  elimination  of 
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the  toxins  and  the  fortification  of  the  nervous  system  against 
their  action.  The  free  elimination  of  the  toxins  is  best  secured 
through  the  kidneys  by  giving  the  necessary  quantity  of  pure 
water.  When  the  function  of  the  kidneys  is  impaired  the  use  of 
diuretin  or  agurin  not  only  increases  their  eliminative  power,  but 
at  the  same  time  acts  as  a  cardiac  and, cerebral  stimulant. 

Against  the  action  of  the  toxin  on  the  heart  and  nervous  sys- 
tem, two  agents  have  been  especially  advocated,  viz.,'  strychnine 
and  alcohol.  At  the  present  time  strychnine  is  the  more  com- 
monly used  and  I  cannot  too  strongly  dissent  from  the  present 
plan  of  giving  strychnine  in  heroic  doses  as  soon  as  typhoid 
fever  is  diagnosed.  It  is  not  unusual  to  find,  both  in  hospital  and 
private  practice,  patients  who  have  gone  through  the  first  week 
or  ten  days  of  typhoid  fever  so  freely  drugged  with  strychnine 
that  their  reflexes  are  exaggerated.  In  these  cases  much  of  the 
restlessness  and  distress,  supposed  to  be  due  to  the  disease,  is 
actually  caused  by  medication.  Patients  who  are  early  stimu- 
lated to  the  full  physiological  limit  by  strychnine  make  a  slower 
convalescence  and  are  more  prone  to  vasomotor  disturbance  and 
nervous  depression  during  this  stage.  Strychnine  should  be 
reserved  until  the  condition  of  the  reflexes,  both  cardiac  and 
spinal,  show  that  the  disease  has  begun  to  affect  nervous  centers 
and  its  dose  should  then  be  regulated  so  as  just  to  meet  the 
indications. 

Among  older  clinician?  alcohol  has  always  been  considered  a 
sheet-anchor  in  the  treatment  of  this  disease,  but  in  recent  years 
its  value  as  a  cardiac  stimulant  has  been  doubted  and  pharmaco- 
logical experiments  and  data  have  been  brought  forward  to 
strengthen  this  contention. 

Although  alcohol  in  the  animal  and  in  the  healthy  individual 
may  show  an  action  upon  the  circulatory  system  beyond  a  reflex 
one,  still  in  diseased  conditions,  especially  the  infectious  fevers, 
it  has  a  different  action.  We  are  all  familiar  with  the  fact  that 
large  doses  can  be  given  to  a  febrile  case  without  symptoms  of 
intoxication  being  induced  or  the  odor  of  alcohol  appearing 
on  the  breath,  and  that  under  its  use  the  nervous  system  is  quieted 
and  cardiac  action  slowed,  while  the  respirations  are  fuller  and 
deeper.  Whether  in  health  alcohol  acts  as  a  food,  is  not  germain 
to  this  discussion— certainly  in  typhoid  fever  alcohol  acts  both  as 
a  stimulant  and  a  food,  and  when  the  diet  is  deficient,  as  when  a 
milk  diet  alone  is  given,  nutrition  is  improved  and  emaciation 
retarded. 

I  do  not  advise  the  giving  of  large  quantities  of  alcohol 
throughout  the  entire  course  of  the  disease,  but  where  the  patient 
is  steadily  wasting  and  where  there  is  evidence  of  progressive 
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cardiac  weakness,  alcohol  should  be  used  to  combat  this  condi- 
tion. If  the  beneficial  effects  are  obtained  with  a  few  initial  doses 
its  use  should  be  continued;  if,  on  the  other  hand,  the  patient 
becomes  more  restless  and  the  pulse  quicker,  then  its  use  is  con- 
traindicated.  In  young  persons  especially  its  early  effects  should 
.  be  watched. 

Another  drug  that  is  abused  in  the  treatment  of  this  disease 
is  nitroglycerin.  Frequently  in  acute  collapse,  or  when  cardiac 
weakness  has  reached  the  point  of  causing  the  pulse  to  become 
dicrotic,  this  drug  is  given  at  frequent  intervals  with  the  idea  of 
diminishing  the  work  of  the  heart.  In  acute  cardiac  collapse 
Romberg  has  shown  that  there  is  already  vasomotor  paralysis  and 
that  the  failure  is  more  vascular  than  cardiac  and  nitroglycerin 
cannot  under  these  circumstances  relieve  the  condition.  In  the 
later  stages  of  the  disease  when  the  pulse  is  dicrotic,  the  dicrotism 
is  due  to  the  relaxed  condition  of  the  arteries,  and  the  giving  of 
nitroglycerin  does  not  relieve  the  heart,  but,  on  the  other  hand, 
destroys  the  normal  control  of  the  circulatory  system.  Nitrogly- 
cerin should  only  be  given  when  arterial  tension  is  relatively  too 
high  for  the  cardiac  power  and  then  only  to  carry  the  patient 
over  the  immediate  danger.  It  is  not  a  drug  that  should  be  given 
continuously  for  any  length  of  time. 

I  have  already  exceeded  the  time  allotted  for  this  portion  of 
the  symposium,  and  it  is  impossible  to  consider  in  the  limit  set  for 
this  paper  the  treatment  of  all  the  conditions  and  complications 
that  may  arise  during  the  course  of  typhoid  fever.  I  have  tried 
merely  to  emphasize  that  the  treatment  of  typhoid  fever,  whether 
dietic,  medicinal  or  hydrotherapy,  is  apt  to  be  too  routine  and 
to  show  too  little  individualization.  Many  fail  to  meet  the  most 
positive  therapeutic  indications  because  the  case  is  one  of  typhoid 
fever  and  they  fear  to  depart  from  the  orthodox  methods  of 
treatment.  There  should  be  no  hard  and  fast  treatment  of 
typhoid  fever.  The  therapeutic  problems  presented  by  each 
case  should  be  met  with  the  same  medical  judgment  that  is  used 
in  the  treatment  of  other  diseases. 
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XIV.   SYMPOSIUM  ON  TYPHOID  FEVER 


4.  Ithaca  Epidemic  of  1903 
by  luzebne  coville,  b.  s.,  m.  d. 

ITHAOA 

Beginning  before  the  middle  of  January  of  this  year  and  con- 
tinuing until  the  middle  of  March,  Ithaca  was  visited  by  an  epi- 
demic of  typhoid  such  as  had  no  equal  in  this  country.  The 
city  lies  upon  three  hills  and  the  valley  between.  It  is  supplied 
by  a  private  water  company,  from  two  streams.  Of  these,  the 
water  of  Six  Mile  creek  was  undoubtedly  infected.  The  campus 
of  Cornell  University  is  supplied  by  water  from  still  another 
stream,  which  was  clear  of  typhoid.  The  city  contains  approxi- 
mately 13,000  permanent  residents,  and  houses  additionally  about 
2,800  students  of  the  University.  In  the  first  six  months  of  the 
year  there  were  nearly  or  quite  1,300  typhoid  cases.  In  July 
and  August  there  were  approximately  eighty  additional  typhoid 
cases,  mainly  infected  from  one  well,  which  received  water  from 
a  broken  sewer  tile  leading  from  a  house  in  which  was  a  "walk- 
ing case." 

The  outburst  of  typhoid  rose  rather  abruptly  from  the  middle 
of  January  till  February  2-4.  It  then  fell  gradually  to  February 
20,  from  which  time  the  curve  drops  gradually  and  subsides  about 
the  middle  of  March.  During  this  time  no  person  who  drank 
exclusively  well  water,  spring  water,  or  artesian  well  water  seems 
to  have  suffered  from  the  disease.  Of  course,  a  few  cases  have 
arisen  from  transfer  infection,  but  the  number  is  relatively  very 
small.  The  fact  that  Ithaca  has  within  its  limits  about  1,500 
wells,  many  of  them  in  full  use,  will  explain  this  relatively  small 
number  of  typhoid  cases.  For  nearly  two  years  the  city  had  been 
warned  through  chemic  examinations  of  the  city  water  and  publi- 
cation in  the  daily  papers  that  the  city  water  was  unfit  for  drink- 
ing in  the  raw  state,  especially  in  the  time  of  flood.  The  city 
Board  of  Health  had  especially  tried  to  impress  this  upon  resi- 
dents by  reports  made  and  published  in  February,  March,  and 
April,  1902,  when  samples  of  water  showed  800,  18,000,  and  720 
colonies  of  bacteria  per  cubic  centimeter,  for  the  respective 
months.  For  many  years  the  residents  have  depended  for  drink- 
ing purposes  either  upon  boiled  water  or  upon  artesian  and 
spring  water  brought  into  the  city  by  venders.  It  is  safe  to  say 
that  at  least  ten  to  fifteen  per  cent,  of  each  class  entering  the 
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University  have  "  freshman  diarrhea"  each  year,  caused  largely 
by  the  water  used. 

During  the  last  five  years  in  which  the  University  has  con- 
ducted its  student  infirmary  there  has  been  some  enteric  fever 
each  year,  in  the  main  during  the  fall  months.  Some  of  these 
are  "  imported,"  but  as  a  rule  these  patients  have  not  had 
typhoid  originating  in  town.  In  the  winter  of  1900-01  there  were 
forty  to  fifty  of  these  student  cases ;  in  1901-02  the  number  in- 
creased to  100  to  150.  Of  these,  only  two  or  three  each  year  have 
reacted  under  the  Widal  test,  and  these  few  positive  tests  have 
given  positive  histories  of  typhoid.    Ithaca  is  not  a  typhoid  town. 

Beginning  in  January,  1903,  the  type  of  this  enteric  fever 
changed,  due  to  a  different  strain  of  infection,  and  the  outbreak 
assumed  an  entirely  different  character.  While  in  previous  years 
the  enteric  cases  had  been  of  mild  course,  had  not  reacted  to  the 
serum  test,  and  the  patients  had  recovered  in  a  week  to  three 
weeks ;  they  now  began  to  run  a  more  typical  typhoid  tempera- 
ture curve,  and  gave  the  Widal  reaction  in  most  cases  positively. 
The  patients  recovered  in  three  to  six  weeks. 

Upon  the  head  waters  of  Six  Mile  creek  lie  two  small  villages, 
Slaterville  and  Brookton.  Along  the  twelve-mile  course  of  the 
stream  its  narrow  valley  is  dotted  by  farms  and  their  houses  and 
barns.  In  these  two  villages  and  among  these  farm  holdings 
there  have  been  not  infrequent  cases  of  enteric  fever  during  the 
past  two  or  three  years.  The  closets  used  are  those  common  in 
the  country,  and  there  is  every  chance  in  over  a  score  of  cases 
for  typhoid  dejecta  from  these  outhouses  to  enter  the  stream 
directly.  The  stream  bed  is  narrow,  without  storage  basin,  and 
its  flow  ordinarily  about  half  enough  to  supply  Ithaca.  In 
time  of  flood  or  freshet  it  is  what  may  be  termed  torrential.  A 
freshet  such  as  took  place  from  December  16  to  December  22 
would  wash  down  stream  a  large  share  of  such  infection,  but 
would  not  give  a  continuous  invasion  such  as  is  evidenced  by 
the  bulk  of  cases  cropping  out  from  February  1  to  February  15, 
nor  would  it  give  such  a  concentrated  infecting  medium  as  is 
evidenced  by  the  outburst  of  that  period.  This  source  of  infec- 
tion can  probably  be  dismissed. 

A  second  source  of  infection  has  been  considered— that  of  an 
Italian  colony  of  laborers  employed  in  the  stream  bed  and 
encamped  upon  its  immediate  margin.  This  colony  left  the  creek 
bed  before  December  1,  and  did  not  return  until  late  in  the 
spring.  Upon  what  seems  very  reliable  authority  there  was  no 
illness  among  them.  Their  presence  and  their  latrines,  however, 
would  no  better  explain  the  source  of  infection  than  the  first  con- 
ditions. 
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A  third  cause  of  infection—in  a  considerable  quantity  and 
for  a  longer  period— would  be  a  person  or  persons  with  walking 
typhoid  living  in  shanties  close  by  the  intake  at  the  pumping  sta- 
tion of  Six  Mile  creek.  In  two  or  three  of  these  shanties,  lying 
upon  the  very  outskirts  of  the  town,  cases  of  typhoid  occurred 
early  in  the  winter,  as  attested  by  the  Widal  reaction.  In  these 
houses  during  the  winter  months  the  excreta  and  garbage  were 
thrown  out  upon  the  bank  of  a  small  stream  that  leads  down  to 
Six  Mile  creek  and  empties  just  below  the  Ithaca  water  intake, 
at  a  point  protected  from  winter  freshets  by  a  bend  or  bay  in 
the  bank  of  the  stream.  The  winter  thaws  of  December  16-22, 
January  26-31,  and  February  2-4,  would  conveniently  bring 
such  typhoid  excreta,  previously  frozen,  into  the  water  supply 
in  such  a  manner,  at  such  times  and  in  such  quantities  as,  should 
reasonably  explain  the  extent  of  the  epidemic  both  as  regards 
length  of  infection  period  and  distribution  throughout  the  city 
pipes. 

During  late  June  and  early  July  the  Barnes'  well  infected 
some  fifty  persons  by  means  of  escape  sewage  the  ingress  of 
which  into  the  well  in  a  half -inch  stream  could  readily  be  appre- 
ciated by  means  of  a  lantern  dropped  into  the  well. 

If  we  analyze  these  cases  of  fever  we  find  them  divided  into 
approximately  four  equal  divisions  or  classes— some  of  each  class 
at  some  time  giving  an  agglutination  test  and  all  giving  some 
if  not  all  the  clinical  symptoms  of  typhoid  fever. 

Subclass  A.  Infectious  Cases.— I.  The  subnormal  cases.  These  patients 
are  conscious  of  no  fever  at  the  beginning  of  the  onset,  but  become  sub- 
normal in  pulse  and  temperature  and  remain  so  for  about  ten  days  to  two 
weeks.  They  tend  to  relapse  every  two  weeks  and  may  so  continue  into  the 
third,  fourth,  and  even  fifth  invasion  or  Incubation.     (8eventy-nine  cases.) 

II.  Cases  having  a  very  moderate  temperature  for  a  few  days  followed 
by  subnormal  pulse  and  temperature,  and  also  liable  to  relapse.  Occasion- 
ally a  second  or  third  relapse  will  develop  a  regular  typhoid  temperature. 
(Sixty-four  eases.) 

Subclass  B.  Fever  Cases.— HI.  Short  sharp  temperature  cases  of  five  to 
ten  days'  duration,  with  high  pulse.  This  class  simulates  grip,  is  slowly 
convalesced  from,  and  has  only  rarely  relapsed  into  typhoid.  (Seventy-five 
cases.) 

IV.  Regular  typhoid.  These  are  in  the  main  typical.  In  the  lighter  cases, 
the  patients  may  not  present  markedly  the  occipital  migraine,  injected  eyes, 
intense  pharyngitis,  nasal  hemorrhage,  in  the  early  days,  and  they  are  apt 
to  be  without  rose  spots  and  marked  tympanites;  and  they  recover  in  ten 
to  twenty  days.  The  severer  cases  have  all  the  clinical  picture  of  a  typical 
typhoid.     (Seventy-one  cases.) 

All  these  cases  of  all  classes  had  one  peculiar  symptom.  Every 
patient  had  the  throat  marks  of  the  infection.  The  pharyngeal 
walls  and  especially  the  pillars  of  the  fauces  and  the  soft  palate 
and  the  uvula  had  the  dull  angry  red  so  common  to  the  " gouty" 
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throat.  This  remained  throughout  the  relapses  or  the  reinfection 
periods  of  the  two  subnormal  classes,  while  in  the  temperature 
cades  there  was  apt  to  be  an  extension  in  the  form  of  a  very 
acute  nasopharyngitis.  The  migraine  was  usually  frontal  or 
occipital,  or  both,  and  was  especially  marked  in  the  regular 
typhoid  class.  There  was  also  wellmarked  conjunctival  injec- 
tion in  any  temperature  rise.  In  the  subnormal  cases  especially, 
the  patients  had  widely  dilated  pupils  and  dulled  expression. 
There  was  regularly  constipation  throughout  the  disease. 

All  hospital  accommodations  were  soon  overcrowded.  There 
were  150  trained  nurses,  at  a  conservative  estimate,  employed 
in  the  town,  and  there  were  100  or  more  of  moderate  training. 
The  patients  were  in  charge  of  thirty-one  physicians  of  the  town 
with  eight  from  out  of  town.  The  overcrowding  undoubtedly 
caufied  a  degree  of  sepsis  not  common  in  the  disease.  Intestinal 
hemorrhage  was  a  frequent  complication,  as  were  also  pulmonary 
edema,  pneumonia,  and  in  the  very  severe  cases  perforation  of 
the  intestine.  The  records  as  near  as  can  be  ascertained  are  as 
follows : 


Cases. 


Deaths. 


Percent. 


Total 


Student  typhoid  cases  in  town 

Student  typhoid  cases  out  of  town. 

Cornell  Infirmary 

City  Hospital 

City  typhoid  cases  in  town 

City  typhoid  cases  out  of  town. . . . 


131 

197 

95 

119 


13 
17 
11 

8 
42 

7 


10 

8.7 
11.5 

6.7 


i 


}     9.1% 
about  5% 


The  student  statistics  are  that  approximately  1,200  students 
left  town;  of  these  nearly  half  were  sick,  and  of  these  about 
200  had  typical  typhoid  fever. 

Of  the  physicians  one  only  had  typhoid  and  died.  Two  or 
three  nurses  only  had  typhoid,  and  no  fatalities  among  them 
are  known. 

Of  the  seventy-nine  deaths,  from  January  to  October,  there  are 
twenty  of  which  there  are  no  available  statistics.  Of  the  others 
death  was  directly  ascribed  as  follows : 


Typhoid 18 

Alcoholism 1 

Hemorrhage 7 

Perforation 6 

Pelvic  Cellulitis 1 

Acute  tuberculosis 2 

Pyothorax 1 

Kidneys  complicated 2 


Heart 2 

Exhaustion 1 

Sepsis 2 

Chronic  gastritis 1 

Gangrene 1 

Appendix  operation 1 

Mastoid  operation I 

Heart  complicated 2 


In  sixty-six  deaths,  three  occurred  upon  the  seventh  day,  one 
upon  the  ninth,  and  two  upon  the  tenth.    One  occurred  upon  the 
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one  hundred  and  ninety-fourth  day.  Omitting  this  and  two 
wrongly  certified,  sixty-three  deaths  averaged  to  have  occurred 
upon  the  twentieth  day. 

A  word  as  regards  the  Widal  test:  Of  nearly  300  patients 
seen  by  me,  nearly  150  agglutination  tests  were  made.  In  most 
of  the  regular  typhoid  cases  the  test  was  obtained  early— from 
the  third  to  the  tenth  day— but  in  a  few  cases  were  delayed  until 
the  twenty-first,  twenty-sixth  and  twenty-seventh  days.  Often  a 
positive  reaction  was  followed  on  succeeding  days  by  negative 
results.  In  five  patients  who  had  given  previously  a  positive 
reaction,  there  was  a  negative  result  after  an  average  of  sixty- 
three  days.  In  nine  other  patients  who  were  previously  positive, 
they  remained  positive  after  an  average  of  seventy-three  days. 
All  classes  of  cases  gave  positive  reactions  sooner  or  later. 


I.  Subnormal 

TL  Mild  temperature 
in.  Simulating  grip  . . 
IV.  Regular 


Early  tests. 

4  at  43  days 

2  at  18  days 

14  at  14  days 

35  at  19  days 


Late  tests. 
3  at  68  days 
3  at  44  days 
3  at  70  days 
9  at  73  days 


One  regular  case  of  severe  typhoid  persisted  in  giving  a  nega- 
tive reaction  throughout  its  course.  It  was  complicated  by  ery- 
sipelas. (These  are  most  irregular  results  obtained  in  the  press 
of  practice,  but  are  given  for  what  they  are  worth.) 

One  more  notable  feature  is  that  no  plumbers  making  altera- 
tions in  plumbing,  or  connections  with  the  mains  in  the  vicinity 
of  typhoid  houses,  nor  any  sewer  station  operatives,  so  far  as 
can  be  ascertained,  had  typhoid  fever. 

In  the  later  and  small  epideipic  in  July,  only  about  seven  or 
eight  patients  can  trace  their  typhoid  to  a  possible  infection 
through  the  medium  of  flies. 

This  epidemic  is  remarkable  for  the  following  reasons : 

1.  The  absence  of  sure  causal  proof. 

2.  The  sharp  onset  and  comparatively  abrupt  ending  of  the 
epidemic. 

3.  The  great  variety  in  its  course,  and  the  large  percentage  of 
atypical  cases. 

4.  A  cyclic  recurrence  of  symptoms  at  intervals  of  fourteen 
days,  or  relapses,  or  reincubations  from  autoinfection  in  the 
atypical  cases. 

5.  Many  cases  ran  a  severe  and  septic  course.  (There  was 
much  intestinal  hemorrhage  and  pneumonia.) 

6.  The  relatively  small  number  of  relapses  in  the  typical  cases. 

7.  "While  many  people  of  the  Cornell  University  campus  drank 
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city  water  occasionally,  only  a  very  few  had  a  regular  type  of 
typhoid  fever. 

8.  Those  who  drank  exclusively  of  other  than  city  water 
escaped  infection. 

9.  Bathing  in  city  water,  and  the  use  of  city  water  for  gen- 
eral utility  and  culinary  purposes  caused  no  typhoid. 

10.  Outside  of  families  and  the  direct  care  of  the  sick,  few 
cases  of  transfer  infection  are  known. 

11.  The  milk-supply  was  not  infected. 

12.  Through  the  extreme  care  of  latrines  and  outhouse  collec- 
tions, practically  no  epidemic  resulted  through  flies  during  the 
summer  months. 

13.  The  almost  total  immunity  of  physicians  and  trained 
nurses. 

•     14.  The  death-rate  was  relatively  much  higher  among  the 
adolescent  students  than  among  the  townspeople. 

15.  The  comparatively  high  average  age  at  death— 29.6  years. 

16.  Many  who  had  enteric  fever  and  typhoid  during  the  past 
two  years  had  typhoid  this  year. 

17.  The  relatively  low  death-rate  under  the  conditions— 6.6  per 
cent. 

18.  The  large  number  of  cases— over  1,300,  and  probably  over 
1,400  if  the  facts  could  be  ascertained. 

19.  A  practically  average  percentage  death-rate  for  all  phy- 
sicians. 

20.  A  vote  of  1,335  to  thirty  upon  the  third  of  March,  in  favor 
of  municipal  ownership  of  the  city  water  supply,  and  the  estab- 
lishment both  of  a  filtration  plant,  and  of  an  artesian  water 
supply. 

21.  The  almost  total  exemption  of  the  city  from  typhoid  now, 
after  a  small  outbreak  during  the  summer. 

Drs.  Emil  M.  Chamot,  Veranus  A.  Moore,  Benson  A.  Cohoe, 
and  Mervin  T.  Sudler,  of  the  University,  have  given  most  invalu- 
able aid  both  during  the  epidemic  and  since.  Drs.  H.  Burr  Bese- 
mer  and  Edward  Hitchcock,  Jr.,  of  the  city  Health  Board,  have 
aided  in  compiling  the  statistical  tables  and  maps. 
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XV.    SYMPOSIUM  ON  TYPHOID  FEVER 


5.  The  Epidemiology  of  Typhoid  Fever 
By  CYBUS  W.  FIELD,  M.  D. 

NEW  YORK 

The  past  few  years  have  seen  no  ehange  in  our  ideas  regarding 
the  transmission  of  typhoid  fever.  In  fact,  the  theories  of  that 
time  have  merely  been  strengthened,  and  all  are  agreed 
that  it  is  through  the  alimentary  tract  that  the  infection  gains 
entrance  to  our  system,  except  in  those  few  rare  cases  in  which 
infection  has  been  thought  to  have  occurred  in  the  lung  from 
the  inhalation  of  the  bacillus  typhosus. 

I  shall  merely  call  your  attention  then  to  the  different  methods 
by  which  this  organism  can  gain  entrance  to  the  intestines.  First, 
we  may  have  a  direct  infection,  that  is,  from  a  person  suffering 
from  the  disease  to  one  who  has  come  in  contact  with  the  patient ; 
in  this  case  some  infected  material  has  passed,  through  careless- 
ness, to  the  alimentary  canal  of  the  contractor  of  the  disease.  For 
if  perfect  cleanliness  and  caution  is  observed  this  form  of  infec- 
tion need  never  occur. 

Unless  the  excreta  of  the  patient  be  thoroughly  disinfected  they 
will  pollute  the  soil  and  there  remain  quiescent,  until  they  are 
washed  into  some  water  supply  and  in  that  menstruum  gain 
entrance  to  some  other  human  being,  in  any  of  the  following 
ways:  directly  as  in  drinking  water  or  ice,  or  in  milk  to  which 
contaminated  water  has  been  Added  either  for  purposes  of  dilution 
or  in  cleansing  the  receptacle.  In  milk  the  organism  will  multiply 
rapidly,  unless  the  milk  be  kept  constantly  iced.  If  there  be  a 
large  source  of  pollution  and  this  pollution  drained  into  a  river 
or  creek  whose  submerged  banks  are  used  for  the  fattening  of 
mollusks,  these  then  take  the  bacilli  in  and  if  any  remain  when 
the  mollusk  is  removed  from  the  bank  and  he  undergo  any  retro- 
grade change  before  being  eaten,  the  bacillus  typhosus  will  mul- 
tiply very  rapidly  in  him.  The  experiment  on  which  this  state- 
ment is  based  is  to  be  published  at  a  later  date. 

If  the  excreta  be  thrown  in  sinks  and  privies  where  flies  congre- 
gate in  numbers,  these  insects  will  transfer  the  infected  material 
to  the  house  where  they  will  deposit  it  upon  any  food  cooked 
or  uncooked  to  which  they  may  gain  access.  This  is  probably  a 
frequent  mode  of  infection  among  families  where  there  has  been 
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a  primary  case  of  typhoid  fever  if  disinfection  be  not  most  thor- 
ough. 

Raw  vegetables  may  carry  bacillus  typhosus  where  they  have 
been  watered  with  infected  material  or  if  they  have  been  washed 
in  infected  water  in  preparation  for  their  appearance  on  the 
table. 

Ice  cream  may  carry  the  infection  if  the  milk  which  has  been 
used  in  its  manufacture  contains  these  organisms.  Dr.  Park  has 
found  that  B.  typhosus  can  live  in  ice  for  five  months,  but  not 
longer ;  others  have  shown  that  this  bacillus  will  live  in  HjO  for 
a  month  before  dying. 

Major  Firth  of  the  English  Army  Medical  Corps  has  recently 
shown  that  clothing  which  had  been  soiled  by  the  excreta  of  a 
patient  suffering  with  this  disease  may  retain  the  virulent  typhoid 
bacilli  at  the  end  of  eighty-four  days,  and  therefore,  soiled  cloth- 
ing, unless  disinfected,  may  be  a  means  of  spreading  the  disease. 
He  has  also  shown  that  the  bacilli  may  remain  fully  virulent  in 
the  soil  for  sixty-five  days,  and  we  know  from  other  observa- 
tions that  it  can  remain  so  for  much  longer  periods.  He  also 
claims  that  they  may  retain  their  virulence  for  twenty-five  days 
after  having  been  dried  and  blown  about  as  dust.  If  this  be 
so  it  is  certainly  important  as  showing  that  the  typhoid  bacillus 
is  a  much  more  resistant  organism  than  we  have  given  it  credit 
for  being,  but  this  observation  will  have  to  be  confirmed  before 
we  can  accept  it. 

To  sum  up,  then,  we  find  that  there  are  three  great  roads  to 
infection.  These  are,  first,  personal  contamination  from  person 
to  person;  second,  contamination  of  water  supply;  third,  the 
spread  of  the  bacilli  by  household  insects  such  as  flies,  cock- 
roaches, etc. 

From  this  it  will  be  seen  that  the  great  weapons  for  combating 
the  spread  of  this  disease  are  first,  thorough  disinfection  of  all 
excreta  from  the  patient  (at  this  point  I  wish  to  emphasize  the 
importance  of  the  thorough  disinfection  and  careful  handling  of 
the  urine  of  these  patients  as  being  as  important  as  the  disinfec- 
tion and  handling  of  the  feces,  as  the  bacillus  typhosus  is 
excreted  in  great  quantities  by  the  kidneys  in  a  certain  propor- 
tion of  cases)  and  through  sanitary  supervision  of  our  water 
supplies  so  that  our  water  sheds  may  be  uncontaminated.  Sec- 
ond, to  protect  ourselves  and  our  patients  from  infection  by 
taking  all  proper  preventative  precautions,  such  as  boiling  all 
water  if  we  think  there  is  any  chance  of  its  being  infected. 
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XVI.  SYMPOSIUM  ON  THE  ROENTGEN  RAY 


1.  The  X-ray  as  a  Therapeutic  Agent  with  Especial  Refer- 
ence to  Carcinoma 

By  ARTHUR  DEAN  BEVAN,  M.  D. 

CHICAGO,  ILL. 

In  attempting  to  arrive  at  a  correct  estimate  of  the  X-ray  as  a 
therapeutic  agent  we  are  confronted  at  the  outset  with  a  number 
of  difficulties :  (1)  By  the  fact  that  this  force  has  been  known  but 
a  short  time  and  that  little  is  known  of  its  exact  nature,  so  limited 
is  our  knowledge  that  we  can  not  even  measure  with  any  degree 
of  accuracy  the  amount  which  we  are  employing  in  a  given  case. 
(2)  The  agent  has  been  employed  but  a  very  short  time  as  a 
therapeutic  agent,  and  sufficient  time  has  not  elapsed  to  enable 
us  to  determine  the  permanency  of  the  result  obtained.  (3) 
Although  an  enormous  amount  of  work  has  been  devoted  to  the 
subject  and  an  enormous  number  and  variety  of  cases  have  been 
treated  during  the  last  three  years,  still  for  the  most  part  this 
has  been  done  in  a  haphazard  way  by  all  sorts  and  conditions  of 
medical  men,  on  all  sorts  and  conditions  of  patients,  and  little 
reliance  can  be  placed  on  many  of  the  reports  made. 

I  think  that  it  would  be  safe  to  say  that  up  to  the  present  most 
of  the  X-ray  work  has  been  done  by  two  classes  of  men— enthu- 
siasts whose  statements  and  reports  were  made  unreliable  by 
their  enthusiasm,  and,  second,  by  physicians  who  simply  saw  in 
an  X-ray  apparatus  a  means  of  increasing  their  professional 
incomes,  and  did  not  hesitate  to  cry  loudly  the  value  of  their 
wares. 

We  do  not  lack  evidence  on  the  subject  of  the  therapeutic  value 
of  the  X-ray.  We  have  before  us  an  enormous  mass  of  evidence. 
The  difficulty  is  to  separate  the  truth  from  the  error.  We  have 
before  us,  however,  a  certain  amount  of  scientific  well-observed 
work,  done  by  well-qualified  men,  whose  reports  and  opinions 
command  general  acceptance,  from  which  we  can  determine 
approximately  at  least  the  present  status  of  the  X-ray  as  a  thera- 
peutic agent— its  value  and  its  dangers  and  limitations. 

Very  shortly  after  the  discovery  of  the  X-ray  I  became  inter- 
ested in  the  subject  as  a  means  of  diagnosis,  and  very  early 
became  familiar  with  the  peculiar  power  which  it  possesses  of 
destroying  living  tissues,  especially  epithelium,  as  shown  by  some 
extensive  X-ray  burns.    As  early  as  1898  I  employed  it  in  a 
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case  of  lupus,  which  has  recurred  after  extirpation  and  skin 
grafting,  but  without  benefit.  We  obtained  a  marked  X-ray 
reaction  in  this  case  after  a  few  exposures,  but  we  could  not  see 
any  evidence  of  improvement,  and  we  discontinued  treatment. 

When  my  attention  was  again  called  to  the  subject  by  favor- 
able reports  in  cases  of  lupus  and  epithelioma  I  was  exceedingly 
skeptical— I  might  say  brutally  skeptical.  I  had  shortly,  how- 
ever, an  opportunity  of  seeing  cases  of  lupus  and  epithelioma 
and  recurring  carcinoma  of  the  breast,  which  had  disappeared 
under  X-ray  exposures,  and  I  began  experimenting  with  similar 
cases  in  my  own  service.  I  was  greatly  impressed  by  the  cases 
of  recurring  breast  carcinoma,  where  nodules  of  considerable 
size,  and  demonstrated  by  the  microscope  to  be  carcinoma,  dis- 
appeared under  the  treatment. 

Everyone  who  has  watched  such  cases  must  have  been  con- 
vinced that  in  the  X-ray  we  possess  an  agent  of  great  power 
and  great  possibilities  in  the  treatment  of  malignant  disease. 

In  1902,  at  the  Saratoga  meeting  of  the  American  Surgical 
Association,  I  made  a  report  of  my  early  work,  and  again,  at  the 
last  meeting  of  the  American  Surgical  Association  at  Washing- 
ton, I  presented  a  paper  in  which,  from  the  evidence  at  hand,  I 
attempted  to  estimate  the  value  and  limitations  of  the  X-ray  as  a 
therapeutic  agent  in  carcinoma.  I  shall  quote  rather  freely  from 
this  report.  I  desire  to  say  that  in  the  last  year  and  a  half 
nothing  strikingly  new  has  been  added  to  our  knowledge  in  this 
department.  The  experience  and  evidences  obtained  during  this 
period  have  been  rather  of  a  kind  which  demonstrated  to  us  the 
marked  limitations  of  the  agent,  and  demonstrated  the  dangers 
associated  with  its  employment. 

I  shall  confine  my  statements  to  classes  of  cases  which  I  have 
had  the  opportunity  of  personally  observing.  I  shall  not  mention 
the  many  skin  lesions  in  which  the  X-ray  has  been  employed,  with 
reported  favorable  results,  as  I  have  little  personal  knowledge  of 
this  side  of  the  subject  with  the  exception  of  blastomycetic  derma- 
titis, and  I  shall  refer  to  this  because  it  has  some  bearing  on  a 
point  which  I  shall  later  bring  out. 

Several  years  ago  when  I  first  suggested  the  internal  use  of 
iodid  of  potassium  in  blastomycosis  in  a  case  reported  by  Hyde, 
Hektoen  and  myself,  it  was  found  in  this  and  later  cases  that  the 
iodid  profoundly  influenced  the  disease.  It  was  noted,  however, 
that  some  resisted  the  treatment,  and  that  although  a  decided 
improvement  was  obtained,  the  lesion  often  did  not  clear  up 
entirely,  and  recurred  after  cessation  of  the  treatment.  It  has 
since  then  been  found,  by  Hyde,  Montgomery,  Pusey  and  others, 
that  the  combined  action  of  the  iodid  internally  and  the  X-ray 
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is  successful  in  curing  these  obstinate  cases  where  neither  alone 
would  suffice.  I  regard  this  as  a  very  instructive  and  suggestive 
point,  which,  as  I  have  stated,  I  shall  refer  to  later. 

In  lupus  the  evidence  is  somewhat  conflicting.  The  X-ray 
does  cure  lupus,  but  the  experience  of  the  majority  of  workers 
in  this  field  seems  to  speak  in  favor  of  the  Finseni  treatment  as 
the  treatment  of  choice.  In  our  hospital  we  are  now  using  a 
modified  Finsen  lamp  instead  of  the  X-ray  in  our  lupus  cases. 

In  Hodgkin's  disease  uniformly  favorable  results  have  been 
obtained  as  far  as  decrease  or  disappearance  of  the  enlarged 
glands  is  concerned.  In  some  cases  this  has  been  accompanied 
by  profound  toxemia,  resulting  apparently  from  poison  intro- 
duced into  the  circulation  from  the  rapidly  breaking  down 
glands.  Sometimes  this  has  been  fatal.  In  some  of  the  cases 
with  the  disappearance  of  the  glands  there  was  no  general 
improvement,  the  patients  growing  weaker  and  the  cases  ter- 
minating fatally  after  a  considerable  period.  In  others  the 
glands,  after  disappearing,  have  later  recurred.  In  some  cases, 
however,  the  glands  have  disappeared,  the  patient's  condition 
has  improved  to  a  point  where  they  were  apparently  cured,  and 
this  has  occurred  in  a  sufficient  number  of  cases  to  warrant  the 
careful  use  of  the  X-ray  as  an  important,  if  not  the  most  impor- 
tant, factor  in  the  treatment  of  this  disease. 

In  leukemia,  in  both  the  spleno-medullary  and  lymphatic  types, 
marked  diminution  of  the  spleen  and  involved  glands  has  been 
observed  after  the  use  of  the  X-ray,  with  improvement  in  the 
blood  condition.  The  evidence  here,  however,  is  as  yet  not  suffi- 
cient to  warrant  the  drawing  of  any  conclusions. 

In  tuberculosis,  outside  of  lupus,  as  tuberculosis  of  lymphatic 
glands,  bones  and  joints,  peritoneum  and  intestines,  the  reports 
are  very  conflicting.  In  a  personal  communication  one  of  the 
men  who  has  had  a  wide  experience  in  X-ray  therapy  and  who 
has  followed  his  work  most  thoroughly  and  scientifically,  informs 
me  that  he  believes  he  is  curing  ninety  per  cent,  of  tuberculous 
lymph  glands.  Our  own  limited  personal  observation,  on  the 
other  hand,  has  given  us  small  encouragement. 

We  have  not  employed  the  agent  in  tuberculosis  of  bones  or 
joints.  In  tuberculosis  within  the  abdomen,  of  peritoneum  and 
intestines,  we  have  had  the  opportunity  of  noting  some  inter- 
esting results.  One  case  of  hyperplastic  tuberculosis  of  the 
descending  colon,  with  circumscribed  abscess  from  perforation, 
was  operated  on  and  the  abscess  drained  A  fecal  fistula 
remained.  This  was  closed  by  a  second  operation,  and  the  patient 
placed  under  the  X-ray  every  other  day  for  a  period  of  five  or 
six  months.     During  this  period  moderate  doses— seventy-five 
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grains  a  day— of  potassium  iodid  were  employed.  Under  treat- 
ment the  patient  has  gained  forty  pounds  in  weight,  has  regained 
his  strength,  and  returned  to  his  work  (manual  labor),  and  the 
fist-sized  mass  in  and  about  the  colon  has  almost  entirely  dis- 
appeared. We  can  not,  of  course,  establish  a  definite  relationship 
between  the  X-ray  treatment  and  the  improvement.  I  simply 
report  the  facts  for  what  they  are  worth. 

Several  cases  in  the  service  of  Dr.  Frank  Billings  of  peritoneal 
tuberculosis  with  tuberculous  masses  and  with  large  amounts  of 
fluid  in  the  peritoneal  cavity,  which  I  had  the  opportunity  of 
observing,  have,  while  under  rest  and  the  X-ray,  improved 
greatly,  the  masses  and  fluid  both  disappearing. 

In  regard  to  this  whole  subject  of  tuberculosis,  outside  of 
lupus,  I  should  say  that  we  must  regard  the  question  as  still 
open,  and  as  a  promising  field  for  future  experimentation. 
Sarcomas  have  been  made  to  melt  down  and  disappear  under 
the  X-ray.  The  evidence  on  this  point  I  think  can  not  be 
doubted.  However,  as  a  treatment  for  sarcoma  the  X-ray  has 
been  most  unsatisfactory  in  our  hands.  Sarcomas  from  the  posi- 
tion from  which  they  spring,  i.  e.,  mesoblastic  layers,  are  essen- 
tially deep-seated.  If  we  could  spread  out  the  cells  of  a  sarcoma 
as  a  thin  layer  on  the  surface  of  the  skin  I  have  no  doubt  that 
the  X-ray  would  destroy  them  as  it  destroys  the  epithelial  cells 
in  epithelioma,  or  if  we  should  leave  a  great  open  wound  after 
the  removal  of  a  sarcoma  so  that  we  could  directly,  without  much 
intervening  tissue,  apply  the  X-ray  to  the  cells  which  might 
remain  after  operation  we  might  obtain  favorable  results.  As 
an  example  of  this  point,  I  want  to  refer  to  a  glioma  of  the  orbit 
which  recurred  after  operation  in  which  the  X-ray  could  be 
brought  in  immediate  contact  without  intervening  tissue  and 
where  disappearance  of  the  growth  and  an  apparent  cure  was 
obtained. 

I  think  the  same  conclusions  can  for  the  most  part  be  applied 
to  sarcoma  as  apply  to  deep-seated  carcinoma,  which  we  shall 
later  discuss. 

In  regard  to  the  effect  of  the  X-ray  on  carcinoma,  we  may 
speak  with  more  confidence  and  say  that  the  facts  which  are 
to-day  fairly  well  established  are  the  following : 

1.  The  X-ray  will  destroy  the  epithelial  cells  of  carcinoma 
superficially  situated  as  in  epithelioma.  The  X-ray  seems  to 
possess  a  selective  action  on  the  epithelial  cells  of  carcinoma,  due 
probably  to  their  possessing  lower  resisting  powers  against  the 
agent  than  that  possessed  by  normal  epithelial  cells.  When 
superficially  situated  so  that  the  furthest  cells  are  within  a  centi- 
meter of  the  surface,  a  mass  of  carcinoma  melts  down  under  the 
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X-ray,  the  individual  cells  dying  become  granular  and  are 
absorbed  without  gross  evidence  of  necrosis  or  of  tissue  change, 
beyond  that  of  reddening  of  the  surface  and  the  so-called  X-ray 
reaction.  Sometimes,  however,  where  a  large  mass  of  carcinoma 
is  attacked,  it  may  soften  and  break  down,  and  be  separated 
from  the  normal  tissues  something  like  the  breaking  down  of  a 
gamma. 

When  the  carcinoma  is  very  thin  and  very  superficial,  as  an 
epithelioma  of  the  face,  of  the  rodent  ulcer  type,  not  yet  involving 
the  tissues  underlying  the  skin,  the  disappearance  of  the  lesion 
and  the  restoration  of  the  surface  to  almost  normal,  with  slight 
evidence  of  scar  tissue,  can  confidently  be  looked  for  after  about 
twenty  exposures  of  ten  minutes  daily  or  every  other  day,  with  a 
sof t  tube  from  thirty  to  one  hundred  and  ten  volts  and  two  to 
four  amperes. 

When  the  epithelioma  is  a  thick  mass  of  new  tissue,  as  an 
epithelioma  of  the  lower  lip  as  thick  as  the  finger,  the  X-ray  will 
produce  extensive  change  with  destruction  of  many  of  the  car- 
cinoma cells,  and  sometimes  of  all  of  them  with  resulting  cure. 
More  frequently,  however,  even  under  the  treatment  the  process 
will  extend  and  the  lymphatics  become  involved. 

In  recurring  carcinoma  of  the  breast  with  recurrence  in  and 
about  the  scar,  with  nodules  in  the  skin  and  immediately  beneath 
this,  the  X-ray  will  produce  an  absorption  of  the  masses  even  of 
considerable  size— the  size  of  an  English  walnut.  If  these  masses 
are  the  only  locations  of  carcinoma  in  the  body,  a  cure  might  be 
hoped  for  with  their  disappearance,  but,  unfortunately,  with 
these  masses  are  usually  masses  in  the  mediastinal  and  other 
lymph  glands,  and,  in  spite  of  the  disappearance  of  the  skin 
masses,  the  patient  goes  on  to  death  from  general  carcinomatous 
invasion,  apparently,  however,  being  benefited  to  some  extent 
both  locally  and  generally  by  the  treatment. 

In  cases  of  deep-seated  carcinoma,  such  as  stomach,  larynx, 
superior  maxilla,  mouth,  etc.,  I  have  seen  no  evidence  of  benefit 
beyond  the  statement  of  the  patients  that  they  felt  better,  had 
less  pain,  etc.,  some  improvement  in  general  condition.  In  every 
case  the  lesion  extended,  and  in  none  was  a  cure  obtained. 

In  estimating  the  value  of  the  X-ray  in  the  treatment  of  car- 
cinoma there  are  three  facts  which  must  be  especially  considered 
and  which  seem  to  control  largely  the  results : 

1.  The  situation  of  the  lesion,  whether  superficial  or  deeply 
situated. 

2.  The  rapidity  of  the  growth  of  the  cells  and  the  resisting 
power  of  the  carcinoma  cells  in  the  particular  case. 

3.  The  size  of  the  new  growth. 
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In  regard  t*  the  first,  the  destructive  action  of  the  X-ray  on 
cancer  cells  is  in  direct  proportion  to  their  superficial  position, 
i.  e.,  the  more  superficial,  the  greater  the  destructive  effect;  the 
deeper,  the  less  the  destructive  effect.  The  depth  at  which  the 
destructive  effect  (of  the  X-ray  on  cancer  cells)  can,  with  our 
present  technic,  be  with  any  confidence  expected  does  not  seem 
to  greatly  exceed  a  centimeter.  In  regard  to  the  vitality  of  the 
cancer  cells  in  the  particular  case,  I  think  it  is  quite  clear  that 
the  cancer  cells  differ  markedly  in  different  cases  in  regard  to 
their  resisting  power  to  the  X-ray.  The  rapidity  of  the  growth 
seems  to  be  a  fair  index  of  their  resisting  power  to  the  X-ray, 
the  very  slowly-growing  cancer  having  less,  and  the  rapidly* 
growing  greater,  resisting  power.  Depending  on  the  differing 
resisting  power  and  the  superficial  or  deep  situation,  some  lesions 
disappear  under  the  X-ray  treatment,  some  remain  stationary 
and  some  continue  to  grow  even  while  under  treatment,  appar- 
ently unaffected  by  it.  The  size  of  the  lesion  is  of  importance 
and  the  value  of  the  X-ray  varies  in  inverse  proportion  to  the 
size  of  the  growth,  the  smaller  the  growth,  the  more  evident  the 
effect,  the  larger,  the  less  effect.  A  small  superficial  epithelioma 
is  readily  destroyed;  a  thick,  large  epitheliomtftous  mass,  with 
difficulty  or  not  at  all,  by  any  amount  of  the  agent  which  it  is 
permissible  to  employ,  and  even  though  many  of  the  cells  in  such 
a  growth  may  be  destroyed,  enough  remain  to  bring  about 
regional  infection,  which  may  become  evident  even  during  treat- 
ment. 

The  question  which  has  been  asked,  i.  e.,  whether  under  some 
circumstances  the  X-ray  stimulates  the  growth  and  dissemination 
of  the  cancer  cells,  is  one  which  it  is  at  this  time  difficult  to 
answer.  Personally,  I  have  seen  no  evidence  of  this.  I  have  seen, 
to  be  sure,  cases  of  cancer  grow  with  great  rapidity  and  wide- 
spread dissemination  occur  while  the  cases  were  under  treatment, 
but  we  see  the  same  thing  happen  frequently  in  cases  which  are 
not  under  any  form  of  treatment,  and  I  have  interpreted  the 
cases,  when  rapid  growth  occurred  while  under  the  X-ray  treat- 
ment, simply  as  being  cases  which  were  not  influenced  in  any  way 
by  the  agent  and  believed  that  the  same  rapid  growth  and  dis- 
semination would  have  occurred  with  or  without  the  X-ray  treat- 
ment. 

What  should  be  our  position  in  regard  to  the  use  of  the  X-ray 
as  a  therapeutic  agent  in  carcinoma  f 

It  is,  I  believe,  the  treatment  of  choice  in  slowly-growing  super- 
ficial epitheliomas,  the  rodent  ulcer  type,  especially  those  of  wide 
extent  without  regional  involvement,  and  especially  lesions  of  this 
kind  situated  about  the  face  and  eyelids  where  a  radical  removal 
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of  the  lesion  with  the  knife  would  result  in  marked  disfigurement 
and  deformity  from  the  resulting  scar,  even  when  skin  grafting 
is  employed.  In  all  other  forms  of  carcinoma,  where  the  lesion 
is  of  rapid  growth  or  more  deeply  situated  than  the  skin,  or  even 
when  limited  to  the  skin  is  of  considerable  thickness,  the  case 
should  be  treated  by  extirpation  and  followed  by  a  course  of  X-ray 
treatments,  probably,  as  a  rule,  about  twenty  exposures  immedi- 
ately after  the  healing  of  the  operative  wound. 

I  think  that  this  position— this  combination  of  the  knife  and 
the  X-ray— is  logical  on  the  following  grounds: 

1.  With  the  exception  of  the  carcinomas  of  the  rodent  ulcer 
type  above  described,  little  can  be  expected  from  the  X-ray  in  the 
treatment  of  primary  carcinoma,  therefore  no  time  should  be  lost 
with  its  use,  and,  where  conditions  warrant,  the  carcinoma  should 
be  widely  extirpated  in  accordance  with  approved  surgical 
methods. 

2.  As  has  been  repeatedly  shown  (especially  in  cases  of  breast 
amputation  for  carcinoma  where  recurrence  has  taken  place  in 
and  about  the  scar),  these  secondary  masses  can  be  made  to  dis- 
appear with  the  use  of  the  X-ray.  There  can  be  but  little  doubt 
that  these  secondary  nodules,  masses  of  epithelial  cells  the  size  of 
a  bean  or  a  walnut,  were  at  the  time  of  the  operation  very  small 
collections  of  cancer  cells  which  gradually  grew  from  microscopic 
to  macroscopic  proportions,  and  it  is  reasonable  to  suppose  that  if 
the  X-ray  can  destroy  these  bean-sized  and  walnut-sized  cancer 
masses  it  could  much  easier  have  destroyed  the  microscopic 
masses  of  cancer  cells  from  which  they  developed.  I  believe, 
therefore,  that  we  should  give  this  post-operative  X-ray  treat- 
ment a  thorough  and  extended  trial  in  our  carcinoma  cases,  and 
believe  that  we  shall  considerably  increase  our  number  of  per- 
manent cures  after  cancer  operations  by  this  means. 

The  most  interesting  question,  to  my  mind,  in  connection  with 
the  action  of  the  X-ray  on  cancer  cells  is  this :  Would  it  not  be 
possible  in  some  way  to  so  extend  the  action  of  this  agent  which 
has  the  power  of  destroying  cancer  cells  under  certain  conditions 
— that  is,  at  certain  depths  and  cells  of  certain  resisting  powers — 
to  a  point  where  it  can  destroy  them  under  all  conditions  T 
The  fact  that  under  certain  circumstances,  as  Hodgkin's  dis- 
ease and  lymphatic  leukemia,  the  X-ray  does  produce  effects  on 
masses  of  cells  of  low  resisting  power  at  great  depths,  might 
encourage  us  to  hope  that  under  certain  favorable  conditions 
it  might  affect  cancer  at  great  depths. 

Of  course,  if  this  could  be  accomplished  our  cure  for  carcinoma 
would  be  found.  As  it  is  to-day,  the  X-ray  as  a  cure  for  carcinoma 
has,  as  we  have  seen,  a  very  limited  field.    In  answer  to  the  last 
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question,  I  have  thought  that  the  desired  result  might  be  accom- 
plished in  one  of  two  ways,  or  possibly  both.  First,  that 
physicists  might  so  improve  our  X-ray  apparatus  that  we  could 
obtain  the  destructive  effect  on  the  cancer  cells  at  all  depths, 
and  yet  without  too  great  danger  to  the  intervening  tissues,  and, 
second,  that  it  might  be  possible  to  so  diminish  the  resisting 
power  of  the  cancer  cells  by  some  means,  as,  for  instance,  the 
ligation  of  the  arteries  supplying  the  region,  thus  shutting  off 
the  blood  supply,  or  by  means  of  some  chemical  agent  intro- 
duced either  into  the  general  circulation  or  locally  injected,  that 
even  with  the  X-ray  as  at  present  developed  we  might  obtain 
destructive  effects  at  greater  depths.  In  connection  with  this 
last  proposition  my  mind  naturally  turned  to  iodin  and  arsenic 
as  the  agents  which  have  shown  evidence  of  power  to  affect  deep- 
seated  masses  of  new  cells  of  low  vitality,  as  iodin  in  syphilis, 
actinomycosis  and  blastomycosis,  and  arsenic  in  malignant 
lymphoma  (Hodgkin's  disease). 

In  working  out  this  idea  we  have  made  some  experiments  to 
determine  the  effect  of  the  X-ray  on  solutions  of  iodid  of  potash 
to  determine  whether  it  would  produce  any  chemical  change  and 
set  the  iodin  free. 

The  first  experiment  was  simple,  and  interesting  in  its  results. 
We  took  a  solution  of  starch  and  iodid  of  potassium  and  sub- 
mitted it  to  a  ten-minute  exposure  of  the  X-ray,  such  as  we  used 
for  therapeutic  purposes.  We  had  control  solution  under  the 
same  conditions  minus  the  X-ray.  It  was  found  that  the  X-ray 
liberated  about  twice  as  much  iodin  as  was  liberated  from  the 
control  solutions. 

After  all,  however,  the  clinical  test  of  such  a  therapeutic 
scheme  is  the  important  test,  and  we  have  employed  this  method 
of  treatment,  which,  I  think,  should  be  called  radiochemic 
therapy,  in  a  number  of  cases.  In  a  case  of  inoperable  mouth 
carcinoma  I  ligated  both  external  carotids,  and  placed  the  patient 
on  iodid  of  potassium  internally,  and  the  X-ray.  The  tumor 
was  diminished  greatly  in  size,  and  almost  disappeared.  The 
patient  died  four  months  later  of  pyema,  and  the  post-mortem 
showed  a  mere  remnant  of  the  original  growth,  and  no  regional 
or  general  involvement.  Two  of  the  most  striking  cases  of  benefit 
from  this  method  of  treatment  have,  however,  not  been  in  car- 
cinoma, but  in  other  conditions— one  a  case  of  actinomycosis 
of  the  neck,  which  cleared  up  surprisingly  rapidly  under  the 
X-ray  and  iodid  of  potassium,  and  the  other  a  tumor  of  the  colon, 
already  referred  to,  almost  certainly  tuberculous,  which  has 
almost  disappeared  under  the  same  treatment.  In  our  carcinoma 
and  sarcoma  cases  we  have  combined  with  our  X-ray  either  iodid 
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of  potassium  or  arsenic,  and,  although  I  have  been  encouraged 
by  the  results,  the  cases  are  too  few  and  the  difficulties  in  the 
way  of  determining  the  value  of  this  combined  treatment  are  so 
great  that  it  is  impossible  at  present  to  draw  conclusions.  I 
have,  however,  no  hesitation  in  presenting  this  suggestion  of 
composite  therapy,  with  the  hope  that  others  may  be  sufficiently 
interested  to  investigate  its  possibilities. 

It  does  seem  plausible,  however,  that,  given  an  agent  which 
will  destroy  carcinoma  cells  and  not  the  cells  of  the  surrounding 
tissues  under  certain  favorable  conditions  for  its  action,  i.  e., 
superficial  situation  and  low  resisting  power  of  cancer  cells,  it 
is  quite  possible  we  may  find  some  way  of  enhancing  its  action 
so  as  to  reach  cancer  cells  at  all  depths  and  of  all  degrees  of 
resisting  power  and  secure  in  this  way  a  carcinoma  cure. 

In  conclusion,  the  X-ray  at  present  is  indicated  as  a  thera- 
peutic agent : 

1.  In  the  superficial  epitheliomas  above  described. 

2.  As  a  post-operative  treatment  in  most  of  our  carcinoma 
cases. 

3.  In  our  inoperable  cases,  as  a  justifiable  piece  of  experi- 
mental work  in  the  hope  that  this  line  of  investigation  may  pos- 
sibly lead  to  valuable  results. 

The  dangers  of  the  X-ray  as  a  therapeutic  agent  are  two,  and 
these  dangers  should  be  especially  pointed  out  to  the  general 
profession.  The  first  danger  is  the  possibility  in  all  cases  of 
producing  a  serious  X-ray  burn.  This  possibility  can  be  reduced 
to  a  minimum  by  a  thorough  understanding  of  the  technic,  but 
can  not  be  entirely  done  away  with,  as  burns  will  occur  even  in 
the  hands  of  experts  of  the  greatest  experience.  The  second 
danger,  and  the  more  important  one,  is  the  using  of  the  X-ray 
in  cases  which  it  should  not  be  used,  where  its  use  is  of  no  benefit 
to  the  patient,  where  its  use  means  valuable  time  lost,  where  its 
use  prevents  the  patient  receiving  the  greater  chances  of  cure 
offered  by  radical  surgical  removal  of  the  disease.  That  this 
danger  is  a  very  real  one  is  shown  by  the  increasing  number  of 
easily  operable  carcinomas,  such  as  epithelioma  of  the  lip  and 
cancer  of  the  breast,  which  now  come  to  us  after  a  futile  and 
extended  trial  of  the  X-ray  treatment.  This  means  that  in  each 
one  of  these  cases  valuable  time  has  been  lost,  and  the  chances 
of  permanent  cure  diminished  by  the  ignorant  use  of  the  X-ray. 
I  have  no  hesitation  in  saying  that  the  amount  of  damage  for 
which  the  X-ray  is  responsible  in  delaying  and  preventing  opera- 
tion in  carcinoma  cases  far  outweighs  the  good  it  has  so  far 
accomplished.  In  discussing  this  subject  this  fact  can  not  be 
too  strongly  emphasized. 
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XVII.    SYMPOSIUM  ON  THE  ROENTGEN  RAT 


2.  The  Diagnostic  Value  of  the  Roentgen  Rays 

By  CHABLES  LESTEB  LEONARD,  A.  M.,  M.  D. 

PHILADELPHIA,  PA. 

In  dealing  with  the  difficult  problems  of  medical  and  surgical 
diagnosis,  the  practitioner  is  often  confronted  by  a  symptom 
complex  that  defies  solution.  As  a  result,  new  methods  of  physi- 
cal diagnosis  have  been  developed  and  the  resources  of  chemistry 
and  physical  science  have  been  utilized.  Physical  diagnosis  is 
thus  largely  based  upon  the  discoveries  of  pure  science  adapted 
to  its  problems. 

The  rapidity  with  which  the  Roentgen  rays  have  been  devel- 
oped into  an  accurate  method  of  diagnosis  shows  a  quick  appre- 
ciation of  their  value  to  medical  science.  The  expert  diagnos- 
tician readily  realizes  the  chances  of  error,  and  gladly  welcomes 
new  methods  that  will  confirm  his  results.  Thus,  it  has  been, 
that  the  greatest  encouragement  in  the  development  of  methods 
of  precision  in  applying  these  rays  in  diagnosis,  has  come  from 
those  most  scientific  and  expert  in  medical  and  surgical  diag- 
nosis. They,  too,  are  the  most  eager  to  employ  it,  since  it  insures 
greater  accuracy  and  confirms  the  diagnosis  formed  by  other 
methods. 

The  late  Dr.  William  Pepper  appreciated  the  value  of  the 
Roentgen  method  in  the  diagnosis  of  thoracic  aneurisms.  In 
discussing  the  first  series  of  these  skiagraphs  made  for  him  in 
1896,  he  said  "  that  their  value  to  him  could  not  be  expressed, 
since  they  formed  a  visible  confirmation  of  the  mental  pictures 
he  had  been  making  for  more  than  thirty  years." 

The  particular  element  in  this  method  that  gives  it  precision 
and  makes  the  data  obtained  more  valuable  is  the  mechanical 
element.  The  value  of  any  physical  method  of  diagnosis  is 
increased  whenever  this  mechanical  element  predominates  over 
the  personal  element  and  eliminates  to  a  greater  degree  the 
error  always  liable  to  be  introduced  by  the  personal  equation. 

Wherever  the  Roentgen  rays  have  secured,  mechanically,  data 
upon  which  a  diagnosis  can  be  based,  they  have  increased  the 
accuracy.  Their  use  does  not  wholly  eliminate  the  personal 
equation  or  the  skill  of  the  observer.  Sufficient  of  these  elements 
enter  into  the  final  results  to  frequently  render  them  far  from 
accurate.     The  skill  and  experience  of  the  diagnostician  must 
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always  be  taken  into  consideration.  Equally  good  results  should 
not  be  expected  from  the  expert  and  the  novice.  The  utmost 
care  and  attention  to  detail,  and  a  full  knowledge  of  the  instru- 
ments lie  is  using,  are  demanded  of  the  expert  to  obtain  accurate 
results.  The  necessary  knowledge  and  technic  are  not  readily 
acquired  and  earnest  study  is  demanded  of  the  student  if  he 
would  learn  to  avoid  errors.  The  apparatus  and  the  method 
have  often  been  blamed  for  the  inexperience  and  errors  of  the 
observer.  Clinical  experience  is  of  equal  value  in  this  as  in 
other  methods  of  diagnosis.  The  expert  diagnostician  with  other 
methods  can  acquire  skill  with  this  method  and  in  its  interpre- 
tation with  greater  ease  than  the  inexperienced.  His  clinical 
knowledge  of  conditions  and  possibilities  leads  him  to  employ 
it  more  efficiently. 

The  mechanical  element  does  not  enter  so  largely  into  the 
fluoroscopic  method  of  diagnosis.  The  data  obtained  are  not 
registered  mechanically  on  a  photographic  plate,  but  are  only 
caught  upon  the  retina.  The  result  is  that  these  data  are  often 
what  the  observer  thinks  he  sees  and  not  what  exists.  Valuable 
data  can  undoubtedly  be  obtained  by  the  study  of  the  fluoro- 
scopic picture,  as  well  as  expertness  in  its  use  and  interpretation, 
but  it  can  never  approximate  the  accuracy  of  the  skiagraphic 
method,  since  it  lacks  the  mechanical  element  of  registering  the 
observation. 

A  review  of  the  entire  field  in  which  the  Roentgen  method  has 
demonstrated  its  diagnostic  value,  or  even  a  brief  discussion  of 
its  advantages  in  its  varied  applications,  is  impossible  in  the 
limits  of  this  paper.  I  shall,  therefore,  confine  myself  to  a  dis- 
cussion of  its  value  and  advantages  in  calculus  nephritis  and 
ureteritis.  The  conclusions  deduced  are  based  upon  the  study  of 
300  cases  that  have  been  referred  for  examination  and  diagnosis. 
The  advantages  demonstrated  are  a  greater  accuracy  than  other 
methods  of  diagnosis ;  an  equal  accuracy  in  the  positive  and  nega- 
tive diagnoses;  a  freedom  from  all  the  dangers  and  inconveniences 
common  to  exploratory  operations,  vesical  examinations  and 
ureteral  catheterizations;  the  possibility  of  an  early  accurate 
diagnosis  as  soon  as  the  suspicion  suggests  the  possible  presence 
of  a  calculus;  a  greater  comprehensiveness  definitely  excluding 
or  locating  all  calculi;  giving  their  size,  location  and  number, 
whether  one  or  both  kidneys  and  ureters  are  involved.  This 
greater  detail  in  diagnosis  localizes  and  limits  the  operative 
intervention.  It  renders  incision  into  the  kidney  unnecessary, 
except  for  macroscopic  lesions ;  and  has  given  rise  to  a  conserva- 
tive expectant  line  of  treatment,  that  is  rational,  because  it 
guards  the  integrity  of  the  kidney. 
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An  analysis  of  the  three  hundred  cases  that  have  been  exam- 
ined shows  that  calculi  have  been  found  in  eighty-six  cases,  or 
over  twenty-eight  per  cent.  That  in  forty-six  of  these  cases,  or 
over  fifty  per  cent.,  the  calculi  were  in  the  ureter.  That  in  nine- 
teen of  these  cases  of  ureteral  calculus  the  patients  passed  the 
calculi  after  expectant  treatment  had  been  suggested  as  the 
result  of  the  Roentgen  examination.  The  positive  diagnosis  has 
been  confirmed  by  operation  in  all  cases  operated  upon  except 
five.  In  two  of  these  cases  the  operation  was  delayed  more  than 
a  month  after  the  diagnosis  had  been  made.  As  these  were  both 
small  calculi  it  is  very  possible  they  had  passed.  The  author 
has  frequently  advised  immediate  operation,  or  the  repetition 
of  the  examination  before  operation  if  it  has  been  delayed,  and 
the  search  of  the  bladder  just  prior  to  operation  with  a  Bige- 
low's  evacuator,  in  all  cases  of  small  calculi.  In  two  of  my  cases 
the  stone  has  passed  into  the  bladder  between  Roentgen  exam- 
inations, and  has  been  subsequently  detected  after  its  passage 
through  the  urethra.  In  a  third  case  the  interval  was  not  so 
long,  but  the  vesical  examination  was  omitted,  though  the  patient 
had  had  an  attack  of  colic  between  the  examination  and  the  ope- 
ration. In  the  two  cases  where  the  operators  failed  to  find  renal 
calculi  the  patients  weighed  over  two  hundred  pounds  and  were 
corpulent.  The  diagnosis  rendered  in  each  case  was  probable 
stone  or  incrustations  of  crystals  with  a  mass  of  debris  in  the 
pelvis  of  the  kidney.  This  diagnosis  was  necessary  because  the 
plates  did  not  have  sufficient  definition  to  warrant  an  absolute 
diagnosis  of  stone.  In  one  case  it  was  impossible  to  repeat  the 
examination  and  in  the  other  the  danger  of  burn  made  it  seem 
unwise.  In  one  nothing  abnormal  was  found  to  account  for  the 
symptoms,  but  the  patient  recovered  and  is  still  in  the  best  of 
health.  In  the  other  a  mass  of  pus  and  crystalline  debris  was 
found.    In  both  cases  operation  was  absolutely  necessary. 

The  ease  with  which  calculi  can  be  overlooked  during  an  ope- 
ration is  illustrated  by  the  following  case :  Mrs.  M.,  about  forty- 
five  years  of  age,  quite  stout,  had  suffered  for  the  previous  five 
years  with  a  constant  dull  ache  in  the  right  hypochondriac 
region  with  frequent  exacerbations  of  pain.  Urine  was  cloudy, 
showed  pus,  uric  acid  crystals  and  red  blood  cells.  A  Roentgen 
examination  showed  a  fairly  large  calculus,  the  shadow  was  not 
very  opaque.  She  entered  a  hospital  two  weeks  later  where  they 
failed  to  find  the  calculus  by  the  Roentgen  examination,  and 
also  in  the  subsequent  operation.  She  came  under  the  care  of 
Dr.  6.  G.  Davis  eight  months  later  with  a  persistent  urinary 
fistula.  He  operated  and  removed  a  phosphatic  calculus,  thus 
confirming  the  diagnosis. 
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The  negative  diagnosis  has  been  found  as  accurate  as  the  posi- 
tive and  even  more  so.  This  diagnosis  has  been  found  correct 
in  forty-five  cases  that  have  come  to  operation  after  the  negative 
diagnosis  had  been  made.  In  one  case,  previously  reported,  a 
large  calculus  was  found,  the  error  being  due  to  faulty  technic 
in  placing  the  plate  and  in  the  subsequent  reading.  In  two  other 
cases  small  calculi  have  been  passed  after  the  negative  diagnosis 
had  been  rendered.  The  negative  diagnosis  has  been  confirmed 
in  many  other  cases  by  their  subsequent  developments.  In  two 
cases  phleboliths  have  been  found  that  suggested  ureteral  calculi. 
One  was  known  to  be  present  in  the  wall  of  the  vagina,  and  the 
multiple  phleboliths,  eight  in  number,  in  the  other  case  were 
found  on  operation  in  a  varicocele  of  the  veins  of  the  broad  liga- 
ments. This  patient  had  had  for  a  long  time  obscure  symptoms. 
The  ligation  of  the  varicose  veins  resulted  in  her  cure. 

The  total  combined  error  in  both  positive  and  negative  diag- 
noses is  less  than  three  per  cent.  This  method  has  never  been 
considered  infallible,  but  the  amount  of  accuracy  obtained  is 
greater  than  that  of  any  other  method.  Equal  accuracy  is 
claimed  for  the  negative  and  positive  diagnosis.  This  claim  was 
made  by  the  author  for  this  method  in  1898,  and  his  results  since 
that  time  justify  the  claim.  In  every  case  all  the  knowledge  that 
can  be  obtained  by  all  methods  of  diagnosis  is  none  too  much, 
and  every  case  should  be  carefully  studied  by  all  means  at  com- 
mand including  the  Roentgen  method. 

The  further  value  of  this  method,  in  directing  and  facilitating 
operation,  and  in  rendering  operation  unnecessary  and  expectant 
treatment  safe,  will  be  illustrated  by  the  study  of  certain  cases 
and  groups  of  cases,  in  which  its  effects  upon  operative  pro- 
cedure have  been  shown. 

The  group  of  nineteen  cases  in  which  the  expectant  line  of 
treatment  was  advised  and  resulted  in  the  passage  of  the  calculi 
without  operation,  shows  the  advantages  of  this  method  as  a 
basis  for  treatment.  It  is  more  accurate,  as  shown  by  the 
increased  ratio  of  ureteral  to  renal  calculi.  Fifty  per  cent,  of 
the  calculi  detected  entered  the  ureter  before  producing  sufficient 
symptoms  to  call  for  the  attendance  of  a  physician.  It  is  highly 
probable  that  many  more  pass  through  the  entire  urinary  tract ; 
while  post-mortem  findings  show  that  many  calculi  remain  unde- 
tected in  the  kidney  without  producing  symptoms. 

Undetected  quiescent  calculi,  especially  if  small,  are  a  constant 
menace  to  the  integrity  of  the  kidney.  They  may  have  already 
occluded  the  ureter,  or  they  may  at  any  time  do  so  and  produce 
a  unilateral  anuria  and  the  destruction  of  the  kidney,  or  even 
complete  anuria  that  will  threaten  the  life  of  the  patient.    The 
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subsidence  of  symptoms  after  an  attack  of  ureteral  colic  is  no 
guarantee  that  the  calculus  has  passed  or  that  the  urine  is  able 
to  flow  past  it.  Complete  obstruction  menaces  the  functional 
life  of  the  kidney,  and  yet  all  symptoms  may  subside  and  the 
condition  absolutely  simulate  recovery.  They  can  only  be  differ- 
entiated by  the  observation  of  a  bilateral  urinary  flow  with  the 
cystoscopy  The  condition  is  entirely  altered  by  the  recognition 
of  a  calculus  and  the  determination  of  its  absence  after  the  sub- 
sidence of  symptoms,  or  after  all  those  that  have  been  detected 
have  been  passed. 

The  recognition  of  the  presence,  position  and  exact  size  and 
number  of  these  small  calculi  has  rendered  rational  a  course  of 
treatment  that  would  otherwise  be  extremely  hazardous.  It  has 
also  justified  the  establishment  of  an  expectant  conservative  line 
of  treatment  in  cases  where  calculi  are  found  small  enough  to 
pass  through  the  ureter.  Such  an  expectant  conservative  treat- 
ment was  suggested  by  the  author  more  than  two  years  ago,  as 
the  result  of  his  experience  with  these  calculi  (American  Medi- 
cine, November  30,  1901).  That  such  treatment  is  justified  is 
proved  by  the  series  of  nineteen  cases  in  which  such  small  cal- 
culi have  been  passed.  The  period  between  their  detection  by 
the  Roentgen  rays  and  their  passage  has  varied  from  five  days 
to  eight  months.  Such  a  course  of  treatment  cannot  be  advised 
until  a  careful  study  by  other  methods  has  been  made,  and  then 
the  patient  must  remain  under  careful  medical  supervision. 
Immediate  operation  is  sometimes  necessary  or  may  be  called  for 
by  threatening  symptoms.  It  has  been  necessary  in  three  of  my 
cases.  In  the  first  the  diagnosis  was  made  during  an  acute 
attack.  There  were  no  symptoms  of  progression  on  the  part  of 
the  calculus,  the  pain  was  constant  and  severe,  and  the  tempera- 
ture pointed  to  infection.  The  calculus  had  been  located  an  inch 
below  the  lower  pole  of  the  left  kidney  and  was  removed  by  direct 
ureterolithotomy.  The  wound  healed  rapidly  and  the  patient 
made  a  complete  recovery.  The  calculus  was  of  the  mulberry 
variety  and  very  rough.  This  accounted  for  the  intense  pain, 
the  difficulty  in  passing  and  the  final  impaction.  In  a  second 
case  impaction  was  complete  at  the  point  where  the  ureter  crosses 
the  common  iliac  artery.  In  this  case  all  pathological  elements 
were  absent  from  the  urine.  The  calculus  was  removed  by  a 
transperitoneal  ureterolithotomy. 

The  third  case  was  of  special  interest,  and  illustrated  as  well 
the  precision  of  this  method  and  the  minuteness  of  the  calculi 
that  can  be  detected:  A  young  married  woman,  of  twenty-six 
years,  had  had  a  series  of  severe  attacks  of  ureteral  colic.  She 
was  examined  at  her  home  between  attacks.     Three  very  small 
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calculi  were  found  in  the  juxta-vesical  portion  of  the  ureter. 
The  series  of  colic  attacks  made  it  seem  probable  that  they  would 
be  expelled.  The  sfymptoms  became  grave  and  operation  was 
necessary.  It  showed  the  three  calculi  in  the  exact  position  indi- 
cated, completely  obstructing  the  ureter.  They  were  removed  and 
the  pyonephrosis  drained.  The  patient  has  completely  recovered. 
In  none  of  these  cases  was  it  necessary  to  explore  the  kidneys. 

Another  group  of  cases  illustrates  the  inaccuracy  and  incom- 
pleteness of  operations  without  the  aid  of  this  method.  They 
also  show  how  this  method  increases  the  precision  and  complete- 
ness of  operations  and  decreases  the  amount  of  operative  trauma. 
The  increased  detail  afforded  by  this  method  of  diagnosis  guards 
against  the  errors  which  were  formerly  made  where  there  were 
multiple  calculi  in  kidney  and  ureter,  or  in  both  urinary  tracts 
at  the  same  time.  The  position  of  all  calculi  is  now  determined' 
before  the  operation  is  commenced.  In  three  cases  calculi  have 
been  found  by  the  skiagraph  in  one  kidney  after  operation  upon 
the  other,  and  in  two  of  these  cases  calculi  had  been  overlooked 
in  the  kidney  operated  upon.  In  another  case  an  operation  dis- 
closed a  fascetted  calculus,  the  patient  was  too  weak  for  the 
search  to  be  continued ;  further  operation  was  postponed  and  a 
Roentgen  diagnosis  made.  This  showed  ten  calculi  remaining, 
located  in  both  kidneys  and  ureters.  They  were  all  removed 
at  later  operations  and  the  patient  made  a  complete  recovery. 

In  three  other  cases  previously  reported  calculi  were  found  at 
the  operation,  only  because  they  had  been  previously  located  by 
this  method.  In  three  cases  persistent  urinary  fistulse,  following 
unsuccessful  nephrolithomy,  were  found  to  be  due  to  calculi 
that  had  not  been  found,  blocking  the  ureter.  Operative  pro- 
cedures have  been  facilitated  in  many  other  ways.  Calculi  have 
been  removed  through  incisions  that  just  admitted  a  finger  that 
were  made  directly  on  the  calculus,  thus  decreasing  the  trauma 
and  operative  risk.  Others  besides  those  mentioned  previously 
have  been  removed  by  ureterolithotomy,  either  transperitoneal, 
rectoperitoneal,  through  the  vaginal  vault  or  through  the  blad- 
der.   In  all  these  cases  it  was  unnecessary  to  touch  the  kidney. 

The  accuracy  of  the  negative  diagnosis  is  attested  by  the  forty- 
five  cases  that  have  come  to  operation  after  this  diagnosis  had 
been  rendered.  In  some  of  these  cases  the  surgeon  expected  to 
find  a  calculus,  but  in  only  one  case  has  a  calculus  been  found. 

This  acctpracy  has  led  to  the  belief  that  where  an  accurate 
Roentgen  diagnosis  shows  no  calculus  is  present  in  the  kidney, 
incision  into  the  kidney  is  not  justified,  during  an  operation 
otherwise  indicated,  unless  some  other  macroscopic  pathological 
lesion  is  present. 
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In  a  case  recently  examined  a  negative  diagnosis  was  rendered. 
The  definition  was  so  clear  that  a  displaced  left  kidney  could  be 
seen,  its  lower  pole  on  a  level  with  the  crest  of  the  ileum.  Such 
a  displacement  was  sufficient  to  account  for  the  symptoms  and 
so  much  definition  clearly  excluded  all  calculi.  The  kidney  was, 
however,  opened  during  the  nephrorrhaphy  and  a  search  for 
calculi  was  made,  thus  increasing  the  operative  risk.  The 
patient  unfortunately  died. 

In  favorable  cases,  that  is  in  patients  weighing  under  140 
pounds,  detail  can  often  be  obtained  of  the  soft  tissue  structures 
that  will  suggest  some  condition  other  than  calculus  that  is  pres- 
ent. Thus  displaced  kidneys,  pyo-  and  hydro-nephroses  and 
even  small  collections  of  pus  in  the  pelvis  of  the  kidney  have 
been  observed  and  afterward  confirmed  by  operation.  As  small 
an  amount  as  an  ounce  of  pus  has  been  recognized  by  a  shadow 
and  subsequently  removed  by  catherization.  The  mottled  appear- 
ance presented  by  the  tuberculous  or  cystic  kidney  has  some- 
times been  noted.  These  detailed  diagnoses  are  exceptional  and 
can  as  yet  be  made  with  no  certainty  and  only  in  favorable  cases. 

The  accuracy  that  has  been  obtained  in  calculus  diagnosis  is 
the  result  of  an  improved  technic;  further  improvements  may 
result  in  greater  accuracy  in  other  fields. 

The  author's  technic  in  calculus  diagnosis  is  based  on  the 
axiom  that  where  shadows  less  dense  than  the  least  dense  cal- 
culus are  obtained  no  calculus  should  escape  detection.  Accurate 
results  in  both  the  positive  and  negative  diagnosis  can  be  guar- 
anteed by  a  technic  capable  of  making  such  negatives  and  clinical 
experience  that  can  recognize  when  they  have  been  obtained, 
and  read  them  correctly. 

The  essentials  of  the  technic  developed  and  used  by  the  author 
in  this  series  of  cases  are :  a  self-regulating  tube  that  will  main- 
tain itself  at  a  low  vacuum  steadily  during  the  entire  exposure, 
thus  guaranteeing  the  non-penetration  of  the  calculus.  It  must 
be  possible  to  repeat  the  exposure  at  any  later  period  under 
identical  conditions.  The  coil  or  source  of  electrical  energy 
must  produce  a  large  volume  of  Roentgen  rays  of  low  pene- 
trating quality. 

One  of  the  greatest  difficulties  in  Roentgen  work  is  in  recog- 
nizing when  the  tube  is  producing  the  requisite  volume  of 
Roentgen  rays.  The  vacuum  of  the  tube  bears  a  nearly  constant 
ratio  to  the  penetrating  quality  of  the  rays,  but  varies  with  the 
kind  of  tube  and  the  form  of  apparatus  used  to  energize  it. 
The  vacuum  employed  by  the  author  is  equivalent,  on  his  appa- 
ratus, to  a  parallel  spark  in  air  measuring  one  and  one-half  to 
two  inches.     Unfortunately  this  measurement  is  only  relative 
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and  accurate  only  for  similar  apparatus.  The  Roentgen  ray 
producing  efficiency  of  various  types  of  apparatus  can  only  be 
measured  by  experience.  A  technic  developed  with  any  combi- 
nation of  apparatus,  which  can  consistently  produce  negatives 
containing  the  necessary  amount  of  definition,  if  a  low  vacuum 
tube  is  used,  should  be  capable  of  making  accurate  negative  and 
positive  diagnoses.  The  low  penetrating  quality  of  light  is 
essential  to  prevent  the  penetration  of  small  uric  acid  and  phos- 
phatic  calculi.  The  ability  of  the  tube  to  maintain  steadily  the 
desired  degree  of  vacuum  is  of  the  greatest  importance,  as  any 
variation  results  in  the  penetration  of  these  less  opaque  calculi. 
The  value  of  the  Roentgen  method  of  diagnosis  in  this  field 
has  been  demonstrated  to  be  greater  than  any  other  known 
method.  It  has  already  rendered  operation  unnecessary  in  a 
number  of  cases,  and  has  increased  the  value  and  efficiency  of 
operation,  while  lessening  its  dangers  and  minimizing  the  amount 
of  operative  trauma. 


XVIII.  SYMPOSIUM  ON  THE  ROENTGEN  RAT 


3.  Late  Results  of  X-ray  Treatment  op  Sabcoma 
By  WILLIAM  B.  COLBY,  M.  D. 

NEW  YORK 

I  have  very  little  to  add  to  what  I  have  already  said  in  my 
paper  read  before  the  American  Surgical  Association  in  May, 
and  yet  the  later  histories  of  the  apparently  successful  cases 
cannot  fail  to  be  of  interest  to  those  who'  are  anxious,  as  I 
believe  we  all  are,  to  determine  the  exact  scientific  value  of  this 
new  therapeutic  agent  in  malignant  disease. 

A  year  ago  in  a  brief  paper  I  attempted  to  outline  the  limita- 
tions of  the  X-ray  in  cancer,  and  I  emphasized  very  strongly 
that  it  was  folly  to  characterize  as  cures  cases  in  which  but  a  few 
weeks  or  months  had  elapsed  since  the  disappearance  of  the 
tumors.  My  own  later  experience  has  fully  justified  this  con- 
servatism. 

Since  February,  1902,  I  have  observed  103  cases  of  malignant 
tumors  treated  with  the  X-ray;  thirty  recurrent  carcinomata 
of  the  breast,  forty-two  sarcomata  in  various  localities,  twenty- 
eight  cancer  of  the  head,  face  and  neck;  three  miscellaneous. 
Most  of  the  cases  were  treated  at  the  General  Memorial  Hospital 
under  my  direction,  by  Mr.  W.  P.  Agnew  and  Dr.  James  Ogilvie. 
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I  will  briefly  cite  the  after-histories  of  some  of  the  apparently 
successful  cases : 

Case  I.— Sarcoma  of  the  Neck,  Pectoral  and  Axillary  Region.— Disappear- 
ance under  four  months'  treatment.  Metastatic  recurrence  in  four  months 
in  abdomen  and  inguinal  region.  Growth  slowly  disappeared  under  one 
year's  continual  treatment.  Patient's  present  condition:  small  tumor  in 
eyelid;  growths  elsewhere  apparently  disappeared.  January  8,  1901. 
Since  October  innumerable  recurrences  have  appeared  in  the  skin  and  sub- 
cutaneous tissues.  More  abundant  in  regions  subjected  longest  to  the 
X-ray.    General  condition  one  of  rapid  failure. 

Case  II.— Inoperable  Bound-celled  Sarcoma  of  the  Pectoral  and  Axillary 
Region.— Entire  disappearance  under  five  months'  treatment  with  the  mixed 
toxins  and  X-ray.  Becurrence  about  four  months  later;  second  disap- 
pearance under  resumption  of  the  same  treatment,  in  February,  1903. 
Local  recurrence  in  August,  1903.  The  patient  is  still  taking  X-rays  and 
toxins  at  the  present  time. 

Case  HI.— Round-celled  Sarcoma  of  the  Back,  Becurrent.— Disappearance 
under  the  X-ray  treatment  in  the  summer  of  1902;  recurrence  four  months 
later,  removed  by  excision;  X-ray  continued  twice  a  week  since,  as  a  pro- 
phylactic measure.    Patient  well  at  present. 

Case  IV.— Round-celled  Sarcoma  of  the  Femur,  Involving  Two-thirds  of 
the  Shaft.— Amputation  of  the  hip  joint  advised  in  February,  1902;  re- 
fused by  patient  and  family;  has  had  X-ray  treatment  almost  continually 
from  February,  1902,  up  to  the  present  time.  The  local  tumor  nearly  dis- 
appeared and  there  has  been  no  increase  since.  The  femur  remains  thickened 
and  hard.  Examinations  of  the  tissues  removed  from  the  sinus  failed  to 
show  any  sarcoma  elements.  Metastatic  growth  developed  in  the  pectoral 
region  in  December,  1902;  partially  removed  by  excision  and  the  remainder 
disappeared  under  the  use  of  the  X-ray  and  the  mixed  toxins.  A  large 
metastatic  growth  developed  in  the  right  lumbar  and  iliac  region;  this 
softened  under  the  toxin  treatment  and  a  large  amount  of  broken  down 
tissue  was  excavated  in  January,  1903,  under  ether.  The  patient's  physical 
condition  remains  fairly  good  and  there  is  no  marked  evidence  of  a  tumor 
at  present,  although  the  sinus  in  the  back  has  not  entirely  closed  and  the  one 
in  the  femur  also  remains  open.  During  the  last  few  months  his  general 
condition  has,  I  think,  slightly  deteriorated.  He  has  kindly  consented  to 
be  present  to-day.    January  8,  1904.    Condition  the  same. 

Case  V.— Recurrent  Inoperable  Carcinoma  of  the  Cervix  Uteri.— Case  of 
Dr.  Jarman.  The  patient  was  treated  by  Mr.  Agnew,  under  my  direction, 
at  the  General  Memorial  Hospital,  during  the  summer  of  1902.  After  a  tew 
months'  treatment  all  evidence  of  the  growth  disappeared  and  examination 
in  May,  1903,  failed  to  show  any  return.  She  was  examined  further  by 
Dr.  Jarman  in  October,  1903,  and  was  still  free  from  recurrence. 

Case  VI.— Carcinoma  of  the  Breast,  Deep-Seated,  Inoperable,  Involving 
Periosteum  of  the  Bibs  and  Sternum.— The  patient  was  treated  at  the 
General  Memorial  Hospital  for  about  five  months,  from  December,  1902, 
to  May,  1903,  with  the  result  that  the  tumor  entirely  disappeared  as  far  as 
could  be  made  out  from  external  examination.    General  health  has  remained 
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good;  she  has  resumed  her  occupation.  Subsequent  examination,  October 
1,  1903,  shows  a  local  return  of  the  disease.  December  15,  1903.  There 
is  no  ulceration  but  a  slight  thickening  in  the  original  site  of  the  tumor. 
The  patient  is  in  perfect  health  and  working  every  day. 

Case  VII.— Advanced  HodgMn's  Disease  with  Almost  Complete  Recovery, 
followed  by  relapse  at  the  end  of  eight  months,  with  speedy  death.  The 
patient,  Mr.  V.  B.,  aged  forty-three  years,  was  referred  to  me  by  Dr.  Frank 
Hollister  on  Sepetember  25,  1902.  At  that  time  he  was  suffering  from  far 
advanced  Hodgkin's  disease  with  greatly  enlarged  glands  in  the  cervical, 
axillary  and  inguinal  regions.  The  spleen  was  very  much  enlarged  covering 
an  area  8^x11  inches  and  extending  from  the  left  side  to  within  two 
inches  of  the  right  ant.  sup.  sp.  and  within  one  inch  of  the  symphysis  pubis. 
Frequent  blood  counts  were  made  and  these  confirmed  the  diagnosis  of 
Hodgkin's  disease.  The  patient  was  put  upon  both  the  X-rays  and  toxins 
and  improvement  was  immediate  and  very  rapid.  The  tumors  of  the 
neck,  groin  and  axilla  entirely  disappeared  and  he  was  able  to  leave  the 
hospital  within  three  months.  The  treatment  was  afterward  continued  by 
my  associate,  Dr.  F.  R.  Cook,  until  March,  1902.  In  January  he  had  been 
able  to  resume  his  work.  The  splenic  tumor  had  diminished  to  about  one- 
eighth  its  original  size  and  the  patient's  general  health  was  good.  In  April 
he  became  suddenly  worse,  developed  a  large,  hard  tumor  in  the  region  of 
the  liver  and  died  within  a  few  weeks. 

One  of  the  most  remarkable  cases  of  sarcoma  disappearing 
under  the  X-rays,  is  a  case  of  round-celled  sarcoma  of  the  neck, 
recurrent,  which  was  treated  by  Dr.  E.  Rodney  Fiske,  of  Brook- 
lyn. The  patient  had  formerly  been  under  my  care  and  was 
regarded  as  entirely  hopeless.  He  was  treated  by  Dr.  Fiske  in 
December,  1901,  with  the  result  that  the  large  recurrent  round- 
celled  sarcoma  of  the  neck  and  axilla  entirely  disappeared.  I 
showed  him  before  the  meeting  of  the  Academy  of  Medicine  in 
the  spring  of  1902.  Dr.  Fiske  tells  me  that  a  few  months  later 
he  had  metastatic  masses  in  both  groins,  which  yielded  to  fur- 
ther X-ray  treatment.  The  treatment  was  continued  with  more 
or  less  frequent  intervals  of  rest  up  to  the  summer  of  1903,  when 
he  was  apparently  well.  He,  however,  died  rather  suddenly  on 
September  23,  1903.  The  exact  cause  of  his  death  is  not  known, 
but  I  think  there  can  be  little  doubt  that  it  was  due  to  internal 
metastases. 

Still  another  patient  with  a  very  large  inoperable  spindle- 
celled  sarcoma  of  the  abdominal  wall,  which  I  had  considered 
entirely  hopeless,  has  been  under  X-ray  treatment  by  Dr.  Clar- 
ence I.  Skinner,  of  New  Haven,  since  January,  1902.  The  treat- 
ment has  been  kept  up  with  occasional  intervals  of  rest  up  to 
the  present  time.  The  very  large  tumor,  the  size  of  an  eight 
months'  pregnant  uterus,  has  nearly  disappeared  and  at  pres- 
ent (October,  1903)  he  writes  me  she  is  feeling  very  well  and 
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attending  to  her  duties  as  a  school  teacher.  This  was  one  of  the 
largest  growths  that  I  have  ever  seen  nearly  disappearing  under 
the  X-ray,  but  it  cannot  yet  be  classed  as  a  cure. 

Two  patients  with  deep-seated  carcinoma,  one  of  the  breast, 
the  other  of  the  sigmoid,  were  apparently  greatly  improved,  but 
the  later  history  shows  the  possibility  of  the  X-ray  favoring  or 
hastening  a  general  dissemination  of  the  disease  while  the  local 
condition  is  improving.  This  is  a  point  of  very  great  importance 
and  yet,  at  present  there  is  hardly  sufficient  data  to  enable  us 
to  settle  it  The  patient  with  the  breast  cancer  was  operated 
upon  in  July,  1902.  The  operation  was  only  a  palliative  one 
and  I  was  obliged  to  leave  behind  considerable  infiltrated  tissue 
in  the  pectoral  region.  I  put  the  patient  on  X-ray  treatment 
at  once ;  the  pain  was  relieved ;  the  tissues  softened  and  became 
normal  to  the  touch  and  the  normal  movements  of  the  arm  were 
regained.  The  treatment  was  kept  up  with  intervals,  for  nearly 
a  year.  When  left  off  for  a  few  weeks,  the  patient  had  neuralgic 
pains  in  the  pectoral  region  and  in  the  arm.  Her  general  health 
was  perfect.  In  May  she  began  to  complain  of  sciatica  and  lum- 
bago. She  lost  weight.  The  pains  became  exceedingly  severe 
and  shifted  from  one  region  to  another.  There  was  no  local 
return  of  the  tumor,  yet,  I  felt  convinced  there  was  a  general- 
ization of  the  disease.  This  opinion  was  confirmed  by  continu- 
ous and  rapid  decline  in  general  health,  resulting  in  death  in 
August,  1903. 

In  the  other  case,  that  of  cancer  of  the  sigmoid  and  rectum, 
the  local  condition  was  greatly  improved  and  the  tumor,  which 
could  be  readily  felt  through  the  abdominal  wall,  became  much 
smaller,  so  that  it  could  no  longer  be  palpated.  The  treatment 
was  carried  out  by  my  associate,  Dr.  F.  R.  Cook,  from  October, 
1902,  to  August,  1903.  The  patient  was  able  to  attend  to  his 
work.  The  pain,  which  had  been  very  severe  before  treatment, 
was  scarcely  affected  by  the  treatment.  The  patient's  weight 
remained  nearly  the  same  the  entire  time.  Early  in  August  he 
grew  worse  rapidly  and  died  in  less  than  a  month.  It  should  be 
stated  that,  in  addition  to  the  X-ray,  the  mixed  toxins  were 
given  in  this  case  most  of  the  time  by  his  family  physician. 

In  several  cases  in  which  small  recurrent  nodules  appeared  in 
the  skin,  following  operation  for  cancer  of  the  breast,  the  nod- 
ules all  disappeared  after  a  few  weeks'  treatment.  In  every  case, 
however,  there  was  a  speedy  return  after  the  cessation  of  treat- 
ment. In  one  case  a  gradual  enlargement  of  the  sternum  and 
ribs  developed  while  a  small  skin  nodule  was  being  treated  in 
the  same  region. 

Of  thirty  cases  of  recurrent  cancer  of  the  breast  that  have  been 
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treated  at  the  General  Memorial  Hospital  or  in  private,  in  but 
a  single  case  has  a  large  and  deep-seated  growth  disappeared 
after  six  months'  treatment. 

Prophylactic  Value  of  the  X-ray.— This  is  a  question  of  great 
importance,  and  the  surgeon  will  more  and  more  frequently  be 
asked  whether  it  is  wise  to  have  a  course  of  X-ray  treatment  after 
operation  for  external  cancer.  At  .present  I  do  not  think  we  can 
answer  it  in  a  positive  way.  It  will  require  a  very  large  number 
of  cases  covering  a  period  of  many  years  before  we  can  draw  any 
scientific  conclusions.  There  are  too  many  factors  that  enter 
into  the  problem. 

The  results  of  operation  for  cancer  of  the  breast,  for  example, 
differ  so  widely  in  the  hands  of  different  surgeons  that  one  might 
reason  from  one  series  of  statistics  that  operative  treatment  was 
of  value,  and  from  another  series  that  seventy-five  per  cent,  of 
patients  were  cured.  If  then,  it  is  difficult  to  determine  the  value 
of  operation  alone,  how  much  more  difficult  is  the  problem  of 
determining  the  value  of  operation  plus  after-treatment  with 
the  X-ray. 

I  believe  that  there  are  good  theoretical  reasons  for  using  the 
X-ray  after  operation,  and  yet,  I  must  confess  tthat  my  results 
thus  far  have  not  given  much  practical  support  to  the  theory. 
In  one  patient,  I  operated  a  year  and  a  half  ago  for  double  car- 
cinoma of  breast  and  removed  both  breasts  and  axillary  glands. 
The  wounds  healed  quickly  and  well,  but  fearing  a  return,  I 
placed  her  immediately  upon  regular  X-ray  treatment,  four  times 
a  week.  At  the  end  of  six  weeks  small  nodules  appeared  in  the 
skin  in  the  vicinity  of  the  cicatrix  in  the  very  region  of  the  X-ray 
exposures,  and  continued  to  increase  in  size  under  prolonged 
X-ray  treatment.  In  addition,  the  patient  soon  became  cachectic 
and  showed  signs  of  generalization  of  the  disease. 

In  another  case  of  carcinoma  of  the  breast,  that  of  a  woman 
thirty-four  years  old,  with  a  small  growth  and  slight  involve- 
ment of  the  axillary  glands,  I  began  the  X-ray  as  soon  as  the 
wound  was  healed,  a  year  ago,  and  kept  it  up  for  six  weeks  to 
two  months.  In  about  eight  months  a  small  nodule  developed 
beneath  the  skin  in  the  center  of  the  area  rayed. 

In  one  of  the  most  recent  works  upon  X-ray  therapeutics,  a 
trial  of  the  X-ray  is  advised  before  operation  in  operable  cases. 
I  believe  such  treatment  positively  dangerous  for  two  reasons: 
first,  a  possible  temporary  improvement  is  likely  to  blind  the 
patient  as  well  as  the  physician  to  the  grave  danger  of  general 
dissemination,  even  while  the  local  trouble  is  apparently  decreas- 
ing ;  second,  if  after  a  trial  of  the  X-ray  an  operation  is  decided 
upon,  the  surgeon  will  be  less  able  to  appreciate  the  full  extent 
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of  the  growth  and  will  be  inclined  to  leave  behind  infected  tissue. 
Still  again,  it  has  been  shown  that  tissues  long  exposed  to  the 
X-rays  often  fail  to  heal  well. 

One  month  ago  I  operated  upon  a  patient  with  far-advanced 
epithelioma,  involving  nearly  the  entire  lower  lip.  He  stated 
that  one  and  one-half  years  ago  he  had  a  small  epithelioma  of  sev- 
eral years'  standing.  Having  been  told  that  X-ray  offered  better 
chances  than  surgery,  he  tried  the  former,  and  after  thirteen 
treatments  the  growth  had  entirely  disappeared.  After  a  few 
months  it  recurred  locally  and  the  X-ray  treatment  was  resumed 
and  carried  out  regularly  and  thoroughly,  fifteen-minute  expos- 
ures being  given,  but  this  time  with  no  effect  in  checking  the 
progress  of  the  disease.  When  at  last  he  decided  to  try  other 
means,  the  growth  was  very  nearly  inoperable  and  the  chances 
of  cure  exceedingly  slender. 

Conclusions.— I  think  we  are  already  beginning  to  see  the  evil 
effects  of  the  too  optimistic  reports  as  to  the  value  of  the  X-ray 
in  cancer.  A  year  ago,  in  a  paper  read  in  this  very  room,  fifty 
per  cent,  of  cures  were  claimed  and  the  use  of  the  X-ray  was 
advocated  as  a  substitute  for  operation. 

Pusey  and  Caldwell,*  in  their  carefully  reported  series  of 
cases,  stated  that  of  twenty-seven  cases  of  superficial  epithelioma, 
21  or  77.7  per  cent,  are,  as  far  as  can  be  told  from  present  con- 
dition, cured.  Yet,  only  seven  were  well  over  eight  months  and 
only  one  as  long  as  fifteen  months. 

A  careful  review  of  all  the  reported  cases  of  cancer  treated  by 
the  X-ray,  together  with  a  personal  experience  and  observation 
of  more  than  100  cases  of  various  forms  of  malignant  tumors, 
have  served  to  confirm  and  emphasize  the  convictions  already 
expressed. 

1.  The  use  of  X-ray  in  cancer  should  be  limited  to  recurrent 
and  inoperable  cases,  with  the  sole  exception  of  small  superficial 
epithelioma  of  the  face.  Even  here,  I  believe,  the  results  of 
excision  will  prove  to  be  better  and  more  lasting,  save  in  the 
proximity  of  the  eyelids  and  nostrils. 

2.  It  is  most  misleading  to  report  as  cures,  cases  in  which 
malignant  tumors  have  merely  disappeared  under  the  influence 
of  the  X-ray,  since  speedy  return  is  the  rule  rather  than  the 
exception. 

3.  At  the  present  moment  there  is  no  evidence  to  prove  that 
any  permanent  cures  have  been  obtained,  save  possibly  in  the 
case  of  rodent  ulcer. 


♦Posey  and  Caldwell,  1903. 
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XIX,  SYMPOSIUM  ON  THE  ROENTGEN  RAY 


4.  The  Legal  Status  pp  the  X-ray 
By  HON.  W.  W.  GOODRICH 

PRESIDING  JUSTICE  APPELLATE  DIVISION  07  THE  8UPBEME  COURT  07  THE  STATE 
07  NEW  YORK,  SECOND  JUDICIAL  DEPARTMENT 

Juby  trials  were  first  introduced  in  England  by  Henry  II,  in 
1154,  succeeding  that  hated  and  burdensome  Norman  importa- 
tion, the  duel  or  trial  by  battle,  and  that  curious  form  of  trial, 
than  which  nothing  is  older  and  which  is  everywhere  found 
among  barbarous  people,  to  wit,  the  ordeal,  wherein  the  defen- 
dant is  subjected  to  certain  so-called  divine  tests,  of  the  balance, 
fire,  water,  poison  and  sacred  libation. 

A  preliminary  precept  to  be  laid  down  in  referring  to  the  law 
of  evidence  is  that  unless  excluded  by  some  rule  or  principle  of 
law,  all  that  is  logically  probative  is  admissible  in  evidence,  but, 
as  Mr.  Justice  Stephen,  in  his  Digest  of  the  Law  of  Evidence, 
says:  "  The  great  bulk  of  the  law  of  evidence  consists  of  nega- 
tive rules  declaring  what,  as  the  expression  runs,  is  not  evidence. " 

The  general  rule  with  regard  to  ordinary  photographs  has  long 
been  that  wherever  the  person  or  thing  would,  under  general 
rules,  be  relevant  if  produced  in  court,  or  the  jury  would  be  per- 
mitted to  see  if  convenient,  a  photograph  of  such  person  or  thing, 
if  properly  authenticated,  is  admissible  when  the  original  cannot 
be  seen.  Whenever  the  jury  are  likely  to  be  materially  aided  by 
the  opinions,  on  matters  of  fact,  of  persons  specially  qualified, 
they  should  have  them,  and,  for  the  purpose  of  illustrating  and 
making  clear  the  testimony  of  medical  and  surgical  experts, 
photographs  taken  by  the  Roentgen  or  X-ray  process  have  been 
admitted  as  evidence  in  the  courts  of  several  of  the  states.  A 
reference  to  these  cases  will  show  the  present  status  of  the  law 
upon  the  subject.  The  first  case  in  which  the  question  arose  in 
this  country  is  unreported,  but  there  is  a  summary  of  it  in  the 
Chicago  Legal  News.  It  was  decided  in  Colorado,  in  1896,  and 
in  admitting  the  X-ray  photograph,  the  learned  judge  (Lefevre) 
said: 

"  During  the  last  decade,  at  least,  no  science  has  made  such 
mighty  strides  forward  as  surgery.  It  is  eminently  a  scientific 
profession,  alike  interesting  to  the  learned  and  the  unlearned. 
It  makes  use  of  all  science  and  learning.  It  has  been  of  inestim- 
able value  to  mankind.    It  must  not  be  said  of  the  law  that  it  is 
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wedded  to  precedent;  that  it  will  not  lend  a  helping  hand. 
Rather  let  the  courts  throw  open  the  door  to  all  well-considered 
scientific  discoveries.  Modern  science  has  made  it  possible  to 
look  beneath  the  tissues  of  the  human  body,  and  has  aided  sur- 
gery in  telling  of  the  hidden  mysteries.  We  believe  it  to  be  our 
duty  in  this  case  to  be  the  first,  if  you  please,  to  so  consider  it, 
in  admitting  in  evidence  a  process  known  and  acknowledged  as 
a  determinate  science." 

Probably  the  leading  case  in  this  country  on  the  subject  under 
discussion  is  that  of  Bruce  vs.  Beall  (99  Tenn.  303),  decided 
September  30,  1897.  Judge  Beard,  writing  for  the  Court,  said : 
"  In  the  progress  of  the  trial,  one  Dr.  Galtman  was  introduced 
as  a  witness,  and  he  was  permitted  to  submit  to  the  jury  an 
X-ray  photograph,  taken  by  him,  showing  the  overlapping  bones 
of  one  of  plaintiff's  legs  at  the  point  where  it  was  broken  by  this 
fall.  This  was  objected  to  by  the  defendant's  counsel.  This 
picture  was  taken  by  the  witness,  who  was  a  physician  and  sur- 
geon, not  only  familiar  with  fractures,  but  with  the  new  and 
interesting  process  by  which  this  particular  impression  was 
secured.  He  testified  that  this  photograph  accurately  repre- 
sented the  condition  of  the  leg  at  the  point  of  the  fracture  in 
question,  and,  as  a  fact,  that  by  the  aid  of  X-rays  he  was  enabled 
to  see  the  broken  and  overlapping  bones  with  his  own  eyes, 
exactly  as  if,  stripped  of  the  skin  and  tissues,  they  were  uncovered 
to  the  sight.  We  might,  if  we  so  desired,  rest  our  conclusion  on 
the  general  character  of  the  exception  taken  to  this  testimony, 
but  we  prefer  to  place  it  on  the  ground  that,  verified  as  was  this 
picture,  it  was  altogether  competent  for  the  purpose  for  which 
it  was  offered.  New  as  this  process  is,  experiments  made  by 
scientific  men,  as  shown  by  this  record,  have  demonstrated  its 
power  to  reveal  to  the  natural  eye  the  entire  structure  of  the 
human  body,  and  that  its  various  parts  can  be  photographed, 
as  its  exterior  surface  has  been  and  now  is.  And  no  sound  rea- 
son was  assigned  at  the  bar  why  a  civil  court  should  not  avail 
itself  of  this  invention,  when  it  was  apparent  that  it  would  serve 
to  throw  light  on  the  matter  in  controversy.  *  *  *  It  is  not 
to  be  understood,  however,  that  every  photograph  taken  by  the 
cathode  or  X-ray  process  would  be  admissible.  Its  competency, 
to  be  first  determined  by  the  trial  judge,  depends  upon  the 
science,  skill,  experience  and  intelligence  of  the  party  taking  the 
picture  and  testifying  with  regard  to  it,  and,  lacking  these  impor- 
tant qualifications,  it  should  not  be  admitted.  And  again,  that, 
even  when  properly  admitted,  it  is  not  conclusive  upon  the  triers 
of  fact,  but  is  to  be  weighed  like  other  competent  evidence." 

The  Court  was  careful  to  point  out,  that  great  caution  must  be 
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used  in  admitting  these  X-ray  photographs,  a  fact  which  may 
be  illustrated  by  an  incident  which  happened  some  time  ago  in 
an  English  court  Evidence  was  being  taken  as  to  the  value  of 
certain  water  privileges,  and  photographs  of  the  locus  in  quo 
were  put  in  evidence.  The  fall  in  question  was  only  some  few 
inches,  but  the  photographer's  art  had  improved  on  it.  Counsel, 
wishing  to  magnify  the  descent  of  water,  and  the  consequent 
value  of  the  right  to  use  it,  holds  up  the  picture  and  remarks : 

"  Why,  my  Lord,  it  is  a  perfect  cataract/ '  But  the  Queen's 
Counsel,  in  his  dry  way,  replies:  "  On  investigation,  my  Lord, 
the  cataract  will  be  seen  to  be  in  my  learned  friend's  eye." 

Within  one  month  after  the  decision  in  the  Tennessee  case, 
an  X-ray  photograph  of  a  bullet  embedded  in  the  skull  of  the 
victim  of  a  murder  was  shown  to  the  jury  in  the  Haynes  mur- 
der trial  at  Watertown,  N.  Y.  Referring  to  that  case,  the 
Albany  Law  Journal  of  October,  1897,  observed  that  "  Science 
has  already  recognized  in  the  X-ray  a  valuable  agent,  and  the 
law  does  riot  propose  to  be  behind  in  making  use  of  every  proper 
means  of  ascertaining  the  facts  in  any  given  case." 

In  1899,  the  Supreme  Court  of  Maine  declared  it  to  be  within 
the  discretion  of  the  justice  presiding  at  the  trial  to  admit  an 
X-ray  photograph;  and  in  1901,  the  Massachusetts  Supreme 
Court  went  farther  in  holding  that  "  While  a  picture  produced 
by  an  X-ray  cannot  be  verified  as  a  true  representation  of  the 
subject  in  the  same  way  that  a  picture  made  by  a  camera  can  be 
(more  conservative,  you  see,  than  the  Tennessee  court),  yet  it 
should  be  admitted  if  properly  taken." 

In  1901  also  the  highest  court  of  Wisconsin  declared :  ' '  It  is 
the  duty  of  courts  to  use  for  discovering  the  truth  every  means 
reasonably  calculated  to  aid  in  that  regard.  In  the  performance 
of  that  duty,  every  new  discovery,  when  it  shall  have  passed  the 
experimental  stage,  must  necessarily  be  treated  as  a  new  pid  in 
the  administration  of  justice  in  the  field  covered  by  it.  In  that 
view,  courts  have  shown  no  hesitation  in  proper  cases,  in  avail- 
ing themselves  of  the  art  of  photography  by  the  X-ray  process.' * 

Nebraska  fell  into  line  in  1902. 

In  our  own  State,  as  early  as  November,  1897,  a  complete 
apparatus  for  the  production  of  X-rays  was  erected  and  ope- 
rated before  a  jury  in  the  Kings  County  Court  House,  in  the 
Cflse  of  Hutchinson  vs.  The  Atlantic  Avenue  Railroad  Company, 
but  no  objection  was  made  thereto,  in  consequence  of  which  the 
question  was  not  presented  to  or  passed  upon  by  the  appellate 
courts,  and  in  the  published  reports  of  the  case  no  mention  is 
made  of  the  use  of  the  X-ray. 

The  diseases  of  the  human  body  and  the  anatomy  of  its  frame 
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are  matters  of  very  frequent  investigation 'in  our  courts,  and  so 
ignorant  of  these  things  is  the  ordinary  juror,  lawyer  and  judge 
that  the  trial  would  be  a  farce  without  the  assistance  of  scien- 
tific and  medical  experts.  For  the  purpose  of  illustrating  medi- 
cal and  surgical  expert  testimony,  it  will,  I  think,  be  very  gen- 
erally held  that  skiagraphs  or  X-ray  photographs  are,  in  proper 
cases,  admissible  in  evidence. 

It,  doubtless,  seems  strange  that  there  is  no  New  York  case  in 
which  this  subject  has  been  discussed.  There  is,  however,  a  very 
instructive  opinion  by  our  Court  of  Appeals  on  the  general  quali- 
fications of  the  physician  and  surgeon  and  the  care  and  diligence 
which  he  should  exercise  (Pike  vs.  Honsinger,  155  N.  Y.  201). 
As  it  represents  the  law  on  the  subject  I  quote  it  here:  "  A 
physician  and  surgeon,  by  taking  charge  of  a  case,  impliedly 
represents  that  he  possesses,  and  the  law  places  upon  him  the 
duty  of  possessing,  that  reasonable  degree  of  learning  and  skill 
that  is  ordinarily  possessed  by  physicians  and  surgeons  in  the 
locality  where  he  practices,  and  which  is  ordinarily  regarded  by 
those  conversant  with  the  employment  as  necessary  to  qualify 
him  to  engage  in  the  business  of  practicing  medicine  and  surgery. 
Upon  consenting  to  treat  a  patient,  it  becomes  his  duty  to  use 
reasonable  care  and  diligence  in  the  exercise  of  his  skill  and  the 
application  of  his  learning  to  accomplish  the  purpose  for  which 
he  was  employed.  He  is  under  the  further  obligation  to  use  his 
best  judgment  in  exercising  his  skill  and  applying  his  knowledge. 
The  law  holds  him  liable  for  an  injury  to  Ids  patient  resulting 
from  want  of  the  requisite  knowledge  and  skill,  or  the  omission 
to  exercise  reasonable  care,  or  the  failure  to  use  his  best  judg- 
ment The  rule  in  relation  to  learning  and  skill  does  not  require 
the  surgeon  to  possess  that  extraordinary  learning  and  skill 
which  belong  only  to  a  few  men  of  rare  endowments,  but  such 
as  is  possessed  by  the  average  member  of  the  medical  profession 
in. good  standing.  Still,  he  is  bound  to  keep  abreast  of  the  times, 
and  a  departure  from  approved  methods  in  general  use,  if  it 
injures  the  patient,  will  render  him  liable,  however  good  his 
•intentions  may  have  been.  The  rule  of  reasonable  care  and  dili- 
gence does  not  require  the  exercise  of  the  highest  possible  degree 
of  care,  and  to  render  a  physician  and  surgeon  liable,  it  is  not 
enough  that  there  has  been  a  less  degree  of  care  than  some  other 
medical  man  might  have  shown,  or  less  than  even  he  himself 
might  have  bestowed,  but  there  must  be  a  want  of  ordinary  and 
reasonable  care,  leading  to  a  bad  result.  This  includes  not  only 
the  diagnosis  and  treatment,  but  also  the  giving  of  proper 
instructions  to  the  patient  in  relation  to  conduct,  exercise  and 
the  use  of  the  injured  limb.    The  rule  requiring  him  to  use  his 
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best  judgment  does  not  hold  him  liable  for  a  mere  error  of 
judgment,  provided  he  does  what  he  thinks  is  best  after  careful 
examination.  His  implied  engagement  with  his  patient  does 
not  guarantee  a  good  result,  but  he  promises  by  implication  to 
use  the  skill  and  learning  of  the  average  physician,  to  exercise 
reasonable  care  and  to  exert  his  best  judgment  in  the  effort  to 
bring  about  a  good  result." 

The  physician  and  surgeon  is  under  an  implied  obligation, 
when  he  undertakes  to  treat  disease  or  injury,  to  use  such 
obtainable  remedies  and  appliances  as  discovery  and  experience 
have  found  to  be  the  most  proper  and  beneficial  in  aiding  recov- 
ery, but  the  mere  fact  that  the  instruments  used  were  unusual 
is  not  sufficient  to  show  the  want  of  care  and  skill.  The  cautious 
practitioner,  however,  will  be  as  careful  to  secure  the  consent  of 
the  patient  or  guardian  to  the  use  of  the  X-ray,  explaining  where 
practicable  its  attendant  risks,  as  he  would  be  when  about  to  use 
some  powerful  anesthetic.  And  the  reason  is  well  expressed  by 
that  old  legal  maxim,  Volenti  non  fit  injuria. 

General  Discussion 

Dr.  George  G.  Hopkins,  Brooklyn:  I  have  never  made  use  of  a  mixed 
treatment,  bo  far  as  internal  medieation  is  concerned,  and  I  have  treated 
a  sufficient  number  of  carcinomata  of  the  breast  to  feel  sure  that,  in  the 
early  stages,  we  possess  a  cure  for  the  majority  of  them  in  the  X-ray  alone. 
In  recurrent  cases,  in  which  the  growth  had  broken  down,  I  have  secured 
better  results  from  the  combination  of  the  X-ray  with  the  Finsen  light. 
Three  or  four  years  ago  I  published  a  paper  on  the  so-called  X-ray  burns. 
I  hope  this  term  will  be  blotted  out,  because  these  injuries  are  in  no  way 
comparable  to  burns.  In  epithelioma  of  the  hip  I  have  never  seen  anything 
act  better  than  the  X-ray,  and  this  agent  gives  better  cosmetic  effects.  The 
treatment  by  the  internal  administration  of  iodide  of  potassium,  in  addition 
to  the  X-ray  treatment,  is  novel  to  me,  and  I  am  greatly  interested  in  it. 

Dr.  W.  E.  Ford,  Utica:  We  have  been  using  the  X-ray  for  three  or  four 
years  in  St.  Luke's  Hospital,  Utica,  and  have  arrived  at  two  or  three  con- 
clusions. It  seems  to  me  folly  to  employ  any  method  but  excision  with  the 
knife  for  any  cancer  of  the  skin,  and  particularly  of  the  lip.  We  have 
tried  the  X-ray  treatment  in  cancer  of  the  stomach,  and  while  we  have 
succeeded  in  causing  a  marked  diminution,  death  has  eventually  taken  place. 
In  the  treatment  of  cancer  of  the  cervix  and  body  of  the  uterus  we  have 
absolutely,  failed,  and  all  that  we  can  say  about  cases  of  cancer  of  the  breast 
is  that,  at  times,  we  have  effected  some  improvement  or  have  caused  the 
growth  to  remain  stationary  for  some  time.  The  same  result,  however,  may 
be  obtained  from  thiocinnamin  and  various  other  remedies.  I  do  not  be- 
lieve the  X-ray  does  anything  more  in  cancer  than  delay  its  growth. 

Dr.  A.  Vander  Veer,  of  Albany:  I  think  we  have  all  reached  the  same 
conclusion  as  Dr.  Goley,  i.  e.  that  the  X-ray  is  beneficial,  so  far  as  perma- 
nent results  are  concerned,  in  only  a  small  proportion  of  cases.    I  have  seen 
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quite  large  secondary  deposits  of  adenocarcinoma  of  the  breast  disappear 
under  this  treatment.  I  can  confirm  what  Dr.  Bevan  has  said  regarding 
the  treatment  of  epithelioma.  What  impresses  me  the  most  is  the  great 
relief  of  the  pain  afforded  by  the  X-ray  treatment.  We  found,  in  our 
hospital,  that  we  got  decidedly  better  results  in  the  treatment  of  these 
growths  from  the  use  of  the  static  machine  than  from  the  coil  apparatus. 
In  cases  in  which  the  kidneys  have  presented  one  or  more  abscesses,  we 
have  been  misled  with  regard  to  the  diagnosis  of  calculus.  I  have  seen  a 
great  deal  of  harm  result  from  the  attempt  to  cure  cancer  by  the  X-ray 
alone. 

Dr.  John  H.  Lee,  of  Brooklyn:  I  recently  heard  the  suggestion  made  to 
use  formalin  in  conjunction  with  the  X-ray,  and  a  physician  told  me  that 
he  had  achieved  much  success  in  treating  pulmonary  tuberculosis  by  this 
method.  I  have  seen  cases  of  cancer  in  which,  at  the  time  of  the  operation, 
the  conditions  were  such  as  to  lead  every  one  to  suppose  that  recurrence 
would  speedily  follow,  and  yet  it  was  postponed  by  the  subsequent  use  of 
the  X-ray.  I  wish  to  warn  against  a  too  rapid  breaking  down  of  the  tumor 
by  this  method  of  treatment. 

Dr.  L.  Duncan  Bulkley,  of  New  York:  We  should  all  be  thankful  for 
this  conservative  and  candid  discussion.  I  do  not  think  I  am  quite  as 
enthusiastic  on  this  subject  as  I  was  a  year  ago.  I  am  nevertheless  positive 
of  the  superlative  value  of  X-ray  treatment  in  certain  cases.  My  experience 
in  the  treatment  of  cancer  of  the  lip  has  not  been  so  satisfactory  as  that  of 
Dr.  Hopkins,  and  I  should  not  care  to  employ  it  to  the  exclusion  of  other 
measures.  A  year  ago  I  installed  a  Finsen  light  apparatus,  but  I  aban- 
doned its  use  because  it  was  altogether  too  time-consuming. 

Dr.  Bevan  (closing) :  I  wish  to  emphasize  the  point  that  the  value  of 
the  X-ray  in  superficial  epitheliomata  has  been  absolutely  demonstrated. 
The  epitheliomata  which  generally  come  to  the  dermatologist  are  different 
from  those  which  usually  come  to  the  surgeon,  and  it  is  especially  in  the 
type  which  finds  its  way  to  the  dermatologist  that  the  X-ray  is  of  the 
greatest  possible  value.  There  seems  to  be  a  possibility  that  in  the  X-ray 
we  have  an  agent  which  may  develop  into  one  which  will  be  of  value  in 
deeply  seated  carcinoma.  I  think  that  is  a  fair  statement  of  the  present 
status  of  the  question.  I  believe  Dr.  McArthur  and  myself  were  the  first 
ones  to  employ  the  X-ray  for  the  detection  of  kidney  stone,  at  least,  our 
work  was  reported  in  1898.  Our  work  was  quite  crude  then,  but,  largely 
through  the  efforts  of  Dr.  Leonard,  this  diagnostic  procedure  has  reached 
a  high  state  of  development.  I  am  satisfied  that  the  X-ray  can  be  de- 
pended upon  to  make  a  diagnosis  of  renal  calculus  in  fully  ninety  per  cent, 
of  the  cases  if  the  method  is  properly  employed.  I  prefer  the  method  of 
Kummell.  We  use  an  enormous  coil,  a  25-inch  coil,  with  a  low  vacuum  tube. 
The  patient  is  recumbent,  the  thighs  being  elevated  and  the  lumbar  spine 
brought  in  close  contact  with  the  plate.  A  large  aperture  is  made  through 
a  piece  of  heavy  sheet  lead  over  the  area  to  be  examined,  and  this  lead 
sheet  is  placed  upon  the  abdomen.  In  this  way  the  outside  rays  are  excluded 
and  better  definition  is  obtained.  Another  improvement  is  placing  the 
skiagraph  in  a  dark  room  so  that  only  the  plate  is  illuminated,  and  then 
examining  it  at  a  distance  of  about  twenty  feet  by  means  of  a  good  opera 
glass.    If  the  picture  suggests  stone,  a  second  skiagraph  should  always  be 
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made,  and  unless  the  second  confirms  the  results  of  the  first  skiagraph 
no  reliance  should  be  placed  upon  the  examination.  In  obese  subjects  it 
may  be  necessary  to  take  as  many  as  eight  skiagraphs.  The  fact  should 
not  be  lost  sight  of  that  it  requires  an  expert  to  make  the  skiagraphs,  and 
an  expert  to  interpret  them.  It  is  a  very  serious  mistake  for  the  surgeon 
to  accept  the  interpretation  of  the  skiagraph  given  by  a  non-medical  X-ray 
expert.  As  an  instance  of  what  I  mean,  I  would  say  that  in  one  case  such 
an  expert  said  that  there  was  a  very  large  stone  with  a  soft  centre  present, 
but  it  was  found  that  what  he  took  to  be  a  calculus  was  a  pessary  in  the 
vagina. 

Dr.  Leonard  (closing) :  I  heartily  agree  with  what  the  last  speaker  has 
said  about  the  interpretation  of  skiagraphs  in  cases  of  supposed  calculus. 
In  86  per  cent,  of  the  cases  the  stone  has  been  in  the  ureter;  hence  I  object 
to  the  use  of  the  lead  shield  unless  this  is  shifted  downward  over  the  ureter. 
I  use  a  plate  twenty  inches  in  length  so  as  to  cover  the  whole  tract  to  be 
examined,  and  I  arrange  the  apparatus  so  that  the  shadows  of  the  calculi 
are  not  superimposed  upon  those  of  the  bones  of  the  pelvis.  I  think  any 
surgeon  who  would  knowingly  delay  operative  interference  in  malignant 
disease  is  doing  his  patient  a  great  injury,  for,  we  know  that  operative 
measures  give  the  best  results  so  far  obtained.  We  have,  however,  found 
in  the  X-ray  an  agent  which  produces  retrograde  changes  in  malignant 
growths,  and,  hence  it  is  our  duty  to  use  this  agent  in  addition  to  surgical 
operation.  We  know  that  the  best  results  with  the  X-ray  are  produced  by 
early  treatment,  both  in  superficial  primary  lesions  and  in  recurrent  growths. 
I  have  seen  many  cases  which  exemplified  the  very  great  relief  afforded  even 
in  inoperable  cancer. 

Dr.  Colby  (closing) :  I  wish  to  say  that  I  believe  a  great  deal  is  to  be 
gained  in  the  X-ray  treatment  of  inoperable  malignant  disease;  neverthe- 
less, I  believe  there  is  more  need  of  emphasizing  what  this  treatment  will 
not  do  than  what  it  will  do.  It  is  most  important  to  correct  the  prevailing 
impression  that  we  can  cure  deeply  seated  cancer  by  means  of  the  X-ray; 
there  is  not  a  single  authentic  cure  on  record. 


XX.   HEPATIC  DRAINAGE  IN  INFECTION  OF  THE 
BILIARY  TRACTS 

By  JOHN  B.  DEAVER,  M.  D. 

PHILADELPHIA,  PA. 

The  treatment  of  acute  infection  of  the  biliary  system  is  of 
live  importance  at  the  present  time.  Such  cases  were  formerly 
relegated  entirely  to  the  internist,  unless  a  clear  history  of  gall- 
stones was  elicited;  and  even  then  the  services  of  the  surgeon 
were  not  required  until  impaction  of  the  stone  had  taken  place 
or  an  empyema  or  gangrene  of  the  gall  bladder  was  suspected. 

In  every  portion  of  the  human  body  where  infectious  micro- 
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organisms  induce  suppuration,  drainage  is  indicated.  In  infec- 
tions of  the  hand,  arm,  foot,  etc.,  conservative  surgery  requires 
a  free  incision  and  the  establishment  of  drainage,  even  before 
a  localized  abscess  has  taken  place,  in  order  to  avoid  the  risk  of 
absorption  and  general  infection.  If  we  would  so  treat  our 
patients  in  external  portions  of  their  anatomy,  easily  accessible, 
easily  watched,  the  s$me  indication  holds  true  in  the  deeper 
recesses  beneath  the  liver.  It  has  long  been  recognized  that 
empyema  of  the  gall  bladder,  abscess  of  the  liver,  or  a  collection 
of  pus,  the  result  of  rupture  of  the  biliary  tracts,  is  within  the 
province  of  surgical  treatment.  But  all  cases  do  not  have  such 
terminations,  many  progressing  to  infection  of  the  liver  and  to 
general  septicaemia.  We  are  beginning  to  realize  that  surgery, 
by  means  of  drainage,  offers  the  hope  of  saving  many  lives 
hitherto  lost,  in  instances  where  an  infection  of  the  liver  results 
from  ascending  suppurative  cholangeitis. 

The  greatest  difficulty  will  be  encountered  in  so  interpreting 
the  symptoms,  both  objective  and  subjective,  as  to  determine  the 
the  probable  course  of  infection  in  question.  Acute  cholecystitis, 
per  se,  does  not  necessarily  require  surgical  interference,  and  in 
the  majority  of  cases  will  subside  under  appropriate  medical 
treatment;  but  the  greatest  scrutiny  must  be  exercised  to  elim- 
inate the  question  as  to  whether  the  infection  has  ascended  into 
the  hepatic  ducts.  It  should  be  remembered  that  the  onward, 
cleansing  flow  of  bile,  excreted  under  low  pressure,  can  easily 
be  checked,  perhaps  for  a  few  hours  only,  by  the  catarrhal  swell- 
ing of  the  infected  and  inflamed  common  duct.  This  suffices  for 
entrance  of  bacteria  into  the  liver,  and  is  marked  clinically  by 
the  transient  appearance  of  jaundice.  The  presence  of  icterus 
is  inconstant  in  the  absence  of  obstruction,  and  in  a  case  exhibit- 
ing marked  yellowing  of  the  skin  there  will  be  found,  as  a  rule, 
obstruction  of  the  common  duct  by  a  stone,  an  enlarged  indurated 
pancreas,  or  perhaps  enlargement  of  the  lymphatic  gland  situ- 
ated at  the  junction  of  the  cystic  and  common  hepatic  ducts, 
inflicting  sufficient  pressure  upon  the  common  hepatic  duct  to 
arrest  the  flow  "of  bile.  I  have  frequently  observed  enlargement 
of  this  gland  in  infection  of  the  gall  bladder.  The  history  of  the 
following  case  illustrates  the  more  acute  type  of  suppurative 
cholangeitis : 

Case  J.— A  young  married  woman,  twenty-six  years  old,  whose  mother 
died  of  carcinoma  of  the  liver,  and  who  had  suffered  from  scarlet  fever, 
articular  rheumatism,  malarial  fever,  influenza,  and  pneumonia,  was  ad- 
mitted to  the  German  Hospital  suffering  from  cholangeitis. 

Five  weeks  before  admission  she  became  jaundiced  without  apparent  cause, 
accompanied  by  vomiting  and  diarrhoea.    In  one  week  the  icterus  began  to 
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fade  and  the  bowels  became  constipated.  Eight  days  before  admission  she 
had  a  chill  followed  by  fever  and  profuse  sweating.  The  chill  recurred 
daily.  There  was  no  headache  at  any  time,  and  until  one  week  before  I  saw 
her,  no  pain,  but  from  that  time  pain  was  experienced  slightly  below  and  to 
the  right  of  the  umbilicus. 

Upon  admission  to  the  hospital  she  was  found  to  have  fever,  hectic  in 
type,  and  ranging  from  100°  to  104.6°  F.  The  pulse  ranged  from  88  to 
116.  There  was  no  jaundice,  no  liver  enlargement,  no  tenderness  or  rigidity 
of  the  abdomen,  and  no  splenic  tumor.  Bile  was  absent  from  the  urine, 
and  the  blood  count  showed  8,450  leucocytes.  A  vein  in  the  arm  was  opened 
and  the  blood  distributed  in  bouillon  flasks,  serum  tubes,  and  agar  plates, 
with  the  failure  to  obtain  any  growths. 

A  diagnosis  of  cholangitis,  with  probable  gallstones,  was  made.  Opera- 
tion under  ether  anaesthesia.  Dense  adhesions  were  encountered,  causing 
adherence  of  the  gall  bladder,  duodenum,  pylorus,  and  gastrohepatic  omen- 
tum. The  gall  bladder  was  filled  with  stones,  markedly  ulcerated  at  its 
neck,  and  on  the  point  of  perforation.  On  opening  the  common  duct,  close 
to  the  cystic,  a  number  of  stones  were  removed,  and  then,  by  probing,  the' 
hepatic  ducts  were  examined,  but  were  found  clear  and  unobstructed.  The 
pancreas  was  not  enlarged.  The  gall  bladder  was  removed,  the  cystic  duct 
tied  off  close  to  the  common  duct,  the  latter  opened  and  a  rubber  drainage 
tube  introduced  into  the  duct;  gauze  drainage  was  placed  above  and  be- 
low the  drainage  tube  and  at  the  site  of  dissection  of  the  gall  bladder  from 
the  liver. 

Following  the  operation  the  temperature  remained  hectic  in  type  for 
twenty-eight  days,  with  profuse  sweating  at  times,  but  no  chills.  There 
was  considerable  pain  over  the  liver,  which  did  not  cease  until  the  thirtieth 
day.  The  gauze  was  removed  on  the  eleventh  day,  the  drainage  tube  com- 
ing away  with  the  gauze  drains;  the  fistula  remained  open  for  thirty-eight 
days,  at  which  time  it  spontaneously  closed.  On  the  forty-fourth  day  the 
patient  was  discharged,  perfectly  well,  though  weak.  The  material  in  the 
gall  bladder  was  found  to  contain  the  Staphylococcus  pyogenes  aureus  in 
pure  culture. 

In  this  case  there  was  never  any  positive  indication,  from  the 
symptoms,  that  gallstones  were  present;  the  leucocytes  on  admis- 
sion were  within  the  normal  limit,  yet,  you  will  all  quite  agree, 
I  think,  that  the  drainage  of  the  liver  ducts  saved  the  life  of  the 
patient. 

A  number  of  observers  have  noted  the  very  frequent  infection 
of  the  gall  bladder  by  the  bacillus  of  typhoid  fever  during  the 
course  of  this  disease,  which  in  many  instances  progresses  to 
suppurative  inflammation.  The  latter  condition  may  not  develop 
until  the  stage  of  convalescence,  or  even  for  some  time  after  the 
recovery  of  the  patient. 

In  view  of  the  frequency  with  which  the  typhoid  bacillus  is 
found  in  the  bile  in  enteric  fever,  we  might  expect  to  find  sup- 
purative cholangeitis  of  the  liver  ducts  more  often  than  is 
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observed.  In  the  typhoid  records  of  the  German  hospitals,  for 
1901,  a  tender  or  enlarged  gall  bladder  was  noted  in  the  majority 
of  the  cases,  of  which  only  one  developed  acute  cholecystitis. 
This  patient  recovered  without  operation.  It  is  evident  that  the 
typhoid  bacillus,  like  its  relative,  the  Bacillus  coli  communis, 
requires  some  weakened  resistance  of  the  tissues  in  order  to  attain 
the  required  virulence  to  produce  suppuration.  But  while  sup- 
puration is  infrequent  as  a  sequela,  gallstones  are  constantly 
formed  around  clumps  of  bacilli. 

A  mechanical  factor  to  be  considered  is  that  of  the  normal 
backflow  of  bile  into  the  gall  bladder,  and  the  retention  therein 
of  bacteria  through  torpidity  of  the  musculature  of  the  gall 
bladder;  whereas,  the  flow  from  the  hepatic  duct  is  probably 
constant. 

During  the  past  summer,  in  three  cases  operated  upon  for 
gallstones,  a  history  of  typhoid  fever  was  obtained,  and  the 
typhoid  bacillus  was  found  in  the  bile.  One  of  these  cases  was 
suppurative  in  type. 

Case  11.— A  woman,  aged  fifty-six  years,  was  attacked,  nine  weeks  be- 
fore admission  to  the  hospital,  with  chills  and  fever,  severe  frontal  head- 
ache, and  vomiting.  The  attack  was  diagnosticated  as  typhoid  fever  and 
was  so  treated.  Four  weeks  later  quite  a  painful  mass  was  detected  in  the 
upper  right  quadrant  of  the  abdomen.  No  jaundice  was  observed,  nor  was 
it  present  upon  admission.  The  temperature  at  this  time  was  102°  F.; 
pulse  108;  leucocytes  8,600.  In  the  upper  right  quadrant  of  the  abdomen 
a  mass*  could  be  palpated,  the  size  of  the  fist,  and  made  more  prominent  by 
pressure  from  behind.  This  mass,  to  percussion,  was  apparently  con- 
tinuous with  the  dulness  of  the  right  lobe  of  the  liver. 

Operation  revealed  a  mass  of  adhesions  and  matted  omentum  enveloping 
a  comparatively  small  gall  bladder.  The  cystic  duct  was  obstructed  by  a 
stone  and  the  gall  bladder  was  soft,  friable,  deeply  congested,  and  contained 
a  stone  two  centimeters  in  diameter,  floating  in  purulent  bile.  Chole- 
cystectomy was  performed,  the  cystic  duct  was  split  into  the  common  duct 
and  the  liver  drained  by  a  rubber  tube  introduced  into  the  eommon  duct. 
The  common  and  hepatic  ducts  were  clear.  Gauze  packing  was  placed  above 
and  below  the  drainage  tube  and  in  contact  with  the  oozing  surface  be- 
neath the  liver. . 

In  thirty-two  days  the  patient  was  discharged  with  a  very  small  sinus. 
The  typhoid  bacillus  in  pure  culture  was  found  in  the  pus  of  the  gall 
bladder. 

The  relation  of  gallstones  to  suppurative  disease  of  the  liver 
ducts  is  an  intimate  one,  the  gallstones  being  frequently  the  con- 
tributing cause.  The  calculi  are  but  rarely  found  in  the  hepatic 
ducts  themselves,  but  are  driven  from  the  gall  bladder  into  the 
eommon  duct,  effect  a  lodgment  therein,  and  by  creating  an 
obstruction  favor  the  retention  of  septic  products  within  the 
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liver.  I  have  met  with  cases  with  stones  in  the  hepatic  ducts 
which  could  only  be  removed  by  flushing  the  ducts.  It  is  impor- 
tant to  remember  that  the  infection,  not  the  gallstones,  plays 
havoc  with  the  patient,  though  the  calculi,  by  their  irritating 
nature,  aid  in  the  production  of  ulceration  and  cause  liver  sepsis 
by  obstruction.  Suppuration  of  the  bile  passages  may  extend 
into  the  liver,  causing  a  purulent  pericholangeitis,  infection  of 
the  interlobular  tissues,  and  the  subsequent  formation  of  multiple 
liver  abscesses. 

Gallstones  in  the  common  duct  are  almost  invariably  present 
and  no  doubt  directly  predispose  to  the  condition  by  their 
obstructive  action.  The  two  following  cases,  in  one  of  which 
gallstones  were  not  present,  are  of  interest  in  this  connection. 

Case  III.— During  the  early  part  of  the  present  year  there  came  under 
my  care  a  man,  forty-eight  years  old,  who  had  been  taken  sick  one  week 
before  I  saw  nun,  with  a  feeling  of  general  malaise,  some  general  abdominal 
pain,  nausea,  and  diarrhoea.  When  I  first  saw  the  patient  there  was  slight 
yellowness  of  the  whites  of  the  eyes,  general  tenderness  over  the  liver, 
temperature  100°  F.;  pulse  96;  diarrhoea  and  nausea  had  ceased.  He  was 
placed  on  expectant  treatment.  Three  days  after  my  first  visit  the  patient 
had  a  severe  chill  followed  by  temperature  of  105°  F.  and  profuse  sweating. 
Blood  examination,  high  leucocytosis,  no  malarial  organisms.  Urine  loaded 
with  casts,  albumin,  etc.,  and  diminished  in  quality  to  twenty  ounces  in 
the  twenty-four  hours. 

The  patient  was  now  jaundiced;  liver  tenderness  was  more  pronounced 
and  particularly  over  the  gall  bladder  region.  Chills,  high  fever,  and 
sweating  recurred  daily.  Diagnosis,  oholangeitis,  streptococcus  infection, 
and  probably  gallstones. 

Operation.  Drainage  of  the  gall  bladder,  which  was  small  and  con- 
tained no  stones,  but  about  one  drachm  of  pus,  in  which  pure  streptococcus 
was  found. 

The  patient  recovered  after  a  long  illness,  three  months,  with  bile  fistula. 
There  was  no  attempt  of  fistula  to  heal.  At  a  second  operation,  a  small 
stone  found  in  sinus  of  Vater.  The  stone  was  removed,  the  gall  bladder 
removed,  and  the  common  duct  drained.    Becovery. 

Case  IV.— A  young  Italian,  male,  twenty-six  years  old,  with  a  negative 
family  history  and  personal  history,  was  the  subject,  seven  weeks  before 
admission  to  the  hospital,  of  an  attack  of  abdominal  pain,  vomiting,  jaun- 
dice, severe  headache,  and  constipation.  He  was  confined  to  bed,  and 
typhoid  fever  was  suspected,  but  examination  of  the  blood  gave  a  negative 
Widal  reaction  three  times.  During  the  second  week,  chills  made  their 
appearance.  No  malarial  organisms  were  present.  Ten  days  before  admis- 
sion a  tender  mass,  believed  to  be  the  gall  bladder,  was  noted. 

He  was  admitted  to  the  German  Hospital,  with  a  diagnosis  of  suppura- 
tive cholangeitis.  The  only  symptoms  of  note  were  the  previous  history, 
slight  jaundice,  enlarged  liver,  and  the  physical  appearance  of  one  suffering 
from  sepsis.     The  leucocytes  numbered  25,000,  multinuclear  87  per  cent., 
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haemoglobin  50  per  cent.,  red  blood  cells  4,180,000.  Following  operation 
the  leucocytes  fell  to  11,000.    A  blood  culture  failed  to  give  any  growth. 

Operation  under  ether  anesthesia.  Upon  opening  the  peritoneum  some 
clear  serum  escaped,  and  the  intestines  were  somewhat  adamatous,  probably 
from  the  portal  obstruction.  The  liver  was  streaked  and  mottled  in  appear- 
ance, the  gall  bladder  was  distended,  oedematous,  and  connected  by  adhesions 
to  the  colon,  duodenum,  and  pylorus.  On  opening  the  gall  bladder  its  con- 
tents were  found  to  be  thick  yellow  bile,  free  from  stones.  Cholecystostomy 
was  performed  with  great  difficulty,  as  the  tissues  were  soft  and  friable, 
and  the  separation  of  adherent  structures  gave  rise  to  profuse  bleeding 
necessitating  the  leaving  of  several  hflsmostats  in  the  wound  and  gauze 
packing  to  check  the  oozing;  the  patient  improved  for  two  weeks  after 
the  operation,  as  was  instanced  by  a  much  lower  temperature  and  pulse 
rate,  better  appetite.  This,  however,  was  but  temporary.  He  died  one 
month  later  with  the  evidence  of  general  sepsis.  Cultures  from  the  bile 
on  bouillon  only  failed  to  show  a  growth. 

At  autopsy  multiple  liver  abscesses  were  found,  fairly  riddling  the  liver. 
They  varied  in  size  from  a  millet  seed  to  that  of  a  walnut.  Cultures  from 
the  pus  revealed  the  Staphylococcus  pyogeneus  aureus,  the  colon  bacillus, 
and  an  unidentified  bacillus  giving  a  red  pigment.  The  ducts  were  clear 
of  stone  obstruction. 

In  Biliary  Abscesses  of  the  Liver,  by  Captain  Leonard  Rogers, 
M.D.,  M.R.C.P.,  I.M.S.  (British  Medical  Journal,  No.  2230, 
1903,  page  760),  the  author  means  by  biliary  abscess  of  the  liver, 
pus  in  the  liver  within  the  bile  ducts,  sometimes  called  suppura- 
tive cholangeitis.  Captain  Rogers  believes  it  amenable  to  sur- 
gical treatment,  if  diagnosticated  in  time,  and  pronounces  it 
invariably  fatal  if  treated  by  purely  medical  means.  % 

His  attention  was  first  directed  to  this  subject  in  1889,  when, 
as  demonstrator  of  pathology  at  St.  Mary's  Hospital,  he  met 
with  no  less  than  three  cases  in  the  post-mortem  room  in  six 
months.  Search  of  the  available  literature  enabled  him  to  col- 
lect twenty  cases,  analysis  of  which  yielded  the  following  points 
of  importance :  In  not  a  single  case  had  the  condition  been  diag- 
nosticated. In  eighteen  of  them  gallstones  were  present  in  the 
hepatic  or  common  duct  and  were  the  cause  of  suppuration ;  in 
one,  a  hydatid  cyst  of  the  liver  opened  into  the  hepatic  duct; 
the  remaining  case  was  caused  by  primary  cancer  of  the  com- 
mon duct.  The  duration  of  the  disease  after  the  symptoms  of 
suppuration  had  appeared,  as  shown  by  fever,  rigors,  profuse 
sweating,  etc.,  was  only  three  weeks  on  the  average,  in  cases 
where  there  was  no  escape  for  the  pus,  many  ending  fatally 
shortly  after  definite  symptoms  of  pus  formation  appeared. 
There  were  three  cases,  however,  in  which  the  patients  lived  a 
considerable  time  after  the  occurrence  of  pus.  The  most  remark* 
able  of  the  three  was  one  in  St.  Mary's  Hospital,  in  which  the 
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patient  lived  for  eighteen  months.  This  patient  was  admitted 
for  empyema,  which  was  successfully  drained,  the  pus  being  bile 
stained.  The  wound  healed  and  the  patient  leit  the  hospital, 
only  to  return  shortly  afterward  coughing  up  bile-stained  pus. 
This  continued  in  varying  degree  for  upward  of  a  year,  the  case 
being  thought  to  be  suppurating  hydatid  cyst  of  the  liver  open- 
ing into  the  lung.  Finally,  a  perinephric  abscess  was  evacuated, 
the  pus  being  again  bile-stained.  The  patient  died  from  exhaus- 
tion a  few  weeks  later.  The  post-mortem  revealed  a  liver  rid- 
dled with  suppuration ;  the  bile  ducts  were  very  greatly  dilated 
above  some  small  gallstones,  and  full  of  pus.  A  long  probe  was 
readily  pushed  from  the  common  hepatic  duct  through  the  liver 
to  the  diaphragm  and  into  an  abscess  in  the  base  of  the  right 
lung  and  lower  right  bronchus.  A  direct  communication  could 
be  traced  between  the  dilated  hepatic  duct  and  the  circumrenal 
abscess,  while  the  scar  of  the  empyema  wound  also  led  through 
the  diaphragm  to  another  dilated  pus  containing  hepatic  duct. 

Captain  Rogers  remarks  that  the  case  was  one  of  multiple 
abscess  in  the  hepatic  duct,  opening  in  various  directions,  and 
the  very  long  duration  of  the  case  was  evidently  due  to  the  par- 
tial drainage  of  the  pus  through  the  right  pleura  and  lung,  and 
around  the  right  kidney  respectively.  The  second  of  the  three 
cases  of  long  duration  lasted  six  months.  A  communication 
between  the  enormously  dilated  bile  ducts  and  the  hepatic  flexure 
of  the  colon  had  become  established.  In  the  third  case,  suppura- 
tion has  loosened  a  gallstone  which  was  situated  at  the  lower  end 
of  the  common  duct,  with  escape  of  some  pus  around  the  stone 
into  the  bowel.  The  patient  died  four  months  after  symptoms 
of  suppuration  had  appeared. 

The  autopsy  findings  in  these  collected  twenty  cases  demon- 
strated enormously  dilated  hepatic  ducts,  the  gall  bladder  in 
nearly  half  the  cases  being  contracted  and  deeply  placed.  In 
some,  a  history  of  the  passage  of  gallstones  and  attacks  of  biliary 
colic  at  some  earlier  period,  together  with  rigors,  high  irregular 
temperature,  and  general  hectic  condition  was  illustrated,  while 
in  others  a  history  pointing  to  gallstones  was  absent. 

This  report  upon  so  large  a  number  of  cases,  with  the  single 
case  I  report,  not  including  others  which  have  occurred  in  my 
experience,  all  of  which  had  been  treated  medically,  demon- 
strates beyond  a  doubt  that  surgical  treatment  in  the  shape  of 
removal  of  the  obstruction  with  drainage  cannot  be  practiced 
too  early. 

If,  then,  the  streptococcus,  the  staphylococcus,  the  typhoid 
fever  bacillus,  or  other  organisms  may  invade  the  biliary  ducts 
and  cause  their  infection,  what  should  constitute  the  proper 
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mode  of  action  to  cure  the  patient?  The  medical  treatment  of 
these  cases,  I  regret  to  say,  is  too  often  of  no  avail  in  warding  off 
the  serious  and  too  often  fatal  sequelae,  as  is"  shown  in  the  role 
this  infection  is  capable  of  playing.  In  this,  as  in  the  appendicu- 
lar field  of  surgery,  I  feel  that  by  early  operation  many  lives, 
otherwise  sacrificed,  can  be  saved.  It  is  incumbent  upon  the 
medical  man  to  bring  himself  in  closer  touch  with  the  surgeon 
in  the  operating  room,  and,  with  the  surgeon,  to  study  the  living 
pathology  which  tells  more,  and  in  a  more  impressive  and  prac- 
tical way,  than  does  dead-house  pathology.  When  confronted 
at  the  operating  table  by  the  varying  lesions  produced  by  infec- 
tion, the  method  of  procedure  is  not  always  clear,  nor  are  the 
indications  easily  framed  in  writing.  I  quite  agree  with  Rich- 
ardson, that  even  with  the  increasing  experience  of  the  operator, 
the  removal  of  the  gall  bladder  is  an  operation  which  has  dis- 
tinct limitations. 

It  would  seem  that  the  simplest  solution  of  the  surgery  of  these 
cases  would  be  in  the  cutting  of  the  cystic  duct,  excising  of  the 
gall  bladder,  and  the  establishment  of  adequate  drainage.  But 
the  removal  of  the  gall  bladder  is  totally  unnecessary  in  many 
cases  and  dangerous  in  others.  I  have  regretted  in  a  few 
instances  the  performing  of  cholecystectomy  when  it  was  seem- 
ingly indicated ;  and,  on  the  other  hand,  I  have  never  had  cause 
to  repent  draining  the  bile  by  a  cholecystostomy  alone,  or  in 
connection  with  tubage  of  the  common  or  hepatic  duct.1 

Murphy  has  described  the  gall  bladder  as  a  tension  bulb,  caus- 
ing a  steady  flow  of  bile,  and  with  him  and  others  I  believe  that 
closure  of  the  cystic  duct  in  cholangeitis  and  cholecystitis 
increases  the  tension  in  the  liver,  infects  its  ducts,  and  may  be 
conducive  to  a  fatal  termination.  Cholecystostomy  is,  therefore, 
indicated  in  all  operable  cases  where  the  lesion  is  acute,  the  cystic 
duct  open,  and  the  gall  bladder  capable  of  recovering  its  normal 
function.  If  the  common  duct  is  patulous  a  fistula  does  not 
usually  persist,  and  the  return  of  the  bile  to  its  physiological 
condition  can  be  noted  in  the  drainage.  The  adhesions  caused 
by  the  suture  of  the  gall  bladder  to  the  abdominal  wall  are  never 
a  source  of  much  inconvenience;  not  in  comparison  at  least  to 
pericholecystic  adhesions. 

Chronic  calculus  cholecystitis  injures  the  walls  of  the  gall 
bladder  to  such  an  extent  that  the  distensibility  of  the  organ  is 
hindered  and  its  function  impaired,  either  entirely  or  to  a  great 
extent.  It  is  found  to  contain  stones,  inspissated  bile,  perhaps 
pus;  to  be  shrunken,  and  often  contracted.  When  cholangeitis 
occurs  in  these  patients  nothing  is  risked  by  removing  the  gall 
bladder,  together  with  the  cystic  duct,  providing  hepatic  drain- 
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age  is  established  and  the  cystic  duct  is  tied  off  flush  at  its  junc- 
tion with  the  hepatic  duct,  while  carcinoma  is  a  future  possi- 
bility should  the  organ  be  retained.  I  have  rarely  been  able  to 
use  the  cystie  duct  in  which  to  attach  tube  drainage  owing  to  the 
acute  angle  that  it  makes  with  the  common  duct,  and  prefer  to 
cut  it  across  close  to,  or  flush  with,  the  same,  or  to  split  it  into 
the  common  duct. 

If  there  is  any  infection  of  the  liver,  or  even  suspicion  of 
infection,  bile  drainage  is  necessary  and  must  be  free.  The 
physical  appearance  of  the  liver  furnishes  a  guide  to  many  of 
these  cases,  after  some  experience,  as  an  indication  for  the 
extent  of  drainage. 

Bile  is  always  to  be  regarded  as  a  septic  fluid  capable  of  caus- 
ing peritonitis,  therefore  the  disposition  of  the  gauze  at  opera- 
tion must  be  carefully  performed.  Even  in  a  case  of  choledochot- 
omy  without  clinical  evidence  of  infection  and  when  I  am  sure 
the  suture  will  not  constrict  the  lumen  of  the  duct,  gauze  is  so 
disposed  as  to  drain  the  site  of  opening  in  the  event  of  leakage 
of  bile. 

I  am  not  in  accord  with  the  usual  teaching  of  the  treatment 
of  acute  calculus  choledochus  obstruction  to  the  extent  that 
these  cases  should  never  be  operated  early.  The  exception  I 
make  is  that  in  the  event  of  cholangeitis  with  general  liver  ten- 
derness, high  fever,  prostration,  etc.,  it  is  safer  to  drain  the 
gall  bladder,  either  alone  or  in  connection  with  removal  of  the 
stone  and  tubage  of  the  common  duct.  Whether  the  latter  should 
be  opened  must  depend  upon  the  ease  with  which  it  can  be  done, 
the  extent  of  the  pathological  changes  in  the  upper  abdomen, 
the  absence  of  other  organic  disease,  etc. 

Hepatotomy  is  sometimes  practiced  for  suppurative  cholange- 
itis where  the  gall  bladder  or  common  duct  can  only  be  opened 
with. great  difficulty.  The  late  Dr.  W.  E.  B.  Davis2  recom- 
mended this  operation,  but  I  have  never  been  convinced  of  its 
utility,  except  in  cases  of  circumscribed  abscess.  I  have  upon 
two  occasions  torn  the  liver,  the  rents  being  so  extensive  as  to 
necessitate  packing;  this  has  allowed  me  to  observe  that  bile 
drainage  takes  place  to  a  comparatively  slight  degree  only.  I 
may  say  that  both  of  these  patients  recovered.  To  practice  this 
operation  in  general  infection  of  the  liver,  as  instanced  in  some 
severe  cases  of  cholangeitis,  I  should  consider  dangerous,  on 
account  of  the  free  bleeding  in  patients  that  can  little  stand 
the  loss  of  blood,  and  again,  because  the  infectious  bile  cannot 
be  carried  away  with  the  same  facility  as  in  drainage  through 
the  ducts,  which  latter  operation  enables  the  surgeon  to  remove 
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the  obstruction  or  reach  the  source  of  the  infection,  if  the  con- 
dition of  the  patient  permits. 

I  am  not  going  to  describe  the  technique  of  these  operations 
for  liver  drainage,  as  those  of  you  who  operate  are  perfectly- 
familiar  with  them. 

I  am  particularly  desirous  of  impressing  upon  those  who  prac- 
tice general  medicine  that  infection  of  the  liver  and  its  ducts 
can  be  cured  by  surgical  means.  Such  infection  is  nearly  always 
accompanied  by  gallstone  formation  and  is  liable  at  any  time, 
from  common  duct  obstruction,  to  be  a  source  of  deadly  peril. 
I  believe  that  the  greater  number  of  patients  who  are  classed  as 
dying  from  cholaemia,  really  suffer  from  infection,  with  its 
attendant  injury  to  the  liver  cells,  and  not  from  the  retention 
of  bile  per  se.  Such  patients  can  be  saved  by  drainage.  The 
following  conclusions  are  offered  in  the  light  of  present  experi- 
ence, with  a  desire  to  hear  your  discussion  upon  them : 

1.  Suppurative  cholangeitis  should  be  operated  on  before  the 
infection  injures  the  liver  cells  and  before  the  retained  bile  has 
a  chance  to  react  injuriously  upon  the  general  organism.  The 
presence  or  absence  of  gallstones  is  of  no  moment  in  deciding 
for  early  operation,  though  they  are  usually  present. 

2.  Cholecystostomy  is  the  operation  of  choice  where  the  lesion 
is  acute  and  the  gall  bladder  has  been  functionating  up  to  the 
time  of  infection. 

3.  Excision  of  the  gall  bladder  can  safely  be  performed  in 
chronic  calculous  cholecystitis  with  an  obstructed  cystic  duct. 

4.  Hepatic  drainage  must  be  provided  for  in  all  cases  where 
infection  is  present  or  suspected;  either  through  the  gall  blad- 
der, or  by  opening  the  common  duct  or  the  hepatic  duct. 

5.  Abscess  of  the  liver  is  prevented  and  pancreatitis  relieved 
by  prompt  drainage  of  infected  bile  ducts. 

L    In  acute  casts  the  drainage  should  be  confined  to  the  gall  bladder  when  possible. 

2.    Transaction*  of  the  Southern  Surgical  and  Gynaecological  Association.    Vol.  xiv,  1901. 

Discussion 

Dr.  A.  Vander  Veer,  Albany:  With  reference  to  the  author's  remark 
about  cholecystectomy,  I  would  say  that  this  is  an  operation  which  should 
be  approached  with  great  caution.  Each  case  presents  its  individual  re- 
sponsibilities, and  the  operation,  although  at  times  yielding  brilliant  results, 
results  in  other  cases  in  bitter  disappointment.  I  agree  fully  with  regard 
to  Dr.  Deaver's  position  as  to  drainage. 

I  should  like  to  present  a  few  points  with  reference  to  the  diagnosis  be- 
tween cases  of  true  gall  stones  and  cases  in  which  we  have  the  symptoms 
of  gall  stone,  but  when  we  approach  the  gall  bladder,  we  find  that  it  is 
not  filled  with  gall  stones,  but  is  in  a  condition,  perhaps,  of  acute  suppura- 
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tion.  I  have  had  three  or  four  cases  of  that  kind.  One  case,  operated  upon 
a  little  over  a  year  ago,  I  should  like  to  refer  to.  I  attended  that  woman 
twenty  years  ago  for  what  appeared  to  be  well  marked  attacks  of  gall-stone 
colic,  but  no  gall  stones  were  found  in  the  stools.  She  passed  out  of  my 
observation  about  ten  years  ago,  and  into  the  hands  of  a  very  competent 
physician,  who  stated  to  me  afterward  that  she  was  somewhat  better. 
About  fifteen  months  ago  I  was  called  by  the  family  physician  to  see  her, 
because  she  had  had  one  of  these  attacks.  The  patient  was  then  decidedly 
septic,  and  there  was  decided  sensitiveness  over  the  gall  bladder.  She  was 
removed  to  the  hospital,  and  I  operated  upon  her  the  next  morning,  but 
did  not  find  any  gall  stones.  The  gall  bladder  was  friable  and  gangrenous, 
so  that  I  could  not  remove  it  and  tie  it  off  with  any  degree  of  comfort. 
I  was  obliged  to  put  on  three  or  four  clamps,  pack  and  insert  a  drainage 
tube,  draining  down  to  the  common  duct.  She  was  in  a  critical  condition 
for  a  week  or  ten  days,  but  the  drainage  was  satisfactory.  Examination 
of  the  discharge  showed  the  presence  of  the  colon  bacillus  and  the  strepto- 
coccus. After  about  ten  days,  improvement  set  in,  and  she  made  an  excel- 
lent recovery.  Later  on,  a  sinus  was  present,  but  it  closed  under  simple 
treatment.    She  is  now  the  picture  of  health. 

I  have  had  two  other  cases  in  which  the  suppuration  was  much  greater, 
but  the  extensive  adhesions  prevented  general  peritonitis.  I  have  made  use 
of  posterior  drainage  down  through  the  peritoneal  pouch,  for  in  this  way 
one  secures  a  dependent  point  for  drainage,  and  the  results  are  very  satis- 
factory. I  have  endeavored  to  impress  upon  my  medical  friends  and 
students  the  importance  of  calling  the  surgeon  in  early  in  cases  of  gall 
bladder  affections.  Cases  exhibiting  jaundice  for  two  or  three  weeks  will 
ultimately  come  under  the  care  of  the  surgeon,  and  as  the  reader  of  the 
paper  has  said,  it  is  better  to  place  them  under  the  surgeon  quite  early, 
for  they  will  then  often  do  extremely  well.  The  anxious  cases  are  those 
in  which  we  find  gall  stones  in  the  hepatic  duct.  The  difficulty  of  anterior 
drainage  in  these  cases  is  great.  This  condition  of  engorgement  of  the  liver 
continues  and  the  suppuration  goes  on.  Such  cases  occasionally  lead  to  a 
very  disappointing  termination.  I  feel  like  moving  a  vote  of  thanks  to  Dr. 
Deaver  for  his  excellent  paper. 

Dr.  George  K.  Fowler,  Brooklyn:  In  the  matter  of  the  drainage  of  the 
gall  bladder,  I  would  say  that  the  class  of  cases  sometimes  met  with  makes 
it  important  to  perform  the  most  rapid  and  conservative  operation  consistent 
with  the  patient's  own  best  interests.  This  will  necessarily  be  the  opening 
of  the  gall  bladder  and  the  establishment  of  drainage  from  the  gall  bladder 
itself.  In  the  unfortunate  class  of  cases  referred  to  by  Dr.  Vander  Veer, 
in  which  infection  of  the  hepatic  ducts  has  also  taken  place,  we  are  con- 
fronted with  a  very  serious  proposition.  A  live  patient,  even  with  an  in- 
fected hepatic  duct  with  the  possibility  of  drainage  into  the  gall  bladder 
itself  is  much  better  than  a  dead  patient  with  a  drained  hepatic  duct.  To 
push  the  operation  to  the  extent  sometimes  necessary  to  obtain  direct  drain- 
age from  the  hepatic  duct  means  a  tragedy;  to  simply  drain  from  the  gall 
bladder  itself  in  the  large  majority  of  cases  means  a  case  with  a  successful 
issue;  and,  therefore,  in  considering  this  particular  proposition  these  facts 
should  be  borne  in  mind.     In  drainage  of  the  common  duct  itself,  it  will 
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appear  at  first  glance  that  it  is  absolutely  necessary  to  retain  the  gall  blad- 
der in  order  to  effect  drainage  from  the  common  duct,  but  that  this  is  not 
true  is  shown  by  a  patient  upon  whom  I  operated  a  few  weeks  ago.  Here 
the  gall  bladder  was  completely  disorganized,  and  it  was  perilous  to  retain 
it.  A  large  stone  was  impacted  in  the  common  duct,  and  there  was  un- 
doubted infection  of  both  the  common  and  hepatic  ducts  and  their  radicles, 
as  shown  by  the  jaundice.  The  plan  pursued  was  to  deliberately  remove, 
first,  the  gall  bladder,  then  to  incise  the  common  duct  and  remove  the 
impacted  stone,  and  then  to  place  a  drainage  tube  in  the  opening  of  the 
common  duct,  and,  without  suturing,  by  simply  packing  iodoform  gauze 
up  to  the  opening  in  the  abdominal  wall,  afford  an  exit  for  the  bile  along 
the  drainage  strips,  and  by  the  presence  of  these  strips  excite  adhesion.  In 
the  course  of  three  or  four  days,  on  removing  the  strips  of  gauze,  there 
was  found  a  direct  passage  down  to  the  opening  in  the  common  duct,  and 
in  the  course  of  fourteen  days  the  escape  of  bUe  was  at  a  minimum,  and 
the  passage  of  bile  into  the  duodenum  was  pronounced  and  continuous. 
This  patient  made  a  complete  recovery,  yet  I  am  sure  that  any  procedure 
short  of  the  one  described  would  not  have  secured  a  complete  recovery. 
Posterior  drainage  I  have  not  practiced.  While  it  is  mechanically  the 
best  method  of  drainage,  it  is  sometimes  fraught  with  difficulty,  especially 
in  cases  in  which  there  are  many  adhesions  posteriorly.  If  the  resources  of 
surgery  are  properly  understood  by  medical  men  they  will  be  very  far  from 
following  Kehr's  dictum  to  permit  cases  of  acute  cholecystitis  to  take  care 
of  themselves  under  medical  treatment.  I  think  the  responsibility  in  these 
cases,  just  as  in  cases  of  appendicitis,  should  be  shared  by  the  physician 
and  the  surgeon. 

Dr.  Fritz  E.  H.  Maass,  New  York:  I  should  like  to  report  a  case  which 
illustrates  very  well  a  point  emphasized  by  the  reader  of  the  paper.  The 
patient  was  a  man  of  fifty  years  of  age,  seen  by  me  several  years  ago.  I 
saw  him  first  when  he  was  unconscious  and  apparently  near  death,  and 
1  accordingly  refused  to  operate.  According  to  the  history,  the  patient  had 
had  for  the  first  time  about  six  days  previously,  a  slight  attack  of  cholangi- 
tis associated  with  a  temperature  of  101°  F.  He  recovered  quickly  from 
this  and  went  around.  A  few  days  later,  there  was  a  second  attack  with  a 
temperature  of  104°  F.,  and  a  severe  chill.  Within  two  or  three  hours  he 
became  unconscious  and  the  next  day  died.  I  insisted  upon  a  post-mortem 
examination.  The  gall  bladder  was  full  of  pus  and  contained  a  few  gall 
stones.  There  was  no  obstruction  of  the  gall  ducts.  I  took  away  a  large 
piece  of  the  liver,  and  also  a  specimen  of  the  blood  from  the  heart  in  a 
sterilized  tube.  There  was  an  increase  in  the  quantity  of  cerebrospinal  fluid. 
I  took  a  specimen  of  this  fluid  also.  Both  of  these  fluids  gave  a  pure  cul- 
ture of  the  streptococcus.  The  next  day  I  took  the  piece  of  liver  from  the 
alcohol,  opened  it  with  aseptic  precautions,  and  made  a  culture  from  it. 
This  also  gave  a  pure  culture  of  the  streptococcus.  It  may  be  objected 
that  this  infection  occurred  after  death,  but  I  do  not  think  so  because  under 
such  circumstances  one  would  not  obtain  a  pure  culture,  but  a  variety  of 
bacilli.  The  proper  time  for  operation  in  such  a  case  would  have  been 
after  the  first  attack,  but  one  can  easily  see  how  difficult  it  would  be  to 
decide  upon  this  point  at  the  time,  and  secure  the  patient's  consent. 
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Dr.  W.  E.  Ford,  TJtica:  I  have  never  excised  the  gall  bladder,  preferring 
always  to  drain,  but  I  have  had  one  or  two  unfortunate  experiences. 

Dr.  A.  Jaoobi,  New  York:  I  must  object  from  this  floor  to  the  way  in 
which  the  terms  "  medical  man  "  and  "  surgeon  "  are  contrasted.  A  good 
surgeon  should  also  be  a  physician.  I  think  it  is  about  time  for  overspecial- 
ization  in  this  respect  to  stop.  With  regard  to  nephritis,  I  would  say  that 
the  cases  of  nephritis  that  we  see  have  not  existed  before,  but  are  the  result 
of  sepsis,  e.  g.  diphtheria,  influenza,  etc.,  and  that  is  why  we  find  a  great 
deal  more  nephritis  in  those  who  have  had  an  infections  disease  than  in 
those  who  have  not.  Tou  will  find  that  many  persons  who  have  never  had 
a  previous  nephritis  will  develop  it  immediately  after  an  attack  of  influenza. 
It  may  last  a  month,  or  a  year,  or  may  continue  for  the  rest  of  their  lives. 
It  is  a  fact  that  nephritis  is  much  more  frequent  in  very  young  infants, 
even  before  they  have  had  scarlet  fever  or  measles,  than  many  of  us  think. 
It  is  a  result  of  some  form  of  sepsis. 

Dr.  Deaveb  (closing) :  There  are  only  two  questions  that  I  would  men- 
tion now.  The  question  of  posterior  drainage  formerly  appealed  to  me. 
I  have  used  it  in  two  or  three  instances,  but  I  have  discarded  it  latterly.  It 
reminds  me  very  much  of  the  gynecologist  who  cleans  out  the  pelvis  through 
the  abdomen,  and  opens  the  vagina  for  drainage.  I  laid  stress  upon  the 
point,  that  one  should  not  indulge  in  much  manipulation  or  surgery  in 
cases  of  infection  of  the  hepatic  duct.  I  have  drained  the  gall  bladder  in 
cases  in  which  I  thought  the  gall  bladder  was  almost  gangrenous,  and  the 
patient  has  recovered  nicely.  I  must  be  very  thoroughly  convinced  that  the 
gall  bladder  is  thoroughly  disorganized  and  highly  infectious  before  I  will 
attempt  its  removal  under  these  circumstances.  The  remarks  of  Dr.  Maass 
were  very  interesting;  they  should  appeal  to  medical  men  who  like  to  send 
these  patients  to  Carlsbad  until  they  become  infected.  I  am  not  a  believer 
in  cholsmia,  looking  upon  it  as  nothing  more  than  an  infection.  The 
majority  of  the  cases  of  advanced  chotemia  if  operated  upon  will  be  found 
to  have  nephritis,  but  they  have  this  before  operation.  I  believe  if  these 
cases  were  operated  upon  earlier  there  would  be  fewer  cases  of  streptococcus 
meningitis.  If  diphtheria  antitoxin  is  introduced  sufficiently  early  we  know 
now  that  we  see  comparatively  little  streptococcus  nephritis.  I  am  of  the 
opinion  that  many  cases  of  so-called  streptococcus  sore  throat  would  nbt 
occur  if  diphtheria  antitoxin  were  administered  early.  I  have  had  one  ease 
of  intestinal  obstruction  from  gall  stone.  This  is  another  argument  In 
favor  of  the  early  operation  and  removal  of  gall  stones.  We  should  not 
operate  upon  every  patient,  but  upon  more  patients  than  we  now  do. 
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XXI.  Abstract  of  Paper  Reporting  Six  Hundred  and  Fifteen 

Cases,  with  Operations  done  at  the  Albany  Hospital, 

from  March  1, 1902,  to  March  1, 1903,  with  Remarks 

By  ALBERT  VANDER  VEER,  M.  D. 

ALBANY 

This  paper  is  intended  to  illustrate  a  service  of  ten  months 
at  the  Albany  Hospital,  and  in  which  I  was  aided  by  my  assistant 
attending  surgeon,  Dr.  Edgar  A.  Vander  Veer,  although  not 
including  any  of  his  own  operations,  also  presenting  an  example 
of  the  variety  of  cases  that  come  under  the  observation  and 
treatment  of  the  general  surgeon,  as  we  understand  his  work 
to-day.  Other  surgeons  connected  with  the  hospital,  as  members 
of  the  staff,  are  doing  the  same  line  of  work.  I  find  my  paper 
is  too  long,  and  I  can  give  but  a  synopsis  of  the  points  that 
seem  to  be  of  greatest  interest  in  the  classification  that  is  made 
of  the  cases.  If  we  take  up  the  more  important  groups  as  they 
present,  I  feel  we  will  make  the  best  use  of  the  few  moments 
allotted. 

I  shall  make  no  effort  to  refer  to  cases  of  fracture  except  in  a 
general  way.  Fractures  of  the  thigh  are  invariably  treated  by 
extension  and  coaptation  splints.  Fractures  below  the  knee  are 
tisually  treated  with  plaster  of  Paris  dressing.  CoUes'  frac- 
tures and  fractures  of  the  forearm  are  usually  treated  with 
anterior  and  posterior  splints  and  extension;  fractures  of  the 
elbow-joint,  with  internal  angular  splint.  Fractures  of  the 
shoulder- joint,  and  of  the  humerous,  with  the  shoulder  cap  and 
internal,  lateral  splint  of  felt  or  other  like  material.  Fractures 
of  the  skull  are  treated  promptly.  When  there  is  a  suspicion 
of  depression,  trephining  is  done ;  hemorrhage  is  treated,  gauze 
packing  used,  if  necessary,  and  with  a  rubber  drainage  tube  to 
afford  drainage.  In  fractures  of  the  upper  and  lower  jaw  most 
decidedly  satisfactory  results  have  been  attained  by  employment 
of  the  interdental  splint,  used  by  our  dental  surgeon,  Dr.  Leroy 
Blatner. 

Of  tumors  of  the  neck  there  is  a  total  of  eighteen;  three  of 
the  thyroid  requiring  thyroidectomy,  and  the  patients  making  a 
good  recovery;  seven  cases  of  tubercular  glands,  these  patients 
making  a  good  recovery  after  thorough  removal  of  the  glandular 
structures;  there  were  two  cases  of  lympho-sarcoma  and  six 
cases  of  chronic  adenitis  requiring  operation,  all  of  them 
recovering. 

Of  tumors  of  the  breast  there  was  a  total  of  nineteen;   thir- 
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teen  true  carcinomas,  four  adenomas,  one  round-celled  sarcoma 
and  one  true  fibroma,  all  recovering.  In  operations  for  malig- 
nancy we  are  very  thorough  in  removing  the  axillary  and  sub- 
clavicular glands,  and  in  most  cases  the  pectoralis  major,  and 
frequently  the  pectoralis  minor  muscles.  This  number  of  ope- 
rations for  tumors  of  the  breast  is  not  up  to  the  average  of 
other  years. 

Of  abdominal  sections,  in  which  the  peritoneum  was  opened 
into,  there  were  one  hundred  and  sixty-eight  cases.  Of  this  total 
there  were  twelve  gall-bladder  cases,  eight  of  them  gallstones, 
in  which  cholecystotomy  was  done,  each  recovering ;  three  cases, 
two  of  which  gave  symptoms  of  gallstone  trouble,  yet,  upon 
exploration,  no  stones  were  found.  The  gall  bladder  was  attached 
to  the  incision,  drainage  established,  and,  ultimately,  these 
patients  made  a  good  recovery,  being  relieved  of  their  former 
pain.  An  exploration  was  done  in  the  remaining  case  of  this 
group  of  three,  the  gall  bladder  was  found  very  much  con- 
tracted, deep  underneath  the  liver,  and  with  many  adhesions, 
but  no  stones  found.  The  patient  died  afterwards  of  hemorrhage, 
but  with  no  evidence  of  malignant  disease.  There  was  one  case 
of  biliary  sinus  in  which  curettement  was  done,  and  an  applica- 
tion of  full  strength  carbolic  acid  mads,  the  sinus  ultimately 
healing.  Would  say  that  I  have  seen  most  excellent  results  in  the 
treatment  of  biliary  sinuses  by  the  use  of  full  strength  carbolic 
acid,  introducing  from  five  to  ten  drops  into  the  sinus  once  in 
three  or  four  days. 

Of  this  group  of  gall-bladder  cases  there  was  an  exceedingly 
interesting  one,  i.  e.,  as  follows:  Mr.  H.  E.,  aged  sixty-two, 
native  of  Germany,  and  tailor  by  occupation.  A  gastroenter- 
ostomy was  done  for  carcinoma  of  the  pyloric  end  of  the  stom- 
ach; the  gall  bladder,  which  was  found  distended,  and  con- 
taining a  number  of  gallstones,  was  brought  up  into  the  median 
incision,  the  same  as  in  an  ordinary  case  of  cholecystotomy, 
drainage  established  in  this  way,  the  patient  ultimately  making 
a  most  excellent  recovery,  at  present  having  gained  in  flesh  and 
very  comfortable,  June,  1904. 

There  were  four  uncomplicated  cases  of  gastroenterostomy 
done  for  carcinoma  of  the  pyloric  end  of  the  stomach,  and  of 
whom  three  made  a  good  recovery,  the  fourth  dying  at  the  end 
of  the  fourth  day  from  exhaustion,  her  condition  being  very 
serious  at  the  time  of  the  operation.  There  was  one  case  of  gas- 
troptosis;  three  cases  of  exploratory  incision,  in  which  the  liver 
was  implicated  with  the  carcinoma  of  the  stomach  to  that  extent 
it  was  impossible  to  proceed  to  any  further  operative  interven- 
tion, these  cases  all  recovering  from  the  incision. 
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■  There  were  thirty-three  operations  for  uterine  fibroids,  three 
patients  dying.  In  connection  with  these  thirty-three  cases  there 
were  three  of  complications  in  the  form  of  gallstones,  in  which 
cholecystotomy  was  done  at  the  same  time,  all  recovering.  Of 
the  cases  of  death  one  patient  had  a  very  large  tumor,  one  was 
in  a  feeble  condition  and  the  third,  while  not  having  a  large 
tumor,  was  evidently  suffering  from  typhoid  fever  at  the  time 
of  the  operation,  and  died  from  this  latter  complication.  This 
case  presented  many  strange  features.  In  reference  to  opera- 
tions for  uterine  fibroids  would  say  that  I  usually  tie  the  ovarian 
artery,  then  the  vessels  of  the  broad  ligament,  the  uterine  artery 
on  each  side  and  remove  the  uterus  as  low  down  towards  the 
cervix  as  possible,  closing  the  stump  with  interrupted  silk 
sutures,  and  suturing  over  the  peritoneum  from  one  side  to  the 
other  of  the  width  of  the  incised  tissue.  I  prefer  to  leave  the 
eervix,  if  it  is  healthy,  and  in  this  way  preserve  the  vault  of 
the  vagina.  I  believe  that  cases  do  better  in  their  permanent 
convalescence. 

The  following  cases  I  believe  are  of  sufficient  interest  to  report 
at  this  time: 

Mrs.  G.  G.  S.,  »t.  60,  native  of  United  States,  and  housewife  by  occupa- 
tion. Diagnosis  papillomatous  ovarian  cyst,  with  gall-bladder  complica- 
tions. Ovarian  cysts  first  removed.  (Jail  bladder  explored  and  found  to 
contain  a  large  number  of  stones,  ninety-six  in  all.  She  had  been  ill  for 
about  six  years  with  no  diagnosis  or  supposed  symptoms  of  gallstones. 

Papillomatous  cyst  returned  in  less  than  a  year,  when  another  operation 
was  done,  and  later  Coley's  fluid  was  used  very  thoroughly,  but  death 
finally  resulted.  This  was  the  third  or  fourth  case  of  sarcoma  in  her  fam- 
ily of  sisters  and  nieces.  Dr.  Macdonald  and  myself  have  since  operated 
upon  another  sister  for  double  papillomatous  ovarian  cyst,  she  making  a 
good  recovery. 

Mrs.  G.  P.— Aet.  35,  native  of  United  States,  housewife  by  occupation. 
Diagnosis  myoma  of  uterus.  Had  had  attacks  of  biliary  colic  since  a  child, 
but  not  so  severe  until  four  years  previous  to  present  illness.  History  of 
fibroid  of  about  two  years  standing.  Gall-bladder  distended  with  stones. 
Cholecystotomy  done  and  patient  had  a  long  convalescence,  suffering  from 
many  hallucinations,  but  now  is  in  good  health.  In  these  cases  of  uterine 
fibroid  and  other  conditions  complicated  with  gall  stones,  after  you  have 
made  your  median  incision  and  completed  your  operation,  it  is  a  very  easy 
matter  to  pass  the  hand  up  to  the  gall-bladder,  see  as  to  the  true  condition 
there,  and,  if  desirable,  operate.  A  quick  incision  may  be  made  through 
the  abdominal  wall  and  the  gall-bladder  easily  reached,  simplifying  the 
operation  quite  decidedly. 

*  Of  cases  of  ovarian  cysts  there  are  fourteen,  in  which  the 
tumor  sprang  from  one  ovary  only,  and  ten  cases  in  which  both 
ovaries  were  implicated,  being  cases  of  double  ovarian  tumors. 
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This  is  rather  an  unusual  average.  All  of  these  cases,  twenty- 
four  in  number,  recovered. 

Of  operations  upon  the  ovaries  for  pus  tubes  there  were  fif- 
teen, all  of  whom  recovered.  Of  operations  upon  the  appendages 
for  removal  of  the  ovaries  and  tubes,  due  to  previous  pelvic 
peritonitis  and  abscesses,  there  were  fifteen  cases,  all  of  whom 
recovered. 

,  There  was  a  total  of  fifty-six  cases  of  appendicitis.  Of  the 
acute  cases,  in  which  the  symptoms  had  lasted  from  one  to  two 
and  four  days,  there  were  twenty-nine.  These  cases  were  made 
up  of  perforations,  foreign  bodies  in  the  appendix,  gangrenous 
condition  of  the  appendix,  with  pelvic  and  general  peritonitis, 
and  of  which  twenty-eight  recovered,  the  one  death  due  to  gen- 
eral peritonitis. 

There  were  nine  cases  of  sub-acute  appendicitis,  i.  e.,  cases  in 
which  the  operations  were  done  soon  after  recovery  from  an 
attack,  and  in  which  there  was  yet  a  condition  of  inflammation 
present,  all  of  whom  recovered.  Of  the  relapsing,  chronic  form 
of  appendicitis,  there  were  eighteen  cases,  all  of  whom  recovered. 

Of  operations  for  hernia  there  were  thirteen  direct  and  indi- 
rect inguinal,  two  femoral  and  three  ventral.  In  the  latter 
abdominal  section  had  been  done,  one,  my  own  case,  and  the 
other  two  that  of  other  surgeons,  all  of  these  cases  recovering. 
The  usual  operation  has  been  that  of  the  Bassini  method  and  no 
truss  worn  afterward. 

There  are  two  cases  of  bi-cornate  uteri,  the  histories  as  follows : 

Mrs.  W.  S.,  »t.  37,  native  of  United  States,  and  housewife  by  occupation. 
Patient  gave  no  unusual  history.  Had  suffered  from  supposed  stomach 
trouble  for  some  time,  but  eructations  of  gas  would  always  afford  relief. 
Was  operated  upon  for  lacerated  cervix  at  St.  Luke's  Hospital,  New  York, 
just  previously.  Game  to  Albany  Hospital  January  8,  1903,  presenting 
symptoms  as  follows:  Endometritis,  fibroid  and  gall-bladder  trouble. 
Patient  placed  oh  table  in  lithotomy  position.  Left  side  of  external  os 
very  badly  lacerated.  Uterus  curetted  out  in  usual  manner,  Y-shaped  pieee 
removed  from  left  side  of  cervix,  and  incision  brought  together  by  means 
of  three  ohromocized  catgut  sutures.  Median  incision  then  made  for  sup* 
ravaginal  hysterectomy.  Upon  opening  abdomen  a  careful  examination  of 
pelvis  disclosed  a  double  uterus,  right— which  was  supposed  to  be  the 
fibroid— evidently  containing  foetus  of  about  six  weeks.  Bight  ovary  and 
tube,  as  well  as  left,  so  badly  damaged  that  supravaginal  hysterectomy 
was  required.  Right  ovary  and  tube  and  right  horn  of  uterus  removed 
in  usual  manner.  Left  ovary  and  tube  with  left  uterus  also  removed. 
Examination  of  gall-bladder  revealed  gall  stones.  Usual  incision  four 
centimetres  long  parallel  with  border  of  ribs.  Several  gall  stones  removed 
in  usual  manner.  Left  ovary  and  tube  with  left  uterus  also  removed. 
Patient  made  a  good  recovery. 
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Upon  examination  appendix  found  normal.  Examination  of  bieoraata 
uterus  showed  foetus  in  right  cornu  of  about  six  weeks.  Left  cornu  of 
uterus  contained  packing  from  curettement. 

Miss  H.  W.,  aet.  28,  native  of  United  States,  and  teacher  by  occupation* 
In  September,  1902,  patient  had  had  appendix  and  right  ovary  removed. 
She  came  to  the  Albany  Hospital  January  28,  1903,  with  symptoms  of  a 
floating  kidney.  Exploratory  incision  for  floating  right  kidney  done  Feb- 
ruary 2,  1903.  Upon  opening  abdomen  and  exploring  old  incision  a  point 
of  hypodermic  needle  was  felt  and  removed  from  right  side  of  abdomen. 
This  had  evidently  penetrated  into  the  peritoneal  cavity.  Stump  of  appen- 
dix in  normal  condition;  right  ovary  and  tube  absent;  left  ovary  and  tube 
rudimentary.  Bi-cornate  uterus  also  discovered  but  not  removed.  Movable 
kidney  found  on  right  side.  Gall-bladder  and  liver  in  normal  condition.  All 
adhesions  broken  up,  and  remnants  of  old  scar  dissected  out. 

Patient's  strength  permitting,  February  17,  1903,  usual  lumbar  incision 
four  centimetres  long  made.  Kidney  fat  exposed,  large  amount  removed, 
and  right  kidney  brought  up  into  wound.  Capsule  split,  edges  fastened 
with  interrupted  catgut  sutures  to  fascia,  and  wound  closed  in  usual  man- 
ner. Patient  made  a  good  recovery  and  later  reported  being  happy  and  free 
from  all  pain. 

Case  of  Undescended  Testicle.— Mr.  B.  E.  J.,  aet.  51,  native  of  Wales  and 
a  slate  maker  by  occupation,  entered  the  Albany  Hospital  January  19,  1903, 
complaining  of  inguinal  hernia  and  undescended  testicle.  Patient  gave  the 
following  history: 

For  six  months  previously  had  some  trouble  in  right  groin  with  pain  and 
distress  in  region  of  testicle.  Father  of  nine  children,  alive  and  well;  prior 
to  present  illness  patient's  health  good.  There  was  much  tenderness  in 
region  of  right  testicle,  and  examination  showed  undescended  testicle  on 
right  side,  with  hernial  mass  in  inguinal  canal.  Operation  January  21,  1903. 
Usual  incision  for  inguinal  hernia  six  centimetres  long.  Upon  opening 
inguinal  canal  testicle  found  very  adherent  to  inguinal  sac.  Caecum  pro- 
truded into  hernial  sac  and  appendix  also  found  in  sac  Appendix  contained 
fecal  concretion  midway  its  length  and  was  in  a  state  of  chronic  inflamma- 
tion. Appendix  separated  from  caecum  and  hernial  sac  with  difficulty  and 
removed  in  usual  manner.  Hernial  sac  dissected  out  as  much  as  possible. 
Undescended  testicle  and  cord  then  dissected  off  from  hernial  sac  and  re- 
moved in  usual  manner.  All  three  conditions  so  matted  together  made  dis- 
section very  difficult.  Caecum  and  remnants  of  sac  reduced  into  abdomen  and 
wound  closed  with  layer  suture,  number  three  catugut  being  used  in  deepest 
sutures.  Standard  dressings.  Pathological  report  showed  sub-acute  ap- 
pendicitis with  chronic  pariorchitis.  Patient  made  an  uninterrupted  and 
complete  recovery. 


Of  disease  of  the  vagina  there  were  five  cases  cf  cystocele  and 
rectocele. 

There  was  an  unusual  number  of  cases  of  epithelioma  of  the 
vulva  and  walls  of  the  vagina,  eight  in  all,  most  of  whom  I  ope- 
rated upon,  and  with  success,  so  far  as  the  primary  results  go. 
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In  this  class  of  cases  I  do  not  know  of  any  condition  more  fatal. 
Although  you  may  remove  the  glands  and  surrounding  tissue 
with  ever  so  much  care,  yet  the  disease  returns  or  metastisis 
takes  place. 

There  were  two  cases  of  vaginal  hysterectomy  for  cancer  of  the 
cervix,  both  of  which  recovered.  For  some  time  we  made  use 
of  the  angiotribe  in  doing  this  operation,  but  of  late  we  are 
returning  to  the  use  of  the  ligature  more  especially. 

Time  will  not  permit  me  to  speak  of  the  eighty-five  cases  of 
endometritis,  complicated  with  laceration  of  the  cervix,  and  of 
the  peritoneum  or  the  different  flexions,  together  with  stenosis 
of  the  external  os. 

Of  diseases  of  the  bones  and  joints  there  was  an  unusual  num- 
ber of  tubercular  cases,  thirty-two  in  all.  In  regard  to  the  ope- 
ration in  these  cases  we  are  greatly  in  favor  of  free  incision  into 
the  medullary  portion  of  the  bone  and  making  thorough  use 
of  iodoform.  % 

In  cases  of  sarcoma  we  have  made  thorough  use  of  Coley's 
fluid,  and  perhaps  with  some  success  in  one  or  two  cases. 

In  secondary  deposits  of  carcinoma  the  X-ray  treatment  has 
been  followed  out  very  thoroughly  with  the  disappearance  in 
many  cases  of  the  secondary  deposits,  but  as  yet  we  cannot 
report  a  case  of  absolute  recovery. 

It  will  be  noted  there  was  a  mortality  in  the  cases  of  uterine 
fibroids,  but  the  percentage  of  recoveries  is  so  markedly  increased, 
compared  with  five  or  ten  years  ago,  that  we  have  every  reason 
to  be  encouraged  and  to  continue  this  line  of  work.  The  mor- 
tality list  is  largely  associated  with  cases  that  have  been  delayed 
too  long,  in  which  the  tumor  has  grown  to  a  great  size;  large 
venous  trunks  developing  in  the  broad  ligament ;  pressure  upon 
the  ureters;  distension  of  the  pelves  of  the  kidneys;  pressure 
upon  the  rectum;  in  some  cases  producing  pelvic  peritonitis 
and  increasing  the  number  of  adhesions.  At  times  these  cases 
become  complicated  with  appendicitis.  Then  in  other  cases  con- 
tinued loss  of  blood  brings  the  patient  to  us  in  such  an  anaemic 
condition  that  while  they  bear  the  operation  and  come  off  the 
table  safely,  and  transfusion  in  some  form  is  done  or  the  infusion 
of  normal  salt  solution,  yet  they  die  from  shock,  or  within  a  few 
days,  the  heart  being  unable  to  continue  its  work.  In  the  cases 
where  large  venous  trunks  develop  these  patients  sometimes  sud- 
denly die  from  venous  thrombosis.  While  apparently  doing 
well  their  sudden  death  ensues.    As  a  result  of  pelvic  peritonitis 
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these  large  fibroids,  and  also  fibroids  connected  with  the  broad 
ligaments,  often  become  adherent,  deep  down  in  the  pelvis  and 
are  exceedingly  dangerous  to  attack.  In  these  latter  cases  the 
ureters  are  likely  to  become  implicated  at  the  time  of  the  ope- 
ration. Although  my  group  of  cases  escaped  any  such  compli- 
cation yet  it  is  one  of  the  serious  results  arising  from  delay  in 
operating. 

In  all  these  cases  of  pelvic  surgery  it  is  becoming  more  and 
more  my  practice  to  examine  the  appendix,  and  if  there  is  the 
least  suspicion  of  disease,  or  it  is  at  all  abnormal,  to  remove  it, 
so  that  in  the  case  of  operations  upon  the  appendix  the  number 
would  be  increased  to  something  like  seventy,  had  I  reported 
the  individual  cases  where  in  removing  the  fibroid,  pus  tubes, 
or  ovarian  cysts,  I  also  removed  the  appendix. 

As  stated,  time  does  not  permit  my  speaking  of  congenital 
deformities,  treatment  of  hemorrhoids,  prolapse  of  the  rectum, 
fissure  and  other  surgical  lesions  of  the  rectum ;  diseases  of  the 
gemto-urinary  tract,  such  as  urethral  stricture  or  vesical  lesions ; 
the  various  operations  upon  the  kidneys;  operations  upon  the 
nerves  for  relief  of  neuralgia,  etc.,  also  the  various  abscesses 
connected  with  the  cavities  of  the  body,  varicocele  in  the  male 
and  tumors  of  the  scrotum.  No  reference  can  be  made  to  the 
various  amputations  that  come  with  the  surgical  lesions  and 
present  in  hospital  practice. 
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XXII.  A  CASE  OF  GUNSHOT  WOUND  OF  THE  BRAIN 
By  JOHN  A.  WYETH,  M.  D.,  LL.  D. 

NSW  YORK 

A.  T.  L,  aged  23,  came  under  my  care  at  the  Polyclinic  Hospital,  August 
11,  1903,  through  the  courtesy  of  Dr.  W.  H.  Sampson,  of  Mount  Hope, 
W.  Va. 

In  the  February  preceding,  a  spheric  bullet  fired  from  a  82-calibre  pistol, 
had  entered  the  cranium  through  the  frontal  bone,  at  a  point  about  an  inch 
to  the  right  of  the  median  line  of  the  skull,  and  about  the  same  distance 
from  the  junction  of  the  interparietal  with  the  frontoparietal  suture. 
There  was  no  wound  of  exit.  The  hemorrhage,  which  was  slight,  ceased 
spontaneously.  He  was  carried  into  an  emergency  hospital  in  a  neighbor- 
ing mining  town,  but  no  effort  was  made  to  locate  or  remove  the  missile. 
He  remained  here  about  two  months  and  was  then  removed  to  his  home, 
being  confined  to  bed  the  greater  part  of  the  time.  While  he  was  at  no 
time  entirely  unconscious,  he  suffered  evident  impairment  of  the  mind  from 
the  date  of  the  receipt  of  the  injury.  He  was  at  times  delirious  and  while 
there  was  no  paralysis  of  the  sphincters  the  contents  of  the  bladder  and 
bowels  were  often  passed  without  the  consciousness  of  the  patient  The 
track  of  the  wound  became  infected  soon  after  the  accident  and  the  open- 
ing was  gradually  plugged  with  a  protrusion  of  granulation  tissue  through 
which  a  small  quantity  of  pus  discharged.  There  were  at  no  time  any 
symptoms  of  injury  to  the  motor  convolutions  of  the  brain,  nor  to  the 
special  senses. 

When,  five  months  after  the  accident,  I  examined  this  patient,  I  found 
the  local  conditions  as  just  described.  The  patient's  intelligence  was 
seriously  impaired.  He  talked  incoherently,  was  restless,  and  in  order  to 
prevent  him  from  leaving  his  bed  and  wandering  about  the  ward  he  had  to 
be  kept  under  constant  watch. 

Careful  radiographs  by  Dr.  J.  A.  Bobertson,  of  New  York,  were  taken 
from  both  sides  of  the  skull,  as  well  as  from  the  front  and  back.  That 
from  the  patient's  right  side  showed  the  foreign  body  very  distinctly.  The 
picture  from  the  left  side  was  less  distinct,  while  that  from  in  front  showed 
it,  though  dimly.  The  radiograph  taken  from  the  occipital  region  gave  no 
trace  of  the  missile. 

As  soon  as  the  patient  could  be  properly  prepared  for  operation  I  cleared 
up  the  wound  of  entrance,  and  when  a  Nelaton  porcelain-tipped  probe  was 
carefully  introduced  it  practically  found  its  way  along  a  slightly  tortuous 
route  until  at  a  depth  of  about  three  inches  it  came  in  contact  with  a  hard 
substance  resting  upon  the  orbital  plate  of  the  frontal  bone.  Withdrawing 
the  probe,  I  carried  my  finger  in  the  direction  which  it  had  taken  along  the 
suppurating  track  to  the  base  of  the  skull  where  I  felt  the  bullet,  and  then 
by  guiding  a  delicate  forceps  along  the  palmar  aspect  of  the  finger,  the 
foreign  body  was  extracted.  In  order  to  secure  proper  drainage  the  skull 
was  cut  through  at  the  level  of  the  orbital  plate  of  the  frontal  bone  just 
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above  the  eyebrow,  the  dura  thoroughly  opened,  and  a  soft-rubber  drainage- 
tube  passed  through  this  opening  to  the  deepest  portion  of  the  abscess.  The 
original  wound  of  entrance  also  gave  exit  to  a  drainage-tube.  With  the 
exception  of  a  rise  of  temperature  the  day  following  the  operation  (104°  F.) 
no  unfavorable  symptoms  developed,  and  the  patient  steadily  improved  in 
every  respect.  The  delirium  disappeared  after  three  weeks,  he  became 
rational,  had  full  control  of  all  his  functions,  and  by  October  10  journeyed 
unaccompanied  to  his  home  in  West  Virginia,  where  he  arrived  safely.  At 
the  time  of  his  departure  there  was  only  a  slight  superficial  granulation 
tissue  about  the  wound,  requiring  a  change  of  dressing  every  two  or  three 
days.  This  was  looked  after  by  his  local  physician  until  it  entirely  healed 
and  the  patient  was  discharged  as  cured.  The  wounds  were  entirely  healed, 
all  pain  had  disappeared,  he  talked  and  behaved  rationally,  and  was  able 
to  resume  his  avocation. 


While  a  brain,  the  right  anterior  lobe  of  which  had  suffered 
a  very  considerable  loss  of  substance  by  traumatism  and  the 
destructive  process  of  suppuration  with  improper  drainage,  could 
not  be  expected  fully  to  resume  its  normal  function  even  after 
removal  of  the  foreign  body  and  with  the  establishment  of  thor- 
ough drainage  and  repair  of  the  deep  and  superficial  wound, 
yet  this  operation  had  resulted  in  the  relief  of  all  symptoms  of 
brain  disturbance  with  the  exception  of  a  slightly  diminished 
intelligence. 

The  profession  has  been  made  acquainted  with  the  remark- 
able case  reported  in  the  American  Journal  of  Medical  Sciences 
for  July,  1850,  by  Professor  H.  J.  Bigelow,  of  Boston,  in  which 
there  was  recovery  and  resumption  of  function  in  a  brain  in 
which  a  large  part  of  one  anterior  lobe  was  entirely  destroyed. 
An  iron  rod,  one  and  one-fourth  inches  in  diameter  and  three 
and  one-half  feet  in  length,  had,  by  the  premature  explosion  of 
a  blast,  been  driven  through  the  patient's  bead,  entering  in 
front  of  the  angle  of  the  jaw,  passing  obliquely  upward  through 
the  anterior  part  of  the  cranial  cavity,  destroying  the  left  optic 
nerve,  and  emerging  from  the  top  of  the  frontal  bone  at  the  median 
line  just  in  front  of  the  point  of  union  of  the  interparietal  and 
frontoparietal  sutures.  The  patient  survived  this  injury  for  over 
twelve  years,  and,  notwithstanding  the  loss  of  so  much  brain 
substance  from  the  anterior  lobe,  was  able  for  a  great  part  of 
the  time  to  do  the  ordinary  work  of  watchman  and  farm  laborer. 
He  finally  died  after  a  short  illness  accompanied  by  convulsions. 
The  treatment  of  gunshot  wounds  of  the  brain  which  are  not 
immediately  fatal  may  be  considered  under  two  different  classes. 
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1.  Those  in  which  the  missile  passes  entirely  through  the  skull. 

2.  Those  in  which  it  lodges  within  the  cranial  cavity. 

When  a  bullet  has  passed  through  the  skull,  the  indications 
are  to  clear  up  the  wounds  of  entrance  and  exit,  enlarge  these 
sufficiently  to  permit  the  removal  of  loose  fragments  of  bone 
which  may  be  driven  into  the  dura  or  the  brain  substance  near 
the  wound  of  entrance,  to  remove  any  loose  particles  from  the 
wound  of  exit,  and  to  arrest  by  ligature  all  hemorrhage  which 
may  occur  in  the  scalp  wrounds  and  in  the  wounds  of  the  dura. 
When  hemorrhage  is  occurring  from  the  brain  substance  no 
effort  should  be  made  to  arrest  this  by  plugging  either  or  both 
wounds  for  fear  of  compression  upon  the  brain  substance  by 
retained  clot.  In  order,  however,  to  diminish  pressure  in  the 
injured  region  and  in  this  way  to  encourage  intravascular  coagu- 
lation, ligation  of  the  extremities  may  be  practiced,  in  this  way 
holding  in  the  veins  a  certain  proportion  of  the  volume  of  blood 
which  when  the  hemorrhage  shall  have  ceased,  may  be  gradually 
and  carefully  returned  to  the  general  circulation. 

The  question  of  drainage  is  important  and  the  indications  are 
in  general  met  when  a  few  strands  of  small  catgut  are  placed 
along  the  track  of  the  missile  in  the  brain  for  a  short  distance 
and  are  brought  out  through  the  openings  in  the  scalp.  Should 
symptoms  of  intracranial  abscess  occur  in  these  eases,  the  sur- 
gical indications  are  clear  that  an  effort  should  be  made  to  deter- 
mine the  location  of  the  abscess  and  institute  drainage. 

In  the  second  group,  those  in  which  the  foreign  body  has 
lodged  within  the  cranial  cavity,  any  operative  procedure  must 
be  determined  upon  by  careful  study  of  the  conditions  which  are 
present.  When  the  missile  is  of  small  caliber,  and  when  no 
hemorrhage  has  occurred  and  there  is  no  disturbance  of  function, 
I  should  advise  careful  antiseptic  treatment  of  the  wound  of 
entrance,  enlarging  it  for  the  purpose  of  removing  any  loose 
pieces  of  bone  which  may  impinge  upon  the  dura  or  brain,  and 
of  being  assured  that  the  foreign  body  had  penetrated  beyond 
the  dura  into  the  substance  of  the  cerebrum. 

About  1883  a  case  of  this  character  came  under  my  personal 
observation.  A  26-caliber  conical  bullet  entered  the  skull  of  a 
lad,  nine  years  of  age,  just  over  the  middle  line  of  the  right  eye, 
passing,  as  well  as  I  could  determine  from  the  history  of  the  case 
and  the  appearance  of  the  wound,  directly  backward  through 
the  brain.  The  hemorrhage  had  been  insignificant.  There  was 
no  paralysis,  pain,  or  loss  of  function  from  this  injury.    Under 
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an  anesthetic,  twenty-four  hours  after  the  accident,  I  made  an 
incision,  which  exposed  the  wound  of  entrance  through  the  skull, 
enlarged  the  opening  with  a  rongeur,  and  removed  several  pieces 
of  bone  that  had  been  driven  into  the  dura.  As  the  bullet  had 
passed  through  this  membrane  and  deeper  in  the  substance  of 
the  brain,  I  deemed  it  unwise  to  attempt  an  exploration.  The 
patient  recovered  without  any  unfavorable  symptoms,  and  when 
I  last  saw  him,  five  years  after  the  accident,  he  was  in  perfect 
health,  and  had  at  no  time  suffered  any  suggestion  of  incon- 
venience from  the  presence  of  this  piece  of  lead  within  the 
cranial  cavity. 

When  the  missile  is  of  larger  caliber,  or  when  serious  symp- 
toms of  injury  to  the  brain  are  present,  the  indications  are 
entirely  different.  The  wound  of  entrance  should  be  thoroughly 
exposed  and  cleansed,  broken  pieces  of  bone  removed  and  an 
effort  made  to  locate  the  foreign  body  with  a  view  to  its  removal. 

By  means  of  the  radiograph  the  location  of  the  bullet  can  be 
demonstrated,  and  when  this  apparatus  is  at  hand  no  explora- 
tion along  the  track  of  the  missile  should  be  undertaken.  When, 
however,  circumstances  do  not  permit  the  use  of  the  Roentgen 
ray,  no  better  illustration  of  the  method  of  procedure  can  be 
given  than  by  the  following  instructive  case,  which  was  in  Belle- 
vue  Hospital  in  1884,  in  the  service  of  my  former  colleague, 
Professor  W.  P.  Fluhrer.  The  patient,  nineteen  years  of  age, 
received  a  pistol  shot  wound,  entering  through  the  frontal  bone 
and  penetrating  the  brain.  The  wound  of  entrance  was  enlarged, 
and  a  very  severe  hemorrhage  from  a  vessel  of  the  pia  mater 
was  controlled  by  a  small  clamp.  A  good-sized  porcelain-tipped 
probe  was  carefully  introduced  and  allowed  to  find  its  own  w$y 
in  the  track  left  by  the  bullet.  This  instrument  passed  to  a 
depth  of  six  inches,  where,  a  slight  resistance  being  met,  it  was 
allowed  to  remain.  The  direction  of  the  probe  indicated  the 
point  on  the  opposite  side  of  the  skull  at  which  the  missile  had 
most  probably  struck.  Slightly  below  this  level  a  trephine  was 
applied,  and  upon  removing  the  disk  of  the  bone  the  dura 
appeared  dark,  from  blood  effused  beneath  it.  This  was  incised 
and  the  track  of  the  bullet  discovered,  it  having  been  deflected 
somewhat  lower  after  impinging  upon  the  concave  surface  of 
the  skull.  This  route  was  followed  by  the  trephine,  the  bullet 
found  and  removed.  The  probe  was  now  carried  entirely  along 
the  track  of  the  missile  in  the  brain,  and  through-and-through 
catgut  drainage  established.    The  patient  recovered  and  returned 
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to  his  occupation,  suffering  only  with  slight  impairment  of  mem- 
ory and  occasional  muscular  spasms. 

In  the  case  which  forms  the  subject  of  this  paper  it  would 
have  been  better  to  have  instituted  immediate  search  for  the  bul- 
let and  to  have  removed  it,  for  the  amount  of  brain  tissue  injured 
in  this  effort  would  have  been  many  times  less  than  that  which 
ultimately  was  sacrificed  by  the  process  of  suppuration,  which 
continued  for  several  months  before  proper  drainage  was  insti- 
tuted; and  even  had  no  immediate  operation  been  undertaken, 
upon  the  first  appearance  of  the  suppurative  process,  operation 
should  have  been  no  longer  postponed. 


XXIII.  ON  LESIONS  IN  THE  STRUCTURES  SURROUND- 
ING  THE  KNEE  JOINT 

By  NATHAN  JACOBSON,  M.  D. 

SYRACUSE 

It  is  not  my  purpose  to  discuss  categorically  all  of  the  lesions 
which  may  be  encountered  in  the  neighborhood  of  the  knee  joint. 
I  desire  rather  to  call  your  attention  to  the  particular  suscep- 
tibility of  this  area  to  injury  and  disease  not  directly  involving 
the  joint. 

It  is  generally  conceded  that  of  all  joints,  the  knee,  because  of 
its  size,  complex  construction  and  exposed  position  is  the  most 
vulnerable. 

The  structures  which  surround  this  joint  are  of  such  varied 
anatomical  character  that  we  meet  a  wide  range  of  pathological 
conditions.  It  is  of  paramount  importance  to  appreciate  these 
peri-articular  disturbances  early,  for  many  of  them  by  extension 
subsequently  involve  the  joint.  Moreover,  it  is  equally  impor- 
tant to  promptly  recognize  those  of  infectious  character  so  as 
to  avoid  serious  constitutional  implication. 

It  seems  to  me  proper  to  classify  the  lesions  of  the  structures 
surrounding  the  knee  joint  as  (1)  those  the  direct  result  of 
traumatism,  (2)  those  caused  indirectly  by  injury  and  (3)  those 
without  known  cause. 

Of  the  more  uncommon  disturbances  is  rupture  of  the  quadri- 
ceps extensor  or  the  ligamentum  patellae.  I  desire  to  present 
to  you  the  history  of  a  case  of  the  latter  kind. 
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Case  I.— Spontaneous  rupture  of  ligamentum  patellae  at  its  tibial  attach- 
ment; slow  recovery. 

A  sister  of  a  religious  order,  forty  years  of  age,  of  excellent  heredity 
and  as  far  as  known  enjoying  perfect  general  health,  on  the  evening  of 
March  26,  1901,  having  finished  her  supper,  attempted  to  rise  from  the 
chair  on  which  she  had  been  sitting  at  the  table.  Without  further  effort 
than  she  would  ordinarily  make  and  without  the  occurrence  of  any  accident 
she  felt  her  right  knee  snap.    She  fell  back  and  was  unable  to  stand. 

The  pain  from  the  first  moment  was  intense.  A  physician  saw  her  within 
half  an  hour  and  assured  her  that  the  accident  was  not  a  serious  one  and 
that  a  cartilage  of  the  knee  had  slipped  out  of  place.  At  this  time  she 
was  sitting  with  the  leg  at  an  angle  of  ninety  degrees  to  the  thigh.  The 
physician  carried  the  leg  forward  and  backward  a  number  of  times  while 
with  his  opposite  hand  he  brought  sharp  pressure  to  bear  upon  the  knee. 
At  this  time  she  was  in  the  basement,  but  with  some  assistance  managed  to 
get  to  her  room  up  two  flights  of  stairs.  The  pain  continued  incessantly; 
marked  swelling  appeared  and  the  skin  on  the  outer  side  of  the  leg  from 
knee  to  ankle  became  ecchymotic  She  was  advised  not  to  keep  the  knee 
quiet,  but  to  bend  it  freely  back  and  forth  so  as  not  to  allow  it  to  become 
stiff.  These  directions  were  religiously  carried  out  up  to  the  time  I  saw 
her  two  weeks  after  the  occurrence  of  the  accident.  Three  times  during 
the  intervening  fortnight  she  attempted  to  get  up  on  her  feet,  but  it  was  im- 
possible to  stand. 

When  I  saw  her  on  the  seventh  of  April,  I  found  the  skin  still  slightly 
ecchymotic  in  the  neighborhood  of  the  knee.  The  swelling  was  of  moderate 
degree.  What,  however,  was  very  apparent  was  that  the  ligamentum 
patellae  was  completely  separated  from  its  tibial  attachment.  A  finger 
could  readily  be  placed  in  the  interspace  caused  by  the  separation  of  the 
tendon  from  the  bone.  I  gave  a  rather  gloomy  prognosis,  stating  that  it 
would  be  many  months  before  she  would  be  up,  and  much  longer  before  she 
would  have  the  use  of  the  knee  joint  and  restoration  of  the  propelling 
power  of  the  leg  in  walking.  The  separation  being  so  near  the  bone  I  did 
not  attempt  any  cutting  operation;  but  placed  the  extremity  in  a  plaster  of 
Paris  cast  which  was  worn  for  seven  weeks;  then  removed  it  only  to  find 
that  no  apparent  union  had  occurred.  After  wearing  the  east  three  weeks 
longer  a  re-examination  showed  slight  union.  The  extremity  was  again 
replaced  in  a  fixed  dressing,  which  was  worn  until  the  month  of  July,  at 
which  time  we  substituted  for  it  a  steel  brace  made  after  the  plan  sug- 
gested by  Dr.  Gibney.  This  brace  is  so  constructed  as  to  render  the  knee 
entirely  immobile  or  to  permit  such  degree  of  movement  as  might  be  de- 
sired. It  was  worn  more  or  less  continually  for  a  year  and  during  this  time 
gradually  increasing  motion  was  permitted.  During  this  period  douches  of 
hot  followed  by  cold  water,  friction  and  passive  movements  were  carried 
out.  Later  massage,  electricity  and  movements  with  resistance  were  insti- 
tuted. In  this  way  we  succeeded  not  only  in  securing  repair  of  the  liga- 
mentum patellae,  but  have  at  present  mobility  to  an  angle  of  seventy-five 
degrees.  The  patient  can  walk  up  stairs  putting  the  injured  leg  forward, 
although  this  movement  is  still  a  little  awkward.  She  is  able  to  be  about 
looking  after  her  duties  and  has  several  times  walked  a  mile  without  dis- 
comfort. 
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On  two  other  occasions  I  have  met  with  rupture  of  the  liga- 
mentum  patellae.  One  I  produced  in  breaking  up  adhesions  in 
an  ankylosed  joint.  In  this  case  very  satisfactory  recovery  with 
good  function  resulted  under  treatment  similar  to  that  just 
described.  The  other  was  due  to  an  injury  in  which  the  foot 
was  caught  in  a  wagon-wheel  during  a  runaway.  This  case 
made  a  much  more  prompt  recovery  than  did  either  of  tjie 
other  two. 

While  I  find  no  record  of  rupture  of  the  ligamentum  patellae 
as  the  result  of  as  little  violence  as  in  the  case  detailed,  there  are 
many  instances  on  record  in  which  this  ligament  has  suffered 
rupture.  It  is  altogether  possible  that  in  our  case  complete  sepa- 
ration did  not  immediately  occur,  but  that  the  frequent  move- 
ment of  the  extremity  continued  for  two  weeks  lead  to  the  entire 
separation  of  the  fibres  which  at  first  were  not  completely  torn 
through.  The  usual  cause  of  this  rupture  is  direct  violence  of  a 
kind  similar  to  that  which  would  produce  fracture  of  the  patella. 
It  has  occurred  as  the  result  of  slipping,  the  individual  resisting 
the  tendency  to  fall  backwards,  and  in  doing  so  producing  a 
violent  contraction  of  the  quadriceps  extensor.  The  character- 
istic manifestations  are  the  unnatural  vacuity  at  the  seat  of  the 
rupture,  the  unusual  prominence  above  and  below  this  gap, 
retraction  of  the  patella,  inability  to  extend  the  leg,  the  early 
appearance  of  swelling,  the  persistence  of  pain  and  the  ability 
of  the  surgeon  to  place  his  finger  or  fingers  in  the  gap  occasioned 
by  the  separation  of  the  tendon.  If  the  rupture  has  occurred  at 
a  point  sufficiently  high  to  permit  suturing  of  the  torn  parts, 
an  open  operation  can  be  satisfactorily  performed.  When  occur- 
ring close  to  or  at  the  tibial  insertion  the  ligament  has  been  nailed 
to  the  bone.  One  should  always  be  guarded  in  his  prognosis  in 
this  class  of  injuries. 

Another  form  of  injury,  which  it  seems  to  me  is  of  frequent 
occurrence  and  yet  I  believe  often  overlooked,  is  periostitis  of 
the  head  of  the  tibia,  usually  the  result  of  slight  injury.  The 
following  is  a  case  in  point : 

Case  II.— Traumatic  periostitis  of  head  of  tibia;  frequent  relapses; 
ultimate  recovery.— On  the  fourth  of  June,  1900,  W.  B.  S.,  a  nursery  man; 
married;  fifty- two  years  of  age;  consulted  me.  Two  weeks  before  he  had 
been  thrown  from  his  carriage  and  thought  that  he  had  injured  his  left 
knee,  although  he  was  sufficiently  incapacitated  to  prevent  his  getting 
about.  At  this  time  there  was  a  tender  space  not  larger  than  what  could  be 
covered  with  the  tip  of  the  finger,  although  surrounding  it  there  was  a  wider 
area  of  ecchymosis.  I  cauterized  the  surface  with  a  thermocautery  and 
covered  it  with  adhesive  straps.  In  the  course  of  two  weeks,  treating  it 
in  this  way  every  fourth  day,  he  considered  himself  sufficiently  well  to  dis- 
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continue  treatment.  I  did  not  see  him  again  until  the  middle  of  October. 
In  the  meantime  he  had  been  about  his  farms  and  nurseries,  walked  on 
plowed  ground,  ignoring  entirely  the  condition  of  the  tibia.  When  he  re- 
turned to  me  there  was  marked  swelling  and  tenderness  over  the  head  of  the 
tibia.  A  few  treatments  again  brought  about  improvement.  The  patient 
in  the  meantime  gave  up  much  of  his  work,  but  did  not  by  any  means  keep 
quiet.  About  the  end  of  November  he  was  unfortunate  enough  to  twist  the 
extremity  in  getting  about  and  provoked  a  very  marked  inflammatory 
reaction.  The  parts  were  very  tender,  and  as  a  result  there  was  a  good  deal 
of  muscular  irritability  and  tendency  to  contraction  and  flexion  of  the  leg 
and  an  inability  to  extend  it.  For  a  month  he  was  confined  to  his  bed  with 
a  posterior  splint  and  ice  applied  to  the  affected  area.  A  brace  was  now 
applied,  which  secured  for  him  immobility  of  the  knee  joint.  He  was  com- 
pelled to  use  crutches  in  getting  about.  When  the  acute  manifestations  had 
fully  subsided  we  resumed  our  cauterizations.  On  the  third  of  June,  1901, 
he  was  again  unfortunate  enough  to  meet  with  an  accident  while  attempting 
to  descend  an  embankment.  The  pain  returned  with  increased  intensity 
and  the  inflammatory  condition  compelled  him  to  assume  the  recumbent 
posture  and  again  subject  himself  to  appliances  of  ice.  A  little 
later  antiphlogistin  was  used  instead.  It  was  the  first  of  September  be- 
fore he  was  able  to  get  about  again  satisfactorily.  But  from  this  time  on  he 
rapidly  improved.  He  continued  the  use  of  crutches  until  the  summer  of 
1902.  A  cane  was  then  substituted,  and  the  brace  was  so  adjusted  as  to 
permit  limited  motion.  The  head  of  the  tibia  continued  to  be  very  tender 
until  December,  1902.  At  this  time  he  was  suddenly  seized  one  day  with 
a  crick  in  the  back  and  in  attempting  to  get  up  wrenched  the  knee.  The 
disturbance  occasioned,  however,  was  only  temporary  and  not  very  severe. 
He  wore  his  brace  until  April,  1903.  At  this  time  he  was  able  to  move  his 
knee  joint  to  an  angle  of  ninety  degrees.  There  was  no  further  tenderness 
over  the  head  of  the  tibia,  but  atrophy  of  the  thigh  was  marked.  The 
patient  has  not  since  found  surgical  attendance  necessary. 

This  case  is  one  of  many  which  I  have  observed,  in  which  a  slight 
injury,  sometimes  a  fall  from  a  distance  of  two  or  three  feet,  or 
again  a  slight  blow  upon  the  bone,  has  caused  apparently  a 
trivial  bruise.  The  neglect  to  care  for  the  injury  has  in  several 
instances  produced  a  condition  similar  to  the  one  narrated.  In 
one  there  was  such  marked  contraction  of  the  leg  that  it  required 
several  weeks  of  extension  before  a  plaster  of  Paris  cast  could 
be  applied.  In  that  patient  the  persistence  of  tenderness  and 
pain,  the  disturbance  of  function  and  interference  with  loco- 
motion, interfering  as  it  did  with  his  large  business  interests, 
all  but  induced  a  condition  of  melancholia.  In  the  end  these 
patients  under  the  line  of  treatment  mentioned  have  made  per- 
fect recoveries. 

This  class  of  cases  demands  our  attention  because  of  the  seri- 
ous disturbances  which  may  follow  a  slight  bone  injury  as  well 
as  the  difficulty  of  controlling  this  inflammatory  process.    The 
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persistence  of  symptoms  and  the  ease  with  which  acute  exacer- 
bations are  awakened  is  characteristic. 

The  increasing  severity  of  the  symptoms  with  each  new  attack 
is  to  be  borne  in  mind  as  is  also  each  time  the  increasing  diffi- 
culty to  control  the  same.  It  is  evident,  therefore,  that  the  early 
recognition  of  periostitis  is  essential,  nor  can  it  be  too  strongly 
stated  that  these  cases  demand  absolute  rest  not  only  until  the 
symptoms  disappear,  but  fixation  of  the  knee  and  surgical  atten- 
tion is  demanded  some  time  after. 

With  the  limited  time  at  my  disposal  it  will  not  be  possible 
for  me  in  this  article  to  consider  traumatic  bursitis  or  inflamma- 
tion of  tendon  sheaths.  Coming  to  the  second  group  of  cases, 
in  which  serious  lesions  are  aroused  into  activity  by  traumatism, 
we  meet  the  infections  of  acute  or  chronic  character.  Frequently 
these  result  from  very  trivial  injuries.  Early  in  life,  while  the 
epiphyseal  structures  are  still  in  their  immature  state,  we  have 
often  a  very  profound  response  to  slight  blows.  The  following 
is  a  characteristic  case: 

Case  HI.— Acute  infectious  periostitis  and  osteomyelitis,  due  to  trauma- 
tism; extensive  necrosis  of  shaft  of  femur;  recovery.— A.  W.,  a  boy  eight 
years  of  age,  was  seen  January  23,  1903,  in  consultation  with  his  attending 
physician.  Ten  days  before,  the  boy  in  running  across  a  street  had  stumbled 
and  struck  his  right  knee  against  a  stepping  stone.  The  injury  was  not 
of  sufficient  severity  to  produce  an  abrasion  of  the  skin.  For  two  days 
following  he  attended  school.  The  next  week  he  was  confined  to  his  bed 
with  fever,  the  temperature  running  in  the  neighborhood  of  102  to  103 
degrees.  There  was  such  intense  pain  about  the  knee  that  the  boy  could 
scarcely  bear  the  weight  of  the  bedclothes  and  would  not  permit  any  move- 
ment of  the  extremity.  The  leg  was  flexed  upon  the  thigh  and  the  thigh 
upon  the  abdomen.  There  was  marked  swelling  and  tenderness  of  the  lower 
third  of  the  thigh  the  tenderness  being  particularly  acute  over  the  inner 
condyle  of  the  femur.  The  early  diagnosis  had  been  that  of  articular 
rheumatism  and  he  had  been  treated  with  the  ordinary  remedies  for  that 
disease.  He  did  not  at  first  refer  to  the  injury  he  had  sustained,  and  as 
there  were  no  external  signs  thereof,  the  diagnosis  of  a  traumatic  con- 
dition had  not  been  suggested.  Upon  my  seeing  him  I  advised  his  transfer 
to  St.  Joseph's  Hospital,  where  upon  the  following  day,  despite  the  con- 
tinued application  of  ice,  the  local  symptoms  were  more  pronounced,  flexion 
was  persistent  and  the  temperature  had  risen  to  104.6.  His  general  condi- 
tion suggested  pronounced  sepsis.  His  pulse  was  130  and  of  a  jerky,  irrita- 
ble character.  He  was  dull  and  apathetic.  A  free  incision  was  made  over 
the  inner  aspect  of  the  femur  for  a  distance  of  about  six  inches.  A  quart 
of  pus,  grayish  brown  in  color  but  without  odor,  was  at  once  discharged. 

The  periosteum  was  found  to  have  been  stripped  from  the  posterior, 
internal  and  anterior  aspects  of  the  femur  for  a  distance  of  over  two-thirds 
the  length  of  the  bone,  the  popliteal  surface  of  the  femur  was  roughened. 
The  wound  was  irrigated  with  a  solution  of  corrosive  sublimate  1-4000, 
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packed  with  gauze  and  a  posterior  splint  applied.  The  subsequent  courser 
was  one  of  very  slow  recovery,  with  a  daily  rise  of  temperature  for  several 
weeks. 

There  was  a  pronounced  anaemia;  but  the  general  condition  gradually 
improved.  Five  days  after  operation  there  was  an  apparent  return  of  vascu- 
larity to  the  bone.  Fifteen  days  after  the  operation  all  of  the  exposed 
bone  presented  a  good  color.  A  mild  synovial  inflammation  of  the  knee  joint 
appeared.  He  left  the  hospital  July  3,  1903,  so  that  he  might  build  up  more 
rapidly  in  the  open  air.  At  this  time  the  femur  was  considerably  thickened 
and  through  a  sinus  necrotic  bone  could  be  felt  with  the  probe. 

He  was  readmitted  September  3,  1903.  There  was  then  a  marked  enlarge- 
ment in  the  circumference  of  the  thigh.  It  was  much  firmer  than  its  fellow* 
Extension  of  the  extremity  was  perfect  and  flexion  could  be  carried  to 
30  degrees.  The  sinus  was  still  present  and  there  was  a  thin  purulent  dis- 
charge. On  the  following  day  an  incision  four  inches  long  was  made  on 
the  anterolateral  aspect  of  the  thigh  close  to  the  inner  border.  After 
freezing  the  involucrum,  the  sequestrum,  which  I  present  to  you,  was  re- 
moved. It  is  4%  inches  long  and  for  the  greater  portion  represents  the 
entire  shaft  of  the  bone.  The  wound  was  closed,  leaving  an  opening  of 
about  an  inch  for  drainage  and  a  posterior  splint  was  applied.  The  sub- 
sequent course  was  uneventful.  He  remained  in  the  hospital  until  Novem- 
ber 2d.  Since  then  he  has  been  under  the  care  of  his  family  physician, 
who  reports  to  me  that  the  wound  is  healed  and  that  the  extremity  is  strong 
and  usefuL    Some  limitation  of  knee  joint  movement  persists. 

There  is  at  the  present  time  a  man,  thirty-nine  years  of  age, 
at  St  Joseph's  Hospital,  who,  on  January  3,  1904,  caught  his 
toe  while  walking.  In  falling  his  right  leg  was  doubled  under 
him  in  such  a  way  that  he  struck  the  inner  condyle  of  the  right 
femur.  He  suffered  at  once  intense  pain.  The  thigh  became 
swollen  in  its  lower  third,  and  when  the  parts  were  incised  a 
few  days  later  the  same  condition  was  found  to  exist  as  was 
present  in  the  case  just  reported.  A  large  quantity  of  pus  was 
evacuated  and  the  periosteum  was  found  separated  to  a  great 
extent.  In  each  of  these  cases  bacteriological  examination  of 
the  pus  showed  the  infection  to  be  due  largely  to  the  staphylo- 
coccus pyogenes  aureus,  although  the  albus  was  present  in  large 
numbers  also. 

In  neither  of  these  cases  was  the  injury  sufficient  to  cause 
ecchymosis.  The  adult  suffered  severely  from  the  start,  the 
child  attended  school  for  two  days.  This  condition  is  usually 
diagnosticated  to  be  inflammatory  rheumatism,  and  valuable  time 
is  lost  before  the  real  nature  of  the  disease  is  recognized.  A  care- 
ful examination  will  make  clear  the  fact  that  we  are  dealing 
with  a  peri-articular  inflammation,  with  the  area  of  tenderness, 
which  is  very  acute,  as  well  as  the  swelling  affecting  the  shaft 
of  the  bone,  above,  and  not  at  the  joint. 
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A  great  many  times  this  type  of  bone  infection  occurs  with- 
out known  traumatism.  It  usually  attacks  individuals  before 
the  bone  structures  are  fully  mature,  that  is  before  the  twenty- 
first  year.  The  epiphyseal  end  of  the  bone  is  the  usual  site  of 
invasion.  In  my  experience  a  history  of  preceding  traumatism 
has  always  been  elicited. 

Koenig,  in  his  splendid  work  on  surgery,  advocates  the  same 
line  of  .treatment  outlined  in  this  paper.  Where  there  is  evident 
"  implication  of  the  bone  marrow,  he  objects  to  trephining  the 
bone,  claiming  that  one  is  unable  to  reach  the  foci  of  disease 
even  though  a  series  of  openings  be  made.  He  insists  that  there 
is  rather  greater  danger  of  extending  than  limiting  the  infected 
area,  and  believes  it  wise  to  wait  until  the  pus  has  reached  the 
surface  before  making  the  incision.- 

A  very  suggestive  paper  appeared  in  the  "  Beitrage  zur  Klin- 
ischen  Chirurgie,"  in  1895,  by  Max  Jordan,  based  upon  the 
experience  of  the  Heidelberg  Clinic.  He  refers  to  several  atypical 
forms  of  osteomyelitis.  In  the  first  group  of  cases  the  bone  infec- 
tion followed  furunculosis.  In  the  second  there  was  a  striking 
resemblance  to  tubercular  disturbance.  The  diagnosis  could  not 
be  made  before  operation.  The  third  showed  remarkable  likeness 
to  sarcoma.  In  one  of  these  cases,  after  a  period  of  acute  inflam- 
matory disturbance,  pain  disappeared  and  there  was  a  subsidence 
of  the  other  local  manifestations  and  a  partial  return  of  function. 
Subsequently  a  large  tumor  developed,  which  on  palpation  was 
firm,  fixed  to  the  bone  and  sensitive.  Puncture  was  negative, 
but  free  incision  gave  exit  to  broken  down  granulation  tissue 
and  necrotic  bone.  A  still  more  unusual  case  was  one  in  which 
the  inflammatory  process  had  been  attended  with  so  little  dis- 
turbance as  not  to  have  materially  inconvenienced  the  patient, 
and  yet  as  the  same  time  it  undermined  the  shaft  of  the  femur 
to  such  an  extent  that  the  bone  fractured  while  the  man  was 
attempting  to  pull  on  a  boot.  It  was,  therefore,  assumed  that  the 
diseased  process  was  sarcomatous  in  character,  particularly  as 
on  admission  into  the  hospital,  there  was  a  marked  tumor  con- 
nected with  the  bone  at  the  very  site  of  fracture.  Incision,  how- 
ever, showed  the  diseased  condition  to  be  one  of  inflammatory 
and  not  malignant  character.  After  removal  of  the  granulation 
tissue  and  the  sequestra,  perfect  union  with  shortening  of  six 
centimeters  occurred.  In  this  particular  case  amputation  had 
been  urged  and  the  minor  operation  was  performed  simply 
because  the  patient  refused  to  consider  the  more  serious  one. 
Kocher,  in  his  work  on  surgical  infections,  reports  two  similar 
cases  in  which  chronic  osteomyelitis  of  the  femur  presented  a 
striking  resemblance  to  sarcoma. 
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This  chapter  of  the  infections  of  the  femur,  whether  they 
manifest  themselves  acutely  and  intensely  or  appear  in  more 
chronic  form,  is  replete  with  interest.  Nor  is  the  diagnosis 
always  easy. 

Bone  tuberculosis  is  another  form  of  infectious  disease  excited 
into  activity  by  traumatism.  Tubercular  foci  may  be  present  in 
bone  but  remain  latent  until  made  active  by  a  trauma.  In  1891 
Cheyne  presented  a  resume  of  nearly  300  cases  of  bone  tubercu- 
losis which  had  come  under  the  observation  of  either  Sir  Joseph 
Lister  or  himself,  and  found  that  in  nearly  thirty-nine  per  cent, 
a  trauma  had  been  the  exciting  cause.  Tubercular  invasion  of 
the  head  of  the  tibia  seems  to  be  of  infrequent  occurrence.  Bone 
abscess  is  even  more  rare.  I  beg,  therefore,  to  present  the  his- 
tory of  such  a  case. 

Case  IV.— Tubercular  abscess  of  head  of  tibia;  osteotomy;  recovery. 
—October  6,  1896,  I  was  consulted  by  B.  G.,  a  young  woman  21  years  of 
age ;  unmarried.  Eleven  years  before  I  had  treated  her  for  an  inflammatory 
disturbance  which  affected  the  head  of  the  right  tibia.  She  made  a  good 
recovery  without  operation.  She  had  fallen  from  her  bicycle  a  short  time 
before  and  bruised  the  leg  at  the  point  previously  affected.  The  upper 
part  of  the  leg  was  painful,  the  pain  increasing  in  severity  and  being  par- 
ticularly aggravated  at  night  when  it  was  of  boring  character.  There  was 
marked  sensitiveness  over  the  outer  aspect  of  the  head  of  the  tibia,  arid  a 
swelling  which  had  steadily  increased  so  that  the  circumference  of  the 
leg  was  five-eighths  of  an  inch  greater  than  its  fellow  at  this  point.  Ice 
and  rest  failed  to  give  relief;  tenderness  increased  and  the  pain  became 
severe  and  constant.  Three  weeks  later  the  circumference  of  the  extremity 
over  the  head  of  the  tibia  was  one  inch  greater  than  its  fellow.  On  the 
28th  of  October,  1896, 1  operated  upon  her  at  St.  Joseph 's  Hospital.  I  made 
a  linear  incision  four  inches  in  length,  found  the  periosteum  thickened  and 
oedematous.  After  freezing  it  I  chiseled  into  the  bone  an3  opened  into  an 
abscess  of  the  size  of  a  hen's  egg.  The  pus  was  cheesy  in  character.  I 
cleared  out  a  quantity  of  tissue  presenting  microscopically  a  tubercular 
appearance  and  packed  the  wound  with  iodoform  gauze.  She  remained  in 
the  hospital  a  little  more  than  two  weeks,  but  recovery  was  very  slow  and 
not  until  a  year  from  time  of  operation  did  a  persisting  sinus  heal.  The 
patient,  however,  has  enjoyed  good  health  since.  There  has  been  no  further 
evidence  of  tubercular  disease  of  the  leg  or  other  part  of  the  body.  An 
examination  made  a  few  days  ago  shows  entire  absence  of  any  tenderness 
or  other  disturbance  of  the  bone,  while  the  muscular  tone  of  the  extrem- 
ity is  quite  restored,  the  circumference  of  the  two  legs  being  substantially 
the  same. 

In  this  case  without  doubt  the  tissue  resistance  was  greatly 
lowered  by  the  inflammatory  condition  which  existed  in  the  bone 
eleven  years  before.  While  we  were  unable  to  verify  by  bac- 
teriologic    examination    the   presence    of   tubercle    bacilli,    the 
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gross  appearance  of  the  diseased  area  was  characteristic  of 
tuberculosis. 

We  come  to  the  last  group  of  cases,  those  in  which  serious 
lesions  appear  without  known  cause. 

Case  V.— Sarcoma  of  the  head  of  the  tibia;  amputation  of  the  thigh; 
recovery.— Mrs.  L.  K.,  age  45;  married;  entered  St.  Joseph's  Hospital 
December  9,  1902.  There  was  a  negative  family  and  personal  history.  She 
was  the  mother  of  nine  children.  About  a  year  before  she  began  to  suffer 
from  pains  in  her  left  leg  at  first  illy  defined  and  shooting  up  into  the  thigh 
and  down  to  the  foot.  These  were  more  severe  at  the  time  of  menstruation, 
or  when  she  had  been  on  her  feet  for  any  length  of  time.  Six  months  later 
a  fullness  appeared  just  internal  to  the  head  of  the  fibula;  at  first  it  was 
quite  firm  but  never  especially  tender.  On  entering  the  hospital  the  cor- 
responding ankle  was  slightly  swollen  and  edematous.  No  positive  diagnosis 
was  attempted,  but  she  was  treated  by  cauterization  with  thermocautery. 
She  remained  at  the  hospital  but  three  weeks.  A  little  later  she  entered 
another  hospital.  Here  a  plaster  of  Paris  cast  was  applied,  which  she 
wore  for  six  weeks  without  benefit.  The  pain  steadily  increased  in  intensity. 
She  re-entered  St.  Joseph's  Hospital  June  9,  1903.  At  this  time  there 
was  a  large  elastic  growth  in  which  one  seemed  able  to  detect  fluctuation. 
It  was  located  entirely  below  the  knee  joint,  and  was  most  prominent  on 
the  fibular  side.  Here  I  made  an  incision  on  the  following  day  and  opened 
into  a  cavity  filled  with  soft  spongy  tissue  occupying  the  head  of  the  tibia 
and  replacing  the  normal  bone  tissue.  At  once  the  mass  began  to  bleed 
furiously  and  it  was  apparent  that  we  were  dealing  with  a  sarcomatous 
growth.  The  cavity  was  packed  and  the  hemorrhage  controlled.  The 
patient's  husband  refused  to  consent  to  an  amputation  at  this  time.  Dur- 
ing the  night  haemorrhage  recurred.  It  was  very  free  and  controlled  only 
by  an  elastic  encircling  band  placed  about  the  thigh.  On  the  following 
morning  I  obtained  the  permission  of  the  patient  and  her  husband  and 
amputated  at  the  junction  of  the  middle  and  lower  third  of  the  thigh.  The 
patient  showed  the  effect  of  the  loss  of  blood  and  the  exhaustion  attendant 
upon  her  long  sickness.  Stimulation  was  required  for  several  weeks.  Her 
stomach  would  not  accept  food,  or  when  it  was  forced  upon  her,  rejected  it. 
Rectal  alimentation  was  therefore  kept  up  for  some  time.  The  wound  was 
likewise  slow  to  heal,  there  was  considerable  suppuration,  but  finally  a  good 
stump  was  secured. 

The  patient  is  now  quite  restored  to  health.  A  microscopic  examination 
showed  the  case  to  be  one  of  large  round  celled  sarcoma.  I  present  to  you 
the  specimen  showing  the  condition  encountered.  It  will  be  seen  that  the 
greatest  amount  of  destruction  was  on  the  outer  and  posterior  aspect  of  the 
head  of  the  tibia,  while  above  nothing  remains  but  the  cartilage  of  incrus- 
tation. The  tibia  presents  a  bone  cavity  of  three  inches  in  depth,  three 
inches  in  its  vertical  and  two  and  three-fourths  in  its  transverse  diameter. 
On  the  external  surface  the  bone  has  been  destroyed  for  a  distance  of  two 
and  one-half  inches  in  its  longitudinal  and  one  and  one-half  on  its  trans- 
verse diameter.  On  the  posterior  aspect  there  is  an  opening  beginning  an 
inch  below  the  articular  surface  and  having  a  vertical  diameter  of  one  and 
one-half  inches  and  a  transverse  one  of  an  inch.    What  remains  of  the  head 
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of  the  tibia  is  nowhere  more  than  a  quarter  and  at  most  pointa  only  one- 
eighth  of  an  inch  in  thickness.  In  several  places  this  thin  shell  has  been 
perforated  by  the  disease. 

The  diagnosis  of  cases  of  this  class  is  of  necessity  difficult 
during  the  early  period  of  their  career.  Even  advanced  as  this 
case  was,  with  so  little  bone  substance  to  support  the  weight  of 
the  body,  this  patient  got  about,  walking  up  to  the  time  of  ope- 
ration. The  signs  were  very  vague.  There  was  no  pulsation 
despite  the  very  vascular  character  of  the  growth.  The  elas- 
ticity, which  almost  amounted  to  fluctuation,  was  the  most  sug- 
gestive manifestation  presented. 

Cases  of  myeloid  or  spindle-celled  sarcoma  of  the  head  of  the 
tibia  present  a  rather  favorable  prognosis  after  amputation. 
Some  recurrences  have  been  reported,  but  in  the  main  the  recov- 
ery is  permanent. 

It  seems  to  me  that  the  lesions  of  the  structures  surrounding 
the  knee  joint  are  replete  with  interest  from  a  pathologic  as 
well  as  a  clinical  standpoint.  Their  recognition  is  many  times 
beset  with  difficulties,  but  it  is  a  subject  worthy  of  our  earnest 
study  and  consideration.  I  present  these  cases  because  of  their 
suggestive  features  and  to  emphasize  the  marked  vulnerability 
of  these  tissues,  the  variety  of  afflictions  to  which  this  area  is 
subject  and  the  difficulties  attending  their  diagnosis  and  some- 
times treatment. 


XXIV.   RESULTS  IN  DIFFUSE   SEPTIC  PERITONITIS, 

TREATED  BY  THE  ELEVATED  HEAD  AND 

TRUNK  POSITION 

By  RUSSELL  S.  FOWLER,  M.  D. 

BROOKLYN 

From  October  17,  1899,  to  January  17,  1904,  Dr.  George  R. 
Fowler  and  myself  have  operated  upon  one  hundred  well-marked 
cases  of  diffuse  septic  peritonitis,  resulting  from  inflammation 
of  the  vermiform  appendix.  We  have  not  refused  operation  to 
any  case,  however  desperate.  Of  these  cases,  sixty-seven  per  cent, 
have  resulted  in  recovery.  The  certainty  in  the  past  with  which 
the  vast  majority  of  cases  of  diffuse  septic  peritonitis  died  is 
well  known.  Any  method  of  treatment  which  will  lower  the  tre- 
mendous mortality  is  worthy  of  consideration.  It  is  with  the 
purpose  of  bringing  such  a  method  to  your  attention  that  this 
paper  is  presented. 
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The  technic  employed  in  the  treatment  of  these  cases  is  as 
f ollow8 :  The  abdomen  is  entered  through  an  incision  not  larger 
than  is  absolutely  necessary  to  deal  quickly  with  the  primary 
focus  of  infection.  All  accessible  infection  is  sponged  away  with 
stick  sponges  wrung  out  of  a  1-3000  bichlorid  solution.  The 
primary  focus  of  infection  is  isolated  with  laparotomy  sponges 
wrung  out  of  bichlorid  solution  and  removed.  The  immediate 
neighborhood  is  flushed  with  a  solution  made  up  of  equal  parts 
of  peroxide  of  hydrogen  and  a  saturated  aqueous  solution  of 
bicarbonate  of  soda.  This  solution  may  be  slightly  warm.  The 
foaming  peroxide-soda  solution  is  washed  away  with  saline  solu- 
tion at  a  temperature  of  110°  F.  The  neighborhood  is  then 
dried.  Accessory  collections  of  pus  in  the  pelvis,  under  the  liver 
and  between  coils  of  intestine,  are  searched  for,  opened  up  and 
irrigated  in  a  similar  manner.  Finally  a  Chamberlain  douche 
tube  is  placed  in  the  pelvis  and  then  in  other  parts  of  the 
abdominal  cavity,  and  peroxide-soda  solution  introduced  through 
it.  The  entire  abdomen  and  pelvis  is  then  flooded  with  hot 
saline,  the  Chamberlain  douche  nozzle  being  moved  from  one 
point  to  another.  The  intestines  are  at  no  time  allowed  to  escape 
through  the  wound.  The  escape  of  the  solution  is  facilitated  by 
introducing  the  fingers  into  the  wound.  The  tube  conveying  the 
saline  should  be  of  large  calibre  to  allow  of  rapid  flushing.  The 
flushing  with  saline  continues  while  the  wound  is  being  sutured. 
A  large  curved  glass  drainage  tube  is  introduced  into  the  pelvis, 
its  upper  end  emerging  from  the  angle  of  the  wound.  There 
are  numerous  small  fenestrations  in  the  end  of  the  tube.  No 
other  drainage  is  used  unless  there  are  necrotic  abscess  cavities, 
in  which  case  a  wicking  drain  is  placed  therein  and  emerges 
alongside  the  glass  tube.  Finally  the  douche  nozzle  is  withdrawn 
and  the  sutures  tied.  Eighty  cases  were  so  treated.  In  females, 
drainage  has  in  some  cases  been  through  a  posterior  colpotomy, 
done  from  within  the  abdomen.  In  five  personal  cases  I  have 
relied  upon  this  alone,  closing  the  abdominal  wound  without 
drainage.  In  such  cases  the  drainage  tube  is  of  very  large 
calibre,  of  rubber,  and  through  it  are  led  numerous  strands  of 
wicking.  This  latter  would  seem  to  be  the  ideal  way  of  treating 
such  cases  in  females.  In  twenty-two  cases,  in  place  of  a  large 
glass  tube  in  the  pelvis,  from  twelve  to  twenty-two  bundles  of 
wicking  or  gauze  strips  have  been  led  from  various  parts  of  the 
pelvis  and  abdomen  to  emerge  from  the  lower  angle  of  the  wound. 
•  The  glass  drainage  tube  is  dressed  independently  of  the  wound. 
This  is  done  by  nicking  a  twelve-inch  square  of  rubber  dam  in 
the  centre,  putting  the  rubber  on  the  stretch  and  pressing  the 
neck  of  the  tube  through  the  opening  thus  made.    A  narrow 
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strip  of  gauze  is  passed  to  the  bottom  of  the  tube  to  act  as  a 
capillary  drain.  The  upper  end  of  the  strip  is  placed  in  the 
centre  of  a  yard  of  loosely-rolled  gauze.  The  edges  of  the  rub- 
ber dam  are  caught  up  and  tied  so  as  to  form  a  bag  in  which  the 
gauze  is  enclosed.  The  wound  is  dressed  with  plain  gauze  held 
in  place  by  adhesive  plaster.  The  binder  is  split  to  allow  the 
tube  dressing  to  emerge.  Thus  pressure  upon  the  tube  is  avoided 
and  the  tube  can  readily  be  aspirated  and  a  fresh  dressing 
applied. 

Directly  after  operation  the  patient  is  placed  in  the  elevated 
head  and  trunk  position.  This  may  be  done  by  placing  a  chair 
or  stool  beneath  the  head-piece  of  the  bed.  At  the  German  Hos- 
pital we  employ  a  frame  consisting  of  two  side  supports  and  a 
central  bar  connecting  the  two.  The  side  supports  have  each 
three  holes  at  different  levels  into  which  the  connecting  bar  may 
be  introduced  according  to  the  height  desired.  This  frame  is 
secure  and  allows  of  different  levels  being  employed.  The  ele- 
vation should  never  be  less  than  one  foot.  A  folded  pillow  is 
placed  against  the  buttocks  and  through  the  fold  of  the  pillow  is 
passed  a  stout  bandage  which  is  tied  on  each  side  to  the  head  of 
the  bed.  This  allows  the  patient  to  rest  comfortably  and  main- 
tains his  position  without  exertion  on  his  part.  Moreover,  the 
knees  being  flexed  relaxes  the  abdominal  wall,  and  this  is  always 
grateful  to  the  patient.  A  saline  enema  is  given  every  three  or 
four  hours  for  four  to  six  times.  If  gas  does  not  pass  freely 
a  high  enema  of  turpentine  and  oxgall  is  given.  Strychnine  and 
whiskey  are  given  hypodermatically  to  combat  shock.  Fluids 
by  the  mouth  are  given  ad  libitum.  The  glass  drainage  tube  is 
redressed  every  four  hours  and  its  contents  evacuated.  After 
three  or  four  days,  when  the  discharge  is  lessening,  a  smaller 
rubber  tube  is  introduced  through  the  glass  tube  and  the  glass 
tube  withdrawn,  leaving  the  rubber  tube  in  its  place.  This  is 
shortened  from  day  to  day  and  finally  replaced  by  a  strip  of 
plain  gauze. 

Before  our  employment  of  the  elevated  head  and  trunk  posi- 
tion in  the  after  treatment,  we  saved  about  twenty-five  per  cent, 
of  this  class  of  cases.  For  the  reason  that  statistics  of  a  few 
cases  may  be  misleading,  beyond  a  preliminary  report  of  thirteen 
consecutive  cases  of  diffuse  septic  peritonitis  with  but  one  death,* 
we  have  reported  no  further  results  until  the  present,  preferring 

*  These  cases  were  reported  in  the  Medical  Jfscard  for  April  14, 1800,  and  Jane  16, 1800. 
With  two  exceptions  the  peritonitis  followed  appendicitis.  The  two  exceptions  were  due,  one 
to  a  ruptured  ovarian  cystoma  with  a  twisted  pedicle,  the  other  followed  an  operation  for  ven. 
tial  hernia  and  was  probably  dne  to  infection  in  a  heavy  strand  of  catgut  The  fatal  case  de- 
veloped meningitis  on  the  eleventh  day  following  the  operation,  and  died  on  the  thirteenth  day; 
the  peritoneal  symptoms  had  subsided. 
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to  wait  until  we  could  show  results  in  a  sufficiently  large  num- 
ber of  cases  to  give  a  fairly  true  idea  of  the  merits  of  the  treat- 
ment. At  the  German  Hospital  we  have  operated  upon  forty-six 
consecutive  cases  with  but  nine  deaths,  eighty-one  and  one-fourth 
per  cent,  of  recoveries;  at  the  Methodist  Episcopal  Hospital, 
thirty  cases  with  twelve  deaths,  sixty  per  cent,  of  recoveries; 
at  the  Brooklyn  Hospital,  twenty-two  cases  with  twelve  deaths, 
forty-five  and  one-half  per  cent,  of  recoveries. 

Practically  the  only  way  in  which  the  treatment  differed  was 
in  the  drainage.  Eighty  cases  were  drained  by  placing  a  large 
glass  tube  in  the  pelvis.  In  some  there  was  used  supplemental 
gauze  or  wicking  drainage  for  necrotic  areas.  Thirty  of  these 
cases  died.  One  case  was  drained  by  a  glass  tube  in  the  pelvis 
and  a  rubber  tube  through  the  posterior  vaginal  fornix.  This 
case  recovered.  Five  cases  were  drained  per  vaginam.  Of  these 
one  died.  Twelve  cases  were  drained  with  multiple  bundles  of 
wicking  or  gauze  strips.  Two  of  these  cases  died.  One  case  was 
drained  through  a  rubber  tube  in  the  lumbar  region.  This  case 
recovered.  One  case  was  closed  tight  without  drainage.  This 
case  recovered. 

Of  the  thirty-three  deaths,  seventeen  occurred  within  twenty- 
four  hours  of  the  operation.  These  cases  were  profoundly  septic 
and  nothing  could  have  saved  them.  On  the  second  day,  five  cases 
died  of  profound  sepsis,  one  of  meningitis,  one  of  lobar  pneu- 
monia. On  the  third  day  four  cases  died  of  profound  sepsis. 
On  the  fifth  day  one  case  died  of  septic  pneumonia.  On  the 
eighth  day  one  case  died  of  septic  ulceration  of  the  stomach  and 
general  sepsis.  On  the  thirteenth  day  one  case  died  of  menin- 
gitis and  one  of  septic  pneumonia  and  right-sided  empyema. 
On  the  thirty-second  day  one  died  of  septic  endocarditis. 

All  the  cases  operated  upon  with  one  exception,  even  those 
which  lived  less  than  twenty-four  hours,  showed  an  immediate 
and  decided  improvement  of  the  peritoneal  condition.  Vomiting 
was  allayed,  gas  passed  freely,  distension  diminished  and  they 
became  more  comfortable.  The  one  exception  was  a  case  drained 
per  vaginam,  which  died  on  the  second  day  of  profound  sepsis 
without  any  abatement  of  the  peritoneal  symptoms. 

I  would  state  the  salient  points  in  the  treatment  of  these  cases 
as  follows :  1.  A  small  incision  and  the  avoidance  of  eventration. 
2.  Thorough  cleansing  of  the  primary  focus  of  infection  and 
removal  of  the  appendix.  3.  Evacuation  and  cleansing  of  all 
accessory  abscess  cavities  and  the  pelvis  before  washing  out  the 
peritoneal  cavity.  4.  A  rapid  systematic  flushing  of  the  peri- 
toneal cavity  with  peroxide-soda  solution  followed  by  hot  saline. 
5.  The  continuance  of  the  saline  flushing  until  the  sutures  are 
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placed,  and  for  the  most  part  tied.  6.  The  provision  of  proper 
drainage  for  the  pelvis  either  by  means  of  a  large  glass  tube 
containing  a  capillary  drainage  strip  emerging  through  the  lower 
angle  of  the  wound  or  in  females  by  a  large  calibre  rubber  tube 
filled  with  wicking  passed  through  a  posterior  colpotomy  incision. 
7.  The  drainage  of  accessory  abscess  cavities  with  gauze  or  wick- 
ing. 8.  The  elevation  of  the  head  of  the  bed  to  accelerate  the 
drainage  of  septic  fluid  into  the  pelvis,  whence  it  can  be  removed 
through  the  glass  tube,  or  in  case  of  vaginal  drainage  find  a 
ready  exit. 


XXV.   WHAT  IS  CONSERVATISM  IN  PELVIC 
INFECTION  1 

By  JOHN  0.  POLAK,  M.  S.,  M.  D. 

BROOKLYN 

Conservatism  in  pelvic  infection  is  the  adoption  of  such  meth- 
ods of  treatment  as  will  arrest,  or  attempt  to  arrest,  infectious 
assaults  upon  the  uterus,  its  adnexa  and  the  contiguous  peri- 
toneum, before  the  tissue  changes  are  sufficiently  advanced  to 
render  regeneration  impossible,  and  should  aim  at  conservation, 
not  ablation. 

The  gonococcus,  streptococcus,  staphylococcus  and  colon  bacil- 
lus acting  singly,  or  in  combination,  are  the  causative  factors 
in  most  acute  infections  within  the  female  pelvis;  while  gonor- 
rheal exposure,  labor,  abortion  and  intrauterine  instrumenta- 
tion afford  the  necessary  avenues  of  ingress  for  these  micro- 
organisms. Left  to  itself,  such  an  infection  is  self-limited,  either 
by  nature,  isolating  the  infected  area  with  lymph  and  protective 
adhesions,  or,  when  the  infection  is  virulent,  by  the  death  of 
the  patient.  Acute  infections  of  the  pelvis  from  whatever  cause, 
if  not  virulent  enough  to  kill  the  patient,  maim  her  to  a  greater 
or  less  degree,  and  incurable  chronic  changes  take  place  in  the 
uterus,  tubes,  ovaries  or  peritoneum,  as  may  be  demonstrated  at 
operation  or  autopsy.  This  fact  allows  of  no  contradiction. 
'  Can  we  minimize  these  results  and  conserve,  to  the  woman, 
a  functionating  organ?  Do  not  the  older  methods  of  treatment 
favor  the  development  of  pathological  lesions  and  tissue  destruc- 
tion? Can  we  call  it  conservatism  to  wait,  until  a  lesion  has 
formed  severe  enough  to  need  ablation  or  resection,  and  then  to 
attempt  in  the  presence  of  pus  to  preserve  a  portion  of  a  tube 
or  ovary  ?  Or  in  the  presence  of  a  double  pyosalpinx  or  a  tubo- 
ovarian  abscess  to  leave  behind  an  infected  stump  or  a  large 
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infected  uterus.  The  writer  believes  that  there  is  a  time  in  every 
infection,  could  we  but  recognize  it,  when  timely  intervention 
will  control  further  invasion. 

The  following  statements  are  deductions  drawn  from  an  experi- 
ence of  seventy-nine  cases  of  acute  pelvic  infection,  occurring 
during  the  past  three  years  in  my  hospital  and  private  practice. 
Thirty-eight  of  these  patients  were  suffering  from  gonorrheal 
invasion,  thirty  from  straight  streptococci  infection,  while  eleven 
belong  to  the  class  of  mixed  infections.  I  have  classified  these 
cases,  according  to  their  pathological  findings,  into  the  following 
groups: 

1.  Those  having  an  acute  endometritis  with  abscess  formation, 
in  the  contiguous  peritoneum,  in  which  there  was  a  localized 
collection  of  pus  with  limiting  adhesions. 

2.  Cases  having  an  acute  endometritis,  salpingitis  and  a 
spreading  peritonitis,  without  adhesions  and  presenting  a  serous, 
sero-sanguinous  or  sero-purulent  collection  in  the  cul-de-sac  from 
gravitation. 

3.  Those  cases  having  an  acute  endometritis  with  a  pyosalpinx 
or  a  suppurating  salpingitis  walled  off  by  visceral  and  parietal 
adhesions.    Most  of  the  gonorrhoea!  cases  come  under  this  class. 

These  patients  were  all  followed  from  the  beginning  of  the 
acute  attack,  and  seventy  of  the  total  number  were  operated. 
Nine  of  the  gonococcic  form  refused  to  have  anything  done  dur- 
ing the  acute  stage,  and  will,  therefore,  serve  for  comparison 
with  the  cases  subjected  to  the  iodine  treatment.  All  of  the 
women  operated  had  an  acute  endometritis;  eighteen  of  the 
gonococcic  variety  were  complicated  with  a  double  salpingitis, 
while  eleven  had  suppurating  tubes.  Of  those  of  streptococcic 
or  mixed  origin  three  had  pus  tubes  already  formed.  Twelve 
presented  localized  peritoneal  abscesses,  with  limiting  adhesions, 
while  in  twenty-two  the  endometritis  was  associated  with  sup- 
purating unilateral  salpingitis,  with  more  or  less  peritonitis  of 
the  serous  or  sero-plastic  variety.  Only  four  of  these  patients 
had  their  endometritis  complicated  with  a  spreading  peritonitis 
and  a  cul-de-sac  accumulation  of  sero-purulent  fluid  without 
adhesions.  Two  deaths  occurred  in  this  group  from  general 
intoxication.  One  other  patient  in  this  series  died  from  embolism 
of  the  lung  immediately  following  operation. 

Six  pregnancies  going  to  full  term  followed  convalescence, 
two  of  which  occurred  in  gonococcic  patients;  no  exacerbation 
of  the  acute  symptoms  was  noted  during  these  pregnancies. 

Only  five  of  these  women  have  been  reoperated  by  the  writer, 
out  of  the  fifty-eight  patients  who  have  been  kept  under  obser- 
vation since  the  primary  attack.     The  abdominal  findings  in 
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these  women  are  of  interest  as  they  contribute  to  our  knowledge 
of  the  pathology  in  a  most  positive  manner. 

Case  L  Was  originally  operated  in  the  fall  of  1900  for  an 
acute  endometritis,  with  a  pus  tube  on  the  left  side  the  size  of  a 
Frankfurter  sausage.  The  right  tube  was  congested,  but  not 
diseased.  The  pelvis  in  this  case  was  not  isolated  from  the  gen- 
eral peritoneal  cavity  by  adhesions. 

The  treatment  was  curettage,  vaginal  incision  and  freeing  the 
tube  from  all  uterine  adhesions,  so  that  it  could  be  raised  to  its 
proper  plane  in  the  pelvis  before  finishing  the  operation.  The 
tube  was  then  brought  into  the  vaginal  incision  and  split  open 
on  its  dorsal  surface,  the  pus  evacuated,  sponged  dry  and  its 
lumen  tightly  packed  with  a  very  narrow  strip  of  twenty  per 
cent,  iodoform  gauze.  The  tubes  were  then  raised  in  the  pelvis 
and  the  uterus  pushed  forward  and  isolated  by  loosely  filling 
the  cul-de-sac  with  rolls  of  iodoform  gauze.  Two  years  later  this 
patient,  who  had  enjoyed  excellent  health  and  had  menstruated 
regularly  and  without  pain,  was  siezed  with  an  attack  of  acute 
appendicitis.  The  abdomen  was  opened  and  the  appendix 
removed  without  difficulty.  The  incision  was  enlarged  in  order 
to  make  a  visual  as  well  as  a  digital  examination  of  the  pelvis. 
The  uterus  was  in  good  position,  small,  slightly  fixed  posteriorly 
at  the  point  of  the  vaginal  scar.  There  were  no  adhesions  and 
both  tubes  appeared  normal ;  the  fimbriated  extremity  of  the  left 
showed  a  little  irregularity  of  shape  on  its  dorsum.  This  was  a 
case  of  streptococcic  infection. 

Case  II.  At  the  primary  operation  was  one  of  acute  gonor- 
rheal endometritis,  salpingitis  and  plastic  peritonitis.  The  tubes 
were  thickened,  congested  and  secreting  a  creamy  pus  when  freed 
from  the  fresh  adhesions,  gluing  them  to  the  uterus  and  parietal 
peritoneum.  This  case  was  treated  in  the  same  manner  as  No.  1. 
Two  years  and  three  months  later  her  abdomen  was  opened  for  a 
tumor  in  the  right  cul-de-sac.  Since  her  primary  operation  she 
has  suffered  no  inconvenience  until  within  the  past  two  months, 
when  dyspareunia  caused  her  to  consult  a  physician.  On  opening 
the  abdomen,  a  right  hydrosalpinx,  which  was  easily  freed  from 
a  few  thin  adhesions,  was  the  sum  total  of  our  pelvic  findings. 
The  left  tube  was  normal  and  patent,  the  uterus  small  and  freely 
movable.  A  right  salpingectomy  was  made  and  the  patient 
recovered. 

Case  III.  Was  also  one  of  gonorrheal  origin.  She  submitted 
to  vaginal  incision  two  years  and  nine  months  ago.  At  that  time 
there  was  an  acute  endometritis,  purulent  salpingitis  and  a  large 
amount  of  fresh  lymph  filling  the  pelvis.  There  was  no  tume- 
faction of  either  tube.     This  patient  was  subsequently  opened 
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for  persistent  pain  in  the  appendicular  region ;  this  pain  began 
about  a  year  after  the  primary  operation,  following  an  attack  of 
pelvic  peritonitis.  On  incising  the  abdomen,  the  omentum  was 
found  adherent  over  the  caput  coli  and  the  appendix  long,  thick, 
club-tipped  and  adherent  to  the  posterior  pelvic  wall.  The  right 
tube  was  sacculated,  adherent  and  impatent.  The  left  tube 
showed  nothing  pathological  and  was  patent  into  the  uterus. 
The  right  tube  and  the  appendix  were  removed.  The  recovery 
was  perfect.  It  may  be  of  interest  to  note  that  this  patient  has 
become  pregnant. 

Case  IV.  Was  one  of  mixed  infection,  seen  in  extremis,  and 
vaginal  section  was  attempted  only  as  a  palliative  measure.  A 
very  imperfect  operation  was  done,  a  large  peritoneal  abscess 
was  emptied  of  a  quart  of  fetid  pus,  the  tubes,  uterus  and  intes- 
tines formed  such  a  conglomerate  mass  and  the  patient's  con- 
dition was  so  bad,  that  no  attempt  was  made  to  isolate  the  vis- 
cera. She  recovered  and  suffered  little  or  no  inconvenience 
except  at  each  menstrual  period,  when  she  was  compelled  to 
remain  in  bed.  Six  months  ago  she  consented  to  a  celiotomy, 
and  on  opening  the  abdomen  I  found  the  uterus,  tubes  and  right 
ovary  in  an  adherent  mass,  and  I  made  a  supra-vaginal  hyster- 
ectomy, leaving  the  cervix  and  left  ovary.  She  flows  regularly 
from  the  cervix  and  is  free  from  all  pain. 

Case  V.  Is  the  last  of  this  series  to  have  had  a  secondary 
operation.  Primarily  the  patient  was  suffering  from  a  very  acute 
streptococcic  infection,  which  involved  the  uterus  tubes  and  peri- 
toneum. There  was  an  ascending  peritonitis  and  the  infection 
had  been  so  rapid  as  to  leave  no  gross  lesions.  When  the  cul-de- 
sac  was  opened  a  pint  or  more  of  dirty  grey  fluid  gushed  forth, 
the  uterus  was  large,  soft  and  movable,  the  tube  free  though 
enlarged  and  congested.  The  uterus  and  adnexa  were  isolated 
with  rolls  of  iodoform  gauze.  The  patient  made  a  good  recovery. 
Only  a  few  weeks  ago  her  adbomen  was  opened  to  do  a  suspension 
operation,  with  the  following  findings,  i.  e. :  The  uterus  was 
retroflexed,  but  freely  movable ;  the  tubes  and  ovaries  were  nor- 
mal except  for  some  few  cysts  in  the  right  ovary,  part  of  which 
was  resected;  the  pelvic  peritoneum  was  healthy.  During  the 
year  intervening  between  the  primary  vaginal  section  and  the 
secondary  celiotomy  the  patient  had  been  in  perfect  health  and 
free  from  menstrual  pain,  though  she  occasionally  suffered  from 
sacralgia  upon  standing  or  walking.  These  few  observations 
show  the  reparative  powers  of  nature  in  the  dissipation  of  adhe- 
sions, and  cannot  fail  to  impress  the  surgeon  with  the  necessity 
of  timely  intervention.  Septic  processes  after  labor,  abortion 
or  intrauterine  instrumentation,  as  well  as  gonococcic  infections, 
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when  left  unchecked  by  proper  treatment  implicate  the  fallopian 
tubes  and  ovaries  in  from  forty  to  sixty  per  cent,  of  all  cases, 
and  I  do  not  think  it  can  be  doubted  that  the  many  fatal  and  bad 
after  results  are  due  to  an  imperfect  or  an  improper  treatment 
of  the  condition.  All  acute  infectious  processes  enter  the  pelvis 
by  one  of  two  courses,  either  the  infection  successively  involves 
the  vagina,  cervix,  uterus,  fallopian  tubes,  and  then  the  peri- 
toneum, which  is  the  general  route  of  the  gonococcus,  or  the 
infection  reaches  the  peritoneum  through  the  uterine  walls  by 
way  of  the  lymphatics  and  blood  vessels.  When  the  infection 
has  reached  the  pelvic  peritoneum  a  protective  peritonitis  takes 
place  and  an  exudate  of  varying  character  is  poured  into  the 
peritoneal  sac.  This  exudate  may  be  serous,  sero-purulent,  sero- 
plastic  or  plastic;  it  seals  the  fimbriae  of  the  tubes  and  may 
effectually  close  the  abdominal  ostium,  distending  the  oviducts 
with  mucus  or  pus,  depending  on  the  character  of  the  tubal 
inflammation,  or  the  ovaries  and  tubes  may  become  infected  sec- 
ondarily from  the  accumulation  of  infectious  material  in  the 
cul-de-sac  even  when  the  infection  did  not  pass  along  the  tubal 
mucous  lining. 

When  an  exudate  has  formed  it  either  becomes  absorbed, 
organizes  producing  adhesions,  or  results  in  suppuration,  in 
which  case  the  ovaries,  if  not  destroyed  by  a  tuba  ovarian  abscess, 
become  firmly  imbedded  in  adhesions  which  inhibit  their  func- 
tions and  cause  severe  dysmenorrhoea. 

The  pathology  of  pelvic  suppuration  is  so  well  understood  that 
these  statements  will  be  accepted  without  question.  Therefore, 
I  shall  ask  how  can  we  secure  to  the  patient  the  best  chance  of 
her  life,  and  secondly,  how  can  we  at  the  same  time  minimize 
the  sequellae.    To  do  this  is  conservatism. 

The  method  of  procedure  which  I  have  followed  has  been  a 
modification  of  Pryor's  iodine  treatment.  His  claims  have  been 
amply  verified  in  my  experience,  for  not  only  have  I  been  able 
to  save  life  in  apparently  desperate  cases,  but  I  have  also  been 
able  to  leave  my  patient  functionally  more  perfect  than  in  for- 
mer years,  when  at  one  time  I  stood  within  the  radical  lines,  at 
another  as  an  advocate  of  expectant  palliation. 

The  steps  of  the  operation  are  modified  in  the  individual  case, 
depending  on  the  extent  of  involvement.  In  acute  endometritis 
with  parauterine  invasion,  the  patient  is  placed  in  the  Trendelen- 
burg-lithotomy  position  and  the  uterus  is  carefully  curetted,  with 
the  finger  or  curet ;  digital  curettage  is  preferable  only  in  post- 
abortal and  postpartum  sepsis  after  the  third  or  fourth  month. 
Infections  due  to  the  gonococcus  and  after  abortion  in  the 
early  months  is  better  handled  by  the  use  of  a  good  sharp  curet. 
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The  cavity  is  irrigated  with  a  hot  normal  salt  solution,  dried, 
and  a  thirty-grain  pencil  of  iodoform  introduced  into  the  body 
of  the  uterus.  The  posterior  lip  of  the  cervix  is  then  grasped 
with  a  volsellum  to  pull  the  uterus  down  and  the  cul-de-sac 
broadly  opened.  When  the  peritoneum  has  been  entered  the 
uterus,  tubes  and  ovaries  are  freed  from  all  adhesions,  free  fluid 
in  the  cul-de-sac  evacuated  and  pus  pockets  entered  and  emptied. 
If  the  tubes  are  thickened  or  the  seat  of  tumefaction,  each  tube 
is  brought  down  into  the  vaginal  incision  and  incised  for  an 
inch  or  more  along  its  dorsum,  the  pus  evacuated  and  the  mucous 
membrane  sponged  dry.  The  lumen  of  the  tube  is  then  packed 
with  a  narrow  strip  of  twenty  per  cent,  iodoform  gauze  and  the 
tube  raised  to  its  proper  plane  in  the  pelvis  and  held  in  this 
position  with  loose  rolls  of  iodoform  gauze,  which  are  placed  in 
the  cul-de-sac  below %  the  tubes.  Each  roll  has  a  free  end  pro- 
truding into  the  vagina  properly  marked  for  removal.  By  this 
procedure  the  uterus  is  placed  in  a  position  of  anteversion. 
Should  the  tubes  after  freeing  them  from  adhesions  show  no 
evidence  of  thickening,  suppuration  or  tumefaction,  they  are 
raised  in  the  pelvis  with  gauze  rolls  and  left  alone.  When  no 
adhesions  are  encountered,  as  is  the  case  in  virulent  streptococcic 
infections,  the  pelvic  peritoneum  is  dried  and  the  cul-de-sac 
loosely  filled  with  dry  iodoform  gauze.  This  prevents  the  fur- 
ther absorption  of  toxins  from  the  pouch  of  Douglas,  and  steril- 
izes the  contiguous  structures  by  the  liberation  of  free  iodine. 
When  I  first  adopted  Pryor's  methods  I  followed  his  directions 
relative  to  the  removal  and  the  replacement  of  the  gauze  dress- 
ing, but  for  the  past  three  years  it  has  been  my  custom  to  leave 
the  gauze  in  position  and  untouched  for  at  least  four  days  and 
then,  with  the  patient  placed  in  the  Sims  position,  to  remove  the 
gauze  rolls  successively.  This  can  be  done  painlessly  by  inject- 
ing into  the  vagina,  several  syringef uls  of  fifty  per  cent,  peroxide 
of  hydrogen,  after  the  gauze  has  been  loosened  from  the  edges 
of  the  vaginal  wound.  The  cavities  are  not  irrigated,  nor  are 
they  repacked,  as  I  find  that  any  manipulation,  however  gentle, 
will  disturb  the  limiting  adhesions,  which  are  exceedingly  frail 
and  thus  defeat  the  purpose  of  isolation. 

By  using  care  in  the  removal  of  the  gauze  the  uterus  and  tubes 
maintain  their  proper  pelvic  plane,  and  are  held  in  this  position 
by  the  lymph  shell  until  absorption  and  organization  of  the  large 
protective  lymph  mass  has  taken  place.  It  is  well  to  encourage 
the  patient  to  assume  a  semi-recumbent  posture  in  bed  after  the 
gauze  has  been  removed ;  however,  if  her  condition  will  not  per- 
mit her  to  assume  a  position  other  than  the  prone,  the  head  of 
the  bed  may  be  raised  eighteen  or  twenty  inches  to  accomplish 
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the  same  end,  i.  e.,  gravity  drainage.  Vaginal  douches  of  boric 
acid  at  120°  F.  are  given  daily  in  quantities  of  two  or  three  gal- 
lons to  cleanse  the  vagina  and  favor  the  absorption  of  the  pro- 
tective exudate.  These  patients  are  directed  to  lead  a  well- 
ordered  life  for  some  months,  and  such  adjuncts  as  icthyol  inter- 
nally, tonics,  hot  vaginal  douches  and  weekly  rectal  enemata 
must  be  continued  over  several  menstrual  periods. 

How  iodine  accomplishes  these  results  is  as  yet  an  open  subject. 
I  have  been,  however,  so  impressed  with  the  rapidity  with  which, 
it  appears  in  the  urine  after  it  is  applied  in  the  form  of  iodo- 
form to  raw  surfaces  in  the  pelvis,  that  I  tend  to  the  belief  that 
not  only  is  it  a  local  antiseptic  of  the  greatest  value,  but,  being 
speedily  taken  into  the  circulation,  stimulates  the  adrenal  centre 
and  raises  the  functional  activity  of  the  adrenals  without  over- 
powering them  (Sajou),  and  so  destroys  the  bacteria  and  their 
toxins. 

Of  the  seventy  patients  operated  by  this  method,  fifty-eight 
have  been  kept  under  constant  observation  for  periods  varying 
from  six  months  to  three  years.  Five  patients,  already  referred 
to  in  this  paper,  have  been  reoperated  by  the  writer  and  one  by 
another  surgeon. 

Fifty-two  have  had  no  further  surgical  treatment,  and  thirty- 
nine  of  this  number  have  no  pain,  nor  gross  lesion  in  the  pelvis 
which  requires  any  attention.  None  have  had  subsequent  attacks 
of  pelvic  peritonitis. 

Six  complain  of  severe  dysmenorrhea  at  each  monthly  period, 
and  have  to  assume  the  recumbent  position  for  from  one  to  three 
days  at  that  time.  Their  intermenstrual  periods,  however,  are 
free  from  all  pain. 

Four  belonging  to  the  class  of  gonococcic  origin,  while  suffer- 
ing no  pain,  complain  of  menorrhagia  and  have  large  thickened 
and  more  or  less  fixed  uteri;  while  three  women  have  appre- 
ciable thickening  in  one  tube. 

All  of  the  nine  gonorrhceal  cases  refusing  operation  during 
the  acute  attack,  have  also  come  under  the  observation  of  the 
writer  in  one  or  more  attacks  of  pelvic  peritonitis,  and  two  have 
well-defined  pus  tubes. 

I  have  offered  these  few  notes  in  defense  of  conservation;  my 
results,  which  I  have  given  in  full,  are  my  conclusions. 
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XXVI.  THE  NECESSITY  OF  A  KNOWLEDGE  AMONG 

GENERAL  PRACTITIONERS  OF  THE  DIAGNOSIS 

AND  TREATMENT  OF  GLAUCOMA 

By  D.  B.  ST.  JOHN  ROOSA,  M.  D.,  LL.  D. 

NSW  YORK 

Glaucoma  is  a  disease  which  ought  to  be  better  known  by  the 
all-round  practitioner  than  it  is.  Were  it  so,  many  cases  of 
inoperable  and  incurable  forms  of  this  disease  would  not  present 
themselves  in  this  state  to  the  specialist.  There  are,  perhaps,  cer- 
tain affections  of  the  eye  which  the  general  practitioner  may 
ignore— for  example,  cataract  and  strabismus— but  inflammatory 
affections  which  run  a  rapid  course,  and  end  in  irreparable  dam- 
age to  the  sight,  should  be  diagnosticated  at  the  earliest  possible 
moment.    Glaucoma  belongs  to  this  class  of  diseases. 

Although  glaucoma  has  been  known  by  its  present  name  since 
the  time  of  Hippocrates,  and  has  been  clinically  studied  by  sur- 
geons all  along  the  centuries,  its  true  nature  was  only  approxi- 
mately understood  after  Helmholtz  had  invented  the  ophthalmo- 
scope. All  our  present  ideas  of  its  treatment  date  from  Graef  *s 
operation  of  iridectomy,  in  1856,  and  the  suggestion,  soon  after, 
of  the  use  of  Calabar  Bean  (eserine)  and  pilocarpine  (jabo- 
randi),  for  their  power  of  reducing  tension  of  the  eyeball.  With 
all  the  knowledge  that  has  come  to  us  from  a  thorough  study  of 
the  various  symptoms  of  this  disease— the  halo  around  lights,  the 
insensitive  cornea,  the  diminishing  visual  field,  the  severe  neu- 
ralgic pain,  the  cupping  of  the  optic  disk  and,  above  all,  the 
hardening  of  the  globe,  the  profession  is  not  entirely  agreed  as 
to  the  exact  nature  of  this  formidable  affection  of  the  eye.  We 
are  not  yet  positively  assured  that  it  occurs,  as  some  writers 
claim,  only  in  arthritic  subjects,  that  it  is  a  result  of  a  change 
in  the  quality  of  the  blood,  whether  it  be  an  infection  or  a  neu- 
rosis, or  an  obstruction  of  the  intraocular  lymphatics,  and 
whether  the  proximate  cause  be  or  be  not  the  lessening  of  the 
angle  between  the  ciliary  portion  of  the  iris  and  the  posterior 
layer  of  the  cornea,  and,  consequently,  a  want  of  proper  filtra- 
tion. But  it  is  not  at  all  necessary  to  the  correct  diagnosis  and 
treatment  of  glaucoma  that  its  exact  nature  should  be  accurately 
understood  and  defined.  While  this  question  is  by  no  means 
fully  settled,  the  nomenclature  is  vague  and  confusing,  and  the 
literature  on  the  subject  is  vast.  Graefe,  himself,  when  a  more 
correct  idea  of  the  nature  of  the  morbid  process  was  beginning 
to  be  had,  presented  a  simpler  nomenclature  than  many  of  the 
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writers  that  have  followed  him.  On  account  of  this  literature, 
and  the  contentions  it  has  involved,  perhaps,  the  general  sur- 
geon and  general  physician  have  quietly  dropped  the  whole  sub- 
ject, and  ignore  the  existence  of  glaucoma.  Without  attempting 
to  enter  into  a  discussion  of  the  true  nature  of  the  disease,  the 
object  of  what  I  am  writing  at  this  time  is  simply  to  reiterate 
my  suggestions  for  a  simpler  nomenclature,*  and  to  call  renewed 
attention  to  a  marked  symptom  which  will  enable  any  observing 
practitioner  to  diagnosticate  the  existence  of  glaucoma.  The 
names  usually  employed  to  classify  glaucoma  are  acute  simple 
glaucoma,  chronic  simple  glaucoma,  acute  and  chronic  inflamma- 
tory glaucoma,  with  such  subdivisions  as  glaucoma  fidminans, 
glaucoma  hcemorrhagicum,  primary  glaucoma  and  secondary 
glaucoma,  glaucoma  in  its  initial  stages,  prodromal  glaucoma,  in 
full  advance,  glaucoma  evolutum,  and  in  its  final  condition,  glau- 
coma absolutum.    Certainly,  this  should  be  simplified. 

I  can  see  no  reason  why  we  should  have  any  other  nomencla- 
ture than  acute  and  chronic  glaucoma— such  as  was  formerly 
adopted— as  we  do  of  acute  and  chronic  iritis,  or  of  acute  and 
chronic  choroiditis— with  a  subclassification  of  primary  and  sec- 
ondary glaucoma.  The  term,  glaucoma,  a  green  tumor,  is  very 
faulty,  and  ought  not  to  have  been  perpetuated  by  Graef e,  but  it 
is  too  late  to  change  it.  The  name  defines  very  little.  We  must 
define  the  disease  with  much  more  than  this  name.  This  green 
reflex  is  only  one  symptom,  which  exists  chiefly  in  the  disease 
when  it  has  run  its  course,  or  is  overshadowed  by  others.  Hard- 
ening of  the  globe,  or  increased  tension,  a  pathognomonic  symp- 
tom, always  present  when  there  is  glaucoma,  should  have  been 
the  name.  When  the  eyeball  is  in  a  state  of  increased  tension,  so 
that  it  is  sensibly  hard  by  comparison  with  normal  eyes  to  the 
fingers  placed  on  the  closed  lids,  in  a  palpating  method  as  if 
searching  for  fluid— a  comparison  perfectly  easy  to  make— that 
is  either  primary  or  secondary  glaucoma.  In  addition  to  this 
chief  symptom,  which,  even  if  no  other  objective  one  exists, 
marks  the  disease  as  glaucoma,  will  generally  be  found  a  red- 
ness of  the  eyeball  in  the  circumcorneal  region,  a  dilated  pupil, 
a  watery  eye  and,  perhaps,  very  great  deterioration  of  vision, 
with  failure  of  accommodation.  In  addition  to  this  there 
may  be  an  important  subjective  symptom— a  halo  around 
lights.  This  halo  is  probably  dependent  upon  changes  in  the 
corneal  epithelium.  Rainbow  colors  seen  especially  about  a 
candle  flame,  or  the  like,  although  a  subjective  symptom,  is  a 
very  suspicious  and  alarming  one.  If  we  add  to  the  picture  the 
very  important  fact  that  patients  generally  suffer  severe  pain  of 

*  Treattee  on  the  eye,  page  861. 
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a  neuralgic  character,  and  that  the  eye  is  suffused  and  the  lids 
perhaps  swelled,  we  have  the  disease,  acute  glaucoma,  which 
ought  at  once  to  receive  operative  attention.  If  the  diagnosis 
be  promptly  made  by  the  general  practitioner,  the  means  are  at 
hand  to  arrest  the  progress  of  the  disease  until  the  specialist  can 
perform  the  sight-saving  operation.  It  is  a  great  misfortune  that 
attacks  of  glaucoma  or  increased  tension  of  the  eyeball  are  often 
overlooked.  Sometimes  the  acute  symptoms,  and  apparently  all 
the  symptoms,  subside.  But  really  only  the  severe  pain,  so  often 
called  "neuralgia  of  the  eye,"  the  circumcorneal  rediness,  the 
swelling  of  the  lids  may  have  disappeared,  while  impairment  of 
vision,  increased  tension  and  cupping  of  the  optic  disk  remain, 
so  that  before  the  next  acute  attack  the  disease  has  made  an 
insidious  progress  which  lessens  the  chances  of  cure. 

This  is  the  condition  for  which  Graefe  proposed,  and  first  of 
all  the  world,  successfully  tried,  iridectomy.  The  condition 
remains  curable  to  this  day.  It  has  only  been  the  extension  of 
the  treatment  to  the  chronic  form  of  glaucoma  that,  to  my  mind, 
has  brought  iridectomy  for  glaucoma  into  disrepute.  Perhaps 
to  say  "into  disrepute"  is  strong  language,  but,  at  least,  into  a 
very  doubtful  idea  as  to  its  efficiency  in  many  cases  of  increased 
tension  of  the  eyeball  without  acute  symptoms.  This  doubt  is,  I 
think,  well  placed.  Iridectomy  in  chronic  glaucoma  has  none  of 
the  efficacy  that  obtains  in  the  acute  form  of  the  disease.  Heemor- 
rhagic  glaucoma,  which  occurs  sometimes  in  the  course  of  chronic 
Bright 's  disease,  even  in  the  acute  form,  forms  also  another  of 
the  exceptions  where  iridectomy  is  interdicted.  But  it  often 
becomes  necessary  in  chronic  glaucoma,  when  the  sight  is  lost, 
and  there  are  occasional  subacute  exacerbations,  with  troublesome 
symptoms— of  halo  about  lights,  and  uncomfortable  sensations  of 
various  kinds  in  the  eye,  besides  the  pain— to  do  something  to 
relieve  these  symptoms.  Operations  then  are  often  worse  than 
useless.  It  seems  to  me  to  be  very  bad  practice  to  operate,  in 
any  way,  upon  a  sightless  glaucomatous  eye,  with  a  hope  of  reliev- 
ing pain,  except  to  remove  it  or  its  anterior  portion.  It  is  in 
these  inoperable  cases,  a  diagnosis  having  been  made,  that  eserine, 
first  of  all,  cocaine  and  pilocarpine  next,  may  play  the  very 
important  part  of  arresting  the  acute  symptoms  until  the  special- 
ist comes  in.  But  if  the  disease  be  mistaken  for  iritis  or  simple 
neuralgia,  and  atropia  or  any  other  mydriatic  be  used,  a  few 
hours  may  suffice  to  put  the  case  beyond  hope.  Here,  as  in  acute 
glaucoma,  the  myotics  or  tension  depressors  may  play  a  very 
important  part.  In  acute  tension  the  myotics  are  used  until 
iridectomy  can  be  performed.  In  sightless  eyes  they  are  also 
used,  although  the  operation  should  not  be  performed,  because 
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no  operation  but  enucleation  of  the  eyeball  offers  anything  for 
the  relief  of  the  pain.  The  applications  to  the  eye  of  myotics, 
either  pilocarpine  or  cocaine,  or,  best  of  all,  eserine,  and  as  recom- 
mended by  Panas,  in  oil,  often  afford  an  efficient  remedy.  The 
use  of  eye-drops  in  oil  has  long  been  known  and  practised,  being 
first  recommended  in  this  country  by  Andrews  and  Green.  But 
I  believe  no  systematic  attempt  to  use  oily  solutions  of  eserine 
in  large  doses,  two  to  even  four  grains  to  the  ounce,  and  for  the 
purpose  of  reducing  the  tension,  and  relieving  the  pain  in  inoper- 
ative glaucoma,  has  been  made  until  the  advice  was  given  to 
do  so  by  Panas.  Some  cases  are  reported  by  Panas,  where  he 
thought  an  operation  was  indicated— cases  of  chronic  glaucoma, 
with  acute  exacerbations,  where  the  use  of  strong  oily  solutions 
of  eserine,  although  intended  to  be  employed  temporarily, 
effected  a  cure.* 

In  conjunction  with  some  of  my  colleagues  in  New  York, 
among  others  Drs.  Emerson  and  Irwin,  I  have  given  this  means 
of  treatment  a  fair  trial,  and  I  think  it  ranks  among  the  best  for 
inoperable  cases  of  glaucoma,  and  in  chronic  glaucoma  I  am 
rather  inclined  to  increase  the  field  of  inoperable  cases  than  to 
diminish  it.  I  think  the  claim  is  a  just  one,  that  these  oily  solu- 
tions are  more  rapid  in  action  and  more  durable  in  effect.  They 
are  employed  three  to  four  times  in  twenty-four  hours,  and  fol- 
lowed by  fomentations  of  water  for,  say,  twenty  minutes. 

This  subject  will  not  be  at  all  complete  unless  another  great 
danger  in  making  a  false  diagnosis  in  glaucoma  is  dwelt  upon. 
While  mydriatics,  especially  atropia,  will  save  cases  of  iritis  and 
keratitis,  and  be  of  no  damage  whatever  in  choroiditis,  in  glau- 
coma they  are  of  the  greatest  harm,  and  may  even  excite  the  dis- 
ease when  it  has  not  before  existed.  The  general  practitioner 
ought,  for  this  reason,  among  the  many  others,  to  be  able  to 
diagnosticate  glaucoma,  lest  he  aggravate  the  conditions  by  drop- 
ping atropine  in  an  eye  having  the  prodromal  symptoms  of  glau- 
coma, or  even  induce  it  in  a  suspicious  case.  While  atropia  is 
one  of  the  very  best  remedies,  of  the  widest  usefulness  in  ophthal- 
mology, it  is  of  the  greatest  harm  in  glaucoma,  as  may  be  many 
mydriatics. 

What  I  set  out  to  say  in  this  paper  will  be  demonstrated,  I 
think,  by  some  of  the  cases  that  will  be  found  reported  at  the 
end  of  it,  in  sufficient  fulness  to  bring  out  the  subject— that  this 
is  a  disease  which  is  often  not  diagnosticated,  and  yet  any  well- 
educated  practitioner  should  be  able,  after  seeing  one  typical 
case,  to  diagnosticate  without  making  any  mistake.  The  intense, 
neuralgic  pain,  the  circumcorneal  redness,  the  anaesthesia  of  the 

*  Etudes  de  Clin  I  que  Ophtalmologiqae,  Paris,  1008,  page  20  et  aeq. 
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cornea,  tested  by  a  bit  of  paper  or  the  like,  the  great  failure  in 
vision,  the  general  turbid  look  of  the  front  of  the  eye,  and,  above 
all,  the  hardness  of  the  eyeball  as  compared  with  a  normal  eye- 
ball, make  a  picture  which  once  carefully  observed  will  prevent 
the  practitioner  from  falling  into  the  error  of  thinking  this  to 
be  a  case  of  iritis,  or  conjunctivitis,  or  neuralgia  of  the  eyeball 
or  orbit.  Intraocular  tumors  may  also  cause  increased  tension. 
In  some  instances  the  diagnosis  must  be  reserved  on  account  cf 
this.  The  increased  tension  may  be  caused  by  a  growth  within 
the  eye.  If  this  be  so,  the  hardness  of  the  globe  and  impaired 
vision  will  be  the  chief  symptom.  Severe  pain,  suffusion  of  the 
eye,  the  halo  about  the  flame  will  generally  be  wanting.  In  case 
of  hardness  of  the  globe  from  the  presence  of  an  intraocular 
tumor,  very  often  either  the  pupil  will  show  a  reflex  or  there 
will  be  a  lateral  enlargement  of  the  globe. 

An  error  in  the  diagnosis  of  glaucoma  will  lead  to  the  com- 
plete loss  of  sight,  and,  besides  this,  a  remaining  eyeball  which  is 
a  constant  source  of  discomfort  and  pain,  and  sooner  or  later, 
perhaps  at  one  time,  both  eyeballs  may  be  affected.  The  means 
of  relief  are  so  simple  that  they  can  be  carried  on  in  any  house- 
hold where  circumstances  render  it  impossible  for  the  patient  to 
be  put  under  special  care.  The  eserine  can  be  used  by  virtue  of 
its  being  used  in  oil,  in  the  strength  of  two  grains  to  the  ounce, 
or  even,  in  some  cases,  three  to  four  grains  to  the  ounce.  I  find 
castor-oil  the  best  of  the  oils  as  a  vehicle,  and  if  afterwards 
fomentations  are  used  for  a  period  of  not  less  than  twenty 
minutes,  the  pain  usually  caused  by  strong  solutions  of  eserine 
does  not  occur. 

Illustrative  Cases 

A  Case  of  Glaucoma,  supposed  to  he  Cold  Settling  in  the  Eye,  without 
treatment  directed  to  the  disease  for  a  year.  One  eye  lost— Mrs.  L.  E.  M., 
age  66,  May,  1903.  The  patient  states  that  a  year  ago  last  February 
"cold  settled"  in  the  left  eye.  It  was  treated  by  a  physician  for  more 
than  a  year.  An  opacity  of  the  lens  began  at  that  time.  She  sees  a  halo, 
rainbow  colors,  around  a  light.  The  left  pupil  is  dilated  and  fixed,  the 
lens  opaque  tension  +.  There  is  no  perception  of  light.  In  the  right  eye 
the  vision  becomes  fj-f-  with  glasses,  but  the  tension  is  also  -)-.  With  the 
ophthalmoscope,  the  right  optic  papilla  was  found  to  be  excavated.  Eserine 
in  castor-oil  was  dropped  in  four  times  in  twenty-four  hours.  In  a  few 
day 8  the  tension  in  the  right  eye  became  normal,  and  the  subjective  sensa- 
tions were  removed.  The  tension  of  the  left  eye  also  became  normal, 
although,  of  course,  it  remained  sightless. 

The  Sight  of  One  Eye  Lost  with  Severe  Neuralgic  Pain.— Mrs.  G.  O.  X., 
age  72,  May,  1903.  The  patient  was  a  woman  in  good  general  health.  She 
states  that  she  lost  the  sight  of  the"  right  eye  five  months  since,  having 
suffered  great  neuralgic  pain  in  it.  The  disease,  by  which  it  was  lost, 
does  not  seem  to  have  been  diagnosticated.     The  eyeball  is  in  a  state  of 
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extreme  tension,  the  pupil  dilated,  the  lens  opaque.  There  is  circumcorneal 
injection.  In  the  left  eye  the  vision  is  f$  with  a  glass.  The  patient  can 
read  the  finest  type.  The  pupil  responds  well  to  light,  the  field  is  normal, 
the  centre  of  the  lens  is  sclerosed,  but  there  is  no  cupping  of  the  disk. 
Eserine  in  castor-oil  was  used  to  quiet  the  discomfort  and  pain  in  the 
right  eye.  Six  months  later  the  sight  was  the  same  in  #the  better  eye, 
and  the  pain  remained  relieved. 

Chronic  Glaucoma,  Blindness.  Kept  quiet  by  use  of  Eserine.— J.  B.  L., 
male,  aged  69,  April  29,  1903.  The  patient  says  he  has  not  seen  well  from 
the  left  eye  for  four  months,  and  has  suffered  considerably  from  pain.  The 
pupil  is  dilated,  there  is  circumcorneal  injection,  the  tension  is  -f-,  and  he 
has  only  quantitative  perception  of  light.  In  the  right  eye  the  vision  is 
normal.  The  patient  has  been  under  observation  since  his  first  visit— eleven 
months— and  has  been  treated  by  a  collyrium  of  eserine  in  oil,  followed  by 
hot-water  applications.  The  tension  has  become  normal,  the  pupil  is  of 
proper  size,  there  is  rarely  any  circumcorneal  injection,  and  there  is  no 
perception  of  light.  The  right  eye  remains  normal.  The  patient  is  in 
active  business,  and  carries  it  on  without  trouble,  except  so  far  as  the  loss 
of  sight  in  the  left  eye  is  concerned,  and  the  necessity  of  protecting  both 
eyes  from  wind  and  glare. 

Glaucoma  Undiagnosticated.  Choroiditis.— Mrs.  F.  W.  J.,  aged  63,  April, 
1903.  This  patient  gives  an  inexact  history  of  failing  sight.  A  diagnosis 
does  not  seem  to  have  been  made.  She  counts  fingers  at  six  inches  with 
the  right  eye,  and  in  the  left  the  vision  is  J#  with  a  -[-  glass.  In  the  right 
eye  there  are  large  floating  bodies  in  the  vitreous  humor.  The  tension 
is  +.  The  optic  papilla  cannot  be  seen.  In  the  left  the  optic  papilla  is 
white  and  excavated,  the  tension  -f.  Two  weeks  later  the  condition  was 
about  the  same,  except  in  one  regard,  the  tension  was  normal  in  the  left 
eye.  The  patient,  however,  was  not  seen  afterwards.  She  was  quite  indif- 
ferent to  the  loss  of  sight  that  had  occurred,  and  perhaps  to  that  that 
was  imminent,  and  did  not  think  it  worth  while  to  put  herself  under  the 
care  of  an  oculist  in  a  hospital,  as  was  advised.  From  statements  of 
friends  of  the  patient,  all  treatment  has  been  discontinued,  and  the  sight 
is  lessening. 


XXVII.  NOTE  ON  THE  RELATION  BETWEEN  THE 

MUSCLES  OF  THE  BODY  AND  THOSE 

OP  THE  EYE 

By  LUCIEN  HOWE,  M.  D. 

BUFFALO 

In  order  to  show  that  any  such  relation  exists  it  is  necessary 
first  to  agree  upon  some  method  of  measuring  the  strength  of 
the  muscles  of  the  eye  and  also  of  the  hody  as  a  whole. 

For  the  eye  this  can  be  done  by  ascertaining  what  prism  can 
be  overcome  in  the  act  of  adduction,  abduction,  etc.    When  doing 


Digitized  by 


Google 


LUCIEN    HOWE  291 

this  it  is  essential  to  begin  with  a  strong  prism  and  gradually 
decrease  to  the  weakest  one  which  can  be  overcome.  Several 
other  points  in  this  connection  might  be  elaborated,  but  that  is 
unnecessary  here.  The  fact  is  that  with  proper  precaution  in  the 
method  we  can  express  with  considerable  accuracy  the  strength 
of  the  muscles  of  the  eye  in  degrees  of  a  prism.  Further,  it  is 
necessary  to  have  an  expression  in  figures  of  the  strength  of  the 
body  as  a  whole.  This  is  more  difficult.  If  estimated  as  is 
sometimes  done  by  the  weight  of  a  dumb  bell  lifted  or  of  a  dyna- 
mometer compressed— each  of  these  represents  only  the  strength 
of  a  certain  group  of  muscles. 

The  most  accurate  and  simple  method  which  we  have  for  esti- 
mating the  strength  of  the  body  is  by  the  plan  suggested  by  Prof. 
Sargent  of  the  Hemenway  gymnasium,  Harvard.  This  consists 
in  a  series  of  exercises  so  arranged  as  to  bring  into  action  prac- 
tically all  of  the  different  muscles  of  the  body,  and  by  estimating 
the  number  of  foot  pounds  thus  lifted  in  a  given  time,  we  have 
an  expression  in  figures  of  the  strength  exerted.  For  example, 
if  a  person  lying  on  his  back  then  sits  erect,  in  doing  so  he  lifts 
one-half  of  his  weight  through  a  distance  equal  to  one-half  his 
height,  and  by  a  simple  calculation  we  have  the  number  of  foot 
pounds  exerted  by  that  one  exercise.  Or  by  selecting  a  number 
of  these  exercises,  and  performing  them  a  certain  number  of 
times  in  a  given  number  of  minutes,  we  have  a  measure  of  the 
strength  and  endurance  of  that  individual. 

Having  thus  determined  an  expression  for  the  strength  of  the 

ocular  muscles  on  the  one  hand  and  the  general  strength  of  the 

•  body  on  the  other,  we  may  consider  the  relation  between  these 

two.    Apparently  such  a  relation  does  exist.    That  is  indicated 

by  two  facts. 

First  The  strength  of  the  muscles  in  health  is  apparently  in 
proportion  to  the  general  strength  of  an  individual.  This  is 
indicated  by  examinations  of  fifty-three  pairs  of  normal  eyes  of 
students  at  the  Hemenway  gymnasium,  Harvard.  The  details  of 
these  examinations  will  be  published  later. 

Second.  Clinical  experience  shows  that  persons  who  have  im- 
balance of  the  ocular  muscles  often  suffer  little  or  no  incon- 
venience as  long  as  the  condition  of  the  general  muscle  system 
is  good.  On  the  other  hand  when  from  some  exhausting  illness, 
or  other  causes  the  general  muscular  strength  is  below  the  normal 
standard,  then  asthenopic  symptoms  appears  or  is  apt  to  return, 
if  they  have  existed  before. 

The  conclusion  from  this  is  obvious.  It  means  in  a  word  that 
when  there  is  imperfect  strength  of  the  ocular  muscles  as  shown 
by  prisms  we  should  also  take  pains  to  ascertain  by  simple  tests, 
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preferably  by  those  referred  to,  what  is  also  the  condition  of  the 
muscles  of  the  entire  body,  and  if  the  latter  are  not  in  their 
normal  condition,  a  part  of  the  ocular  treatment  consists  in  cor- 
recting this  imperfection  of  the  muscular  system  as  a  whole. 


XXVIII.    ASTHENOPIA-A  CLINICAL  STUDY 

By  D.  H.  WIESNER,  M.  D. 
NSW  YORK 

Under  the  term  asthenopia  are  included  a  long  train  of  symp- 
toms, subjective  and  objective,  that  result  from  a  faulty  for-  j 
mation  of  the  eyes,  from  an  over  use  or  improper  use  of  the 
organs  of  vision,  or  from  both. 

Definition.  The  word  asthenopia  is  a  compound  derivative, 
literally  meaning  without  strong  sight;  ordinarily  called  "  eye 
strain." 

Prevalence.  How  frequent  is  the  complaint,  "  weak  eyes  "  — 
"  poor  vision."  M6re  and  more  frequent  is  this  becoming;  not 
so  much  so  in  rural  districts  where  there  is  less  intenseness  of 
life— but  in  crowded  populous  cities,  where  the  rush  of  life 
demands  a  constant  application  of  the  eyes  so  many  hours  in 
the  day  at  close  range  is  asthenopia  common.  This  fact  is  borne 
out  when  it  is  stated  that  more  than  fifty  (50)  per  cent,  of  the 
office  work  of  the  oculist  is  the  relieving  of  asthenopia;  also  that 
the  same  prevails  in  our  hospitals  and  dispensaries  that  have 
eye  departments.  The  other  side  of  this  is  evidenced  in  the  so  ♦ 
very  numerous  advertisements— newspaper  and  other  of  the  so- 
styled  "  refracting  opticians,"  "  optical  specialists,"  etc.  Shop 
signs  of  these  specialists  abound ;  their  positiveness  is  alluring— 
"  If  you  have  headaches  come  in,"  "Astigmatism  properly  cor- 
rected." How  unskillful  is  the  fitting  of  errors  of  refraction  by 
these  "  specialists  "  oculists  generally  could  testify. 

Cause.  The  cause  of  this  prevalence  is  also  clear— with  the 
overcrowding  in  our  large  city  comes  the  keen  competition  for 
position,  and  even  existence,  often  requiring  the  application  of 
the  eyes  many  hours  of  the  day  and  far  into  the  night,  and  that 
at  close  range ;  bad  enough  in  the  day  time ;  worse  at  night  with 
artificial  illumination.  In  children  and  youth,  during  the  school 
years,  does  the  same  apply— over-straining  and  over-use  of  eyes 
at  a  too  long  continued  application  to  study  and  school  work 
will  cause  eye  strain. 

Varieties  of  Asthenopia.  First  the  accomodative.  All  eyes 
in  order  to  see  clearly  nearby  have  to  call  into  action  the  ciliary 
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muscle ;  this  muscle  surrounds  the  lens,  inside  the  globe,  and  by 
its  action  causes  a  further  convexity  of  the  lens,  so  that  objects 
may  be  properly  focused  on  the  retina.  Hyperopes  of  any  large 
degree  also  have  to  use  this  muscle  of  accommodation  for  distant 
vision,  because  of  the  formation  of  the  eye;  it  is  readily  seen, 
therefore,  why  eye  strain  symptoms  are  so  common  with  this 
refractive  error. 

The  Muscular.  The  act  of  accommodation  is  accompanied  and 
assisted  by  the  act  of  convergence,  both  internal  recti  taking  part 
in  this;  if  now  this  convergence  be  long  continued  it  is  easy  to 
understand  that  an  over-strained  muscle  will  rebel  and  assert 
itself;  furthermore,  if  for  this  reason,  or  for  some  other,  the 
balance  or  equilibrium  between  the  extraocular  muscles  be  upset, 
symptoms  called  muscular  asthenopia  follow. 

The  nervous,  hysterical  or  psychical  asthenopia  must  be  men- 
tioned, for  it  is  met  with;  if  accommodative  and  muscular 
asthenopia  can  be  excluded,  or  if,  after  careful  examination  and 
correcting  of  these  conditions,  the  eye  strain  symptoms  persist 
the  nervous  variety  may  be  suspected  and  should  be  treated. 

The  purpose  in  this  paper  is  to  confine  itself  mainly  to  the 
accommodative  and  muscular  variety,  using  the  office  case-book 
to  illustrate  and  describe  the  symptoms  resulting  from  these  con- 
ditions. While  age  may  be  a  factor,  and  while  asthenopic  symp- 
toms are  most  prevalent  before  forty,  yet  it  is  not  uncommon 
to  have  patients  over  forty  present  themselves  with  asthenopic 
symptoms,— this  in  contra-distinction  from  presbyopia. 

Conditions  of  the  eye,  producing  eye-strain  symptoms.  In 
simple  hyperopia  they  are  common;  in  hyperopia  astigmatism 
are  they  usual— in  compound  hyperopia  astigmatism  general— 
the  severity  of  the  symptoms,  of  course,  depends  on  the  amount 
of  use  and  strain  of  the  eyes. 

In  myopia,  with  the  exception  of  the  reduced  distant  vision — 
this  not  to  be  called  an  asthenopic  condition— eye  strain  is  not 
met  with;  with  myopic  astigmatism  are  eye  strain  symptoms 
noticed,  and  also  with  the  compound  variety.  The  largest  major- 
ity of  cases,  therefore,  are  those  with  hyperopia,  with  or  without 
astigmatism,  because  it  is  in  these  cases  that  the  accommodative 
act  is  so  continuously  called  upon. 

The  Muscular.  This  is  a  loss  or  upset  of  the  equilibrium  of 
the  extrinsic  muscles  of  the  globe— these  muscles  bear,  or  are 
supposed  to  bear,  a  certain  relative  relation  to  each  other  as  to 
their  action  and  power  to  roll  the  eye  in  one  or  another  direc- 
tion—if now  this  be  disturbed  it  will  manifest  itself.  Many  of 
the  symptoms  to  be. mentioned  are  present  in  either  or  in  both 
of  these  varieties. 
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The  great  relief  resulting  from  the  wearing  of  properly- 
fitting  lenses  is  a  source  of  great  gratification,  both  to  the  patient 
and  the  oculist;  that  this  may  lead  to  over-enthusiasm  can  be 
understood-— that  asthenopia  is  at  the  bottom  of  all  ills  flesh  is 
heir  to  is  not  a  common  experience  with  oculists ;  that  it  may  be 
a  factor  in  epilepsy  is  granted,  and  that  relief  in  part  from  this 
condition  often  follows  a  proper  correction  of  the  eye  conditions 
present  is  also  granted ;  but  that  amelioration  and  cure  of  men- 
tal states  or  diseases  follow  lens  or  operative  corrections  of 
asthenopia  is  also  not  a  common  experience.  The  scope  of  this 
paper  is  broad  enough,  but  the  time  allowed  for  its  reading  makes 
it  necessary  to  be  brief. 

Sex  does  not  enter  materially,  temperament  does,  age  is  a 
factor— most  sufferers  from  eye  strain  are  under  forty— growing 
school  children  frequently  complain. 

Headache  is  a  prominent  symptom,  pain  in  different  parts  of 
the  head  and  in  the  eyes,  of  different  kinds  and  varying  intensity ; 
at  times  sharp,  shooting— at  times  dull,  throbbing,  the  temples 
and  forehead  over  eyes  a  favorite  seat— again  all  over  the  frontal 
region  and  extending  on  either  side  to  the  temples;  again  the 
pain  may  be  on  top  of  the  head  and  extend  backward  to  the 
occipital  region.  If  the  ache  be  in  or  near  the  eyes  it  is  gen- 
erally due  to  the  accommodative  variety  of  this  error— if  further 
away  to  the  muscular;  it  may  not  be  always  possible  to  dis- 
tinguish the  one  from  the  other.  These  headaches  are  liable  to 
come  on  in  the  afternoon,  and  are  carried  through  the  evening 
and  to  bed,  to  be  followed  by  relief  in  the  morning.  This  ache 
is  positive,  intense;  one  case  is  recalled:  the  child  came  home 
from  school  with  this  pain  and  had  to  go  to  bed;  this  was  fol- 
lowed by  a  vomiting  spell ;  relief  came  in  the  morning ;  several 
recurring  attacks  of  this  nature  were  relieved,  and  in  time  cured 
by  wearing  proper  lenses. 

Blurring  of  Vision.  This  is  a  common  symptom,  both  for 
near  and  distance;  it  happens  that  while  looking  at  an  object 
suddenly  all  becomes  blurred  and  blank  before  the  eyes;  or. 
objects  become  indistinct,  requiring  a  closing  of  the  lids  for  a 
time,  or  the  rubbing  of  the  eyes  to  bring  back  clear  vision ;  this 
condition  is  due  to  a  sudden  though  only  temporary  failure  of 
accommodation,  that  is  the  ciliary  relaxes,  the  lens  becomes  flat 
and  vision  is  indistinct.  Some  call  this  a  dizziness,  some  a  swim- 
ming before  the  eyes.  After  a  short  rest  the  ciliary  regains  its 
tone  and  clear  vision  returns.  When  this  is  a  prominent  symp- 
tom the  sufferer  often  becomes  aware  of  it  before  its  actual  onset 
and  can  anticipate  it  by  a  short  respite  from  work.  After  some 
systemic  disease,  as  grippe  or  typhoid  fever,  is  this  observed; 
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in  common  with  other  muscles  the  ciliary  participates  in  the  gen- 
eral lack  and  loss  of  muscular  tone  and  vigor.  This  condition 
must  not  be  confounded  with  the  paresis  following  diphtheria; 
here  there  is  a  distinct  nerve  enervation— in  asthenopia  there 
is  only  a  momentary  loss  of  tone,  inconvenient  to  be  sure,  but 
only  the  symptom  of  a  condition,  not  of  a  disease.  Blurring  of 
vision  asserts  itself  after  a  continuous  use  of  the  eyes;  thus  in 
the  morning  it  is  uncommon,  but  toward  the  afternoon  and  early 
evening,  particularly  by  artificial  light,  this  is  experienced. 

Under  this  head  must  be  mentioned  inability  to  see  the  black- 
board work  distinctly,  so  often  complain  of  by  students,  old  and 
young ;  excluding  a  myopic  state  and  poor  illumination ;  this  is 
due  to  a  refractive  error  that  the  ciliary  is  not  always  or  con- 
tinually able  to  overcome. 

Lacrymation.  A  watering  of  the  eyes  is  often  a  prominent 
symptom,  and  is  probably  reflex  in  its  nature,  due  to  an  irritation 
of  the  tear-gland  as  a  result  of  the  eye  strain ;  excluding  inflam- 
matory conditions— acute  or  chronic,  that  cause  lacrymation— 
there  is  an  over-production  of  tears ;  as  they  flood  the  conjunc- 
tival sac,  and  are  not  carried  off  freely,  the  moisture  runs  over 
the  edge  of  the  lids  and  down  the  face,  causing  a  decided  annoy- 
ance; often  a  redness  and  injection  of  the  superficial  conjunc- 
tival blood  vessels  accompanies  this  tearing. 

Diplopia.  Double  vision  is  a  not  unfrequent  complaint.  In 
some  instances  the  feeling  is  that  the  eyes  are  crossed  without 
the  diplopia,  in  others  there  is  a  troublesome  diplopia ;  here  the 
balance  in  the  extrinsic  muscles  has  been  upset;  the  internal 
recti  being  over-used  an4  over-strained  are  weakened  to  an  extent 
that  the  externi  have  strength  enough  to  pull  the  eyes  slightly 
beyond  the  point  where  objects  fall  on  both  maculae  simultan- 
eously and  cause  a  diplopia.  This  is  not  constant  and  does  Dot 
cause  an  apparent  squint  unless  of  long  duration ;  it  is  proper, 
however,  to  mention  here  that  a  decided  squint  is  in  a  certain 
proportion  of  cases  the  direct  result  of  and  caused  by  an  error 
of  refraction. 

Lid  conditions  must  be  mentioned.  Spasmodic  twitching  of 
the  lids— this  comes  on  suddenly  without  warning,  and  for  a  few 
seconds  or  longer  a  muscular  contraction  of  the  levator  or  of  the 
orbicularis,  at  times  of  both,  alterhatingly,  a  rapid  jerky  spas- 
modic movement  ending  abruptly,  again  to  return  at  uncertain 
intervals ;  a  slight  rubbing— massage— of  the  lids  with  the  fingers 
will  quiet  this  twitching. 

Pinching  of  the  eye-lids  is  often  met  with,  done  either  to 
increase  vision  or  to  accentuate  it ;  astigmatics  early  and  easily 
learn  of  the  value  and  help  of  this  act  and  practice  it  to  increase 
and  sharpen  vision. 
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Blepharospasm.  It  is  readily  seen  how  from  a  long  continued 
twitching  of  the  lids,  or  a  pinching  together  of  them,  a  con- 
dition of  blepharospasm  may  result;  while  in  most  instances  it 
is  due  to  other  causes,  generally  corneal,  yet  at  times  is  met 
with  as  a  direct  result  of  asthenopia,  and  is  one  of  the  hard 
things  in  the  treatment  of  eye  troubles  to  overcome. 

Inflammatory  conditions.  These  must  be  mentioned,  as  cer- 
tain of  them  do  result  from  eye  strain,  usually  of  the  refractive 
kind;  eliminating  bad  hygiene,  poor  or  mal-nutrition,  rheuma- 
tism, gout  and  other  disease  manifestations,  the  results  of  faulty 
metabolism,  or  if,  these  having  been  recognized  and  cured,  the 
condition  persists,  relief  and  cure  of  these  symptoms  promptly 
follow  the  correction  of  the  asthenopia. 

Blepharitis  Marginalis—an  inflammatory  condition  of  the  lids 
in  which  the  edges  are  red,  somewhat  thickened,  and  the  seat 
of  find  scaly  particles  or  even  crusts;  persisting  there  may  be  a 
loss  of  some  of  the  eyelashes,  the  picture  presented  being  a 
peculiar  one. 

Hordeolum.  Sty— an  inflamed  meibomian  gland— one  attack 
liable  to  be  followed  by  another;  painful,  causing  a  swelling  at 
the  situation  of  the  gland,  and  often  considerable  swelling  of 
the  lid,  usually  breaking  down  and  relieved  by  the  discharge 
of  the  pus. 

Chalazion,  while  not  always  an  inflammatory  condition,  is 
also  associated  so  frequently  with  an  error  of  refraction  that  it 
may  be  mentioned  as  a  result  of  asthenopia— the  characteristic 
hard  round  swelling  in  the  lids,  rolling  under  the  finger,  not 
painful,  unless  inflamed,  which  is  rare,  gradually  increasing  in 
size ;  with  proper  correction  and  regular  massage  relief  may  be 
expected. 

This  paper  must  be  brief  and  concise  and  some  things  have  been 
left  unsaid;  those  said  might  have  been  elaborated— nothing 
startlingly  new  but  also  nothing  uncertain  has  been  advanced. 

The  purpose  of  this  paper  is  to  call  renewed  attention  to  the 
so  prevalent  condition,  asthenopia,  its  causes,  manifestations 
and  most  briefly  its  relief.  Also  that  many  who  are  the  sufferers 
from  this  asthenopia  are  induced  by  luring  and  misleading  state- 
ments to  apply  for  relief  to  those  who  are  unfitted  and  unquali- 
fied; how  much  they  are  on  the  increase  is  apparent  Relief 
from  this  state  of  affairs  is  needed.  May  the  time  be  soon  when 
the  practice  of  medicine  will  be  limited  strictly  to  those  who  by 
education  and  experience  are  legally  qualified. 
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XXIX.    A  PLEA  FOR  MORE  ACCURATE  KNOWLEDGE 

IN  THE  DIAGNOSIS  AND  TREATMENT  OF  CHRONIC 

SUPPURATIVE  OTITIS  MEDIA 

By  JAMES  P.  McCAW,  M.D. 

WATEETOWN 

It  is  with  some  hesitancy  that  I  present  to  this  society  a 
paper  on  chronic  aural  suppuration;  but  the  subject  has  been 
suggested  to  the  writer  by  the  number  of  cases  seen  each  year, 
in  which  the  diagnosis  and  treatment  have  been  matters  of  indif- 
ference, and  in  many  cases  the  possible  significance  of  the  symp- 
tom entirely  overlooked.  The  importance  of  this  condition  and 
the  early  application  of  appropriate  treatment  should  be  fully 
appreciated  by  every  practicing  physician.  In  spite  of  the  many 
articles  and  discussions  upon  this  subject,  there  are  physicians 
who  fail  to  appreciate  the  importance  of  aural  discharge,  and 
allow  children  intrusted  to  their  care  to  mature  with  irreparable 
damage  to  an  organ  of  inestimable  value  from  an  educational, 
as  well  as  from  a  sociologic  and  economic  standpoint.  How 
often,  I  am  sorry  to  say,  do  we  hear  the  advice  feiven,  that  it  is 
nothing  but  a  "  running  ear,"  wash  it  out  once  in  a  while  and 
the  child  will  outgrow  it.  The  number  of  cases  in  which  the  dis- 
ease outgrows  the  patient  will  never  be  known,  for  I  venture  the 
opinion  that  many  die  from  intracranial  complications  in  which 
the  chronic  suppurative  middle  ear  disease  is  never  recognized 
as  a  causal  factor.  Many  physicians  regard  chronic  otorrhea 
much  too  lightly,  and  frequently  consider  it  a  mere  inconven- 
ience instead  of  giving  it  the  proper  consideration  as  a  serious 
condition,  from  which  there  may  arise  at  any  time  grave  com- 
plications. 

It  must  be  admitted  that  there  are  many  cases  of  chronic  aural 
discharge  which  pass  a  long  life  without  suffering  any  apparent 
inconvenience,  except  from  the  presence  of  the  discharge,  and 
die  from  some  intercurrent  disease.  These  cases  occur  in  every 
physician's  practice.  On  the  other  hand,  we  must  not  lose  sight 
of  the  fact  that  this  disease  progresses  insiduously,  destroying 
the  delicate  structures  of  the  middle  ear,  invading  the  bony 
walls,  impairing  their  nutrition,  subsequently  ending  in  caries 
or  necrosis.  An  extension  to  the  mastoid  antrum  or  cells  may 
take  place  and  finally  a  serious  invasion  of  the  intracranial  con- 
tents may  occur.  There  is  no  good  reason  to  suppose  that  one 
case  will  pass  through  life  without  further  trouble,  while  another 
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with  practically  the  same  local  conditions  will  develop  serious 
complications.  Until  we  are  able  to  separate  these  cases,  I  con- 
tend it  is  the  duty  of  every  physician  to  bear  in  mind  the  grave 
consequences  that  may  follow  a  neglect  of  this  condition.  It  is 
unfortunate  that  these  vast  and  destructive  changes  may  take 
place  often  without  pain ;  and  that  the  gravity  of  the  affection 
is  not  always  commensurate  with  the  symptoms.  When  pain 
does  supervene  upon  a  chronic  discharge  it  is  of  great  signifi- 
cance; it  is  nature  calling  out  for  relief  and  warning  us  of 
disastrous  results  likely  to  follow  if  unheeded.  For  a  physician 
to  stand  by  and  wait  for  the  catastrophe  of  which  he  has  been 
forewarned  is  little  short  of  criminal  negligence.     „ 

At  the  outset,  every  case  of  chronic  suppuration  of  the  middle 
ear  intrusted  to  our  care  should  receive  a  most  careful  examina- 
tion of  the  nose  and  naso-pharynx  to  determine  their  condition 
and  the  possible  influence  of  obstructive  lesions  in  these  local- 
ities. All  such  obstructions  are  now  well-recognized  factors  in 
the  persistence  of  chronic  ear  discharge,  and  as  influencing  a 
recurrence.  They  should  be  removed  when  found  to  exist  in 
either  locality.  It  seems  almost  superfluous  for  me  to  add  that 
adenoid  growths  of  the  pharynx  is  a  most  common  and  fruitful 
cause  of  aural  suppuration.  Nevertheless,  there  are  still  physi- 
cians who  will  not,  or  do  not  at  least,  appreciate  the  importance 
of  this  relation  and  utterly  fail  in  the  treatment  of  these  cases 
by  lack  of  a  thorough  investigation  and  recognition  of  the  pos- 
sible causal  factors.  It  is  sometimes  remarkable  what  rapid 
improvement  will  take  place  in  a  persistent  and  untractable  dis- 
charge by  attention  to  this  most  important  part  of  the  treatment. 
This  is  especially  noticeable  in  children  and  young  adults. 

The  next  important  step  in  the  investigation  is  to  determine 
the  location  of  the  perforation  and  extent  of  destruction  of  the 
membrana  tympani,  and  whether  or  not  thorough  drainage  is 
taking  place.  Chronic  suppurative  disease  in  this  cavity,  when 
dependent  upon  insufficient  drainage,  should  be  treated  on  gen- 
eral surgical  principles,  the  same  as  it  would  be  in  any  other 
cavity  of  the  body;  that  is  by  free  incision  and  removal  of  any 
obstruction,  so  as  to  allow  thorough  drainage  and  promote  heal- 
ing. Where  is  there  a  general  surgeon  or  gynaecologist  who 
would  treat  an  insufficiently  drained  pelvic  abscess  discharging 
into  the  vagina  by  ordering  simply  a  cleansing  vaginal  wash 
and  that  without  investigation  to  determine  the  source  or  cause 
of  the  trouble,  subjecting  his  patient  to  the  number  of  serious 
consequences  that  may  follow  1  I  venture  to  say  there  is  not  one 
who  would  be  guilty  of  such  lax  methods  in  the  treatment  of  so 
important  a  condition.    There  are,  I  am  sorry  to  say,  numberless 
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cases  of  chronic  aural  discharges  treated  in  just  this  manner; 
the  extent  and  cause  of  the  local  condition  not  having  been 
investigated  by  the  attending  surgeon,  putting  the  entire 
responsibility  upon  nature  and  trusting  to  good  luck  that  the 
patient  may  escape  subsequent  complications.  To  some  this  may 
seem  overdrawn,  but  to  those  working  in  this  field,  their  experi- 
ence, I  am  sure,  will  substantiate  it  as  a  true  picture. 

When  we  consider  the  prognosis  in  these  cases,  how  important 
it  is  to  know  what  structures  of  the  middle  ear  are  involved  and 
the  extent  of  such  involvement.  At  our  first  examination  we 
should  ascertain  the  location  of  the  perforation,  if  caries  of  the 
ossicles  or  adjacent  structures  exist,  if  polypoid  degeneration 
is  present  within  the  tympanum,  if  there  are  cholesteatomatous 
changes  and  finally  if  the  process  is  limited  in  its  destruction  to 
the  middle  ear.  It  behooves  not  only  every  aurist,  but  the  gen- 
eral practitioner  as  well,  to  appreciate  the  importance  and  sig- 
nificance of  this  knowledge  as  bearing  upon  the  care  and  proper 
management  of  chronic  ear  discharge.  A  perforation  situated 
high  up  in  the  drum  usually  signifies  necrosis  of  the  ossicles  or 
involvement  of  the  attic  structures  and  less  tendency  to  kindly 
healing.  Necrosis  or  polyps,  when  present,  must  be  removed 
and  granulation  tissue  destroyed  before  palpable  results  can  be 
expected.  Cholesteatomatous  complication  or  an  extension  of 
the  process  beyond  the  confines  of  the  drum  cavity  indicate  a 
much  more  serious  condition  and  call  for  radical  interference, 
as  these  patients  are  drifting  beyond  the  border  line  of  safety 
into  the  field  of  meningeal  complications.  I  ask  then,  is  it  rea- 
sonable to  suppose  that  chronic  middle  ear  suppuration  can  be 
treated  intelligently  without  such  knowledge? 

Every  thinking  physician  knows  that  to  treat  these  cases 
empirically  is  not  in  accord  with  the  present  advanced  knowl- 
edge of  the  pathology  of  disease.  To  persist  in  these  lax  methods 
is  to  close  our  eyes  to  the  light  of  medical  and  surgical  advance- 
ment and  to  the  detriment  of  the  patients  entrusted  to  our  care. 
The  treatment  of  any  disease  must  be  based  upon  the  broad  and 
fundamental  principles  of  pathological  anatomy.  These  prin- 
ciples as  applied  to  the  disease  in  question  are  of  paramount 
importance  on  account  of  the  intimate  anatomical  relation  of 
the  middle  ear  to  many  vital  structures.  When  the  profession 
as  a  whole  begin  to  realize  that  aural  suppuration  means  more 
than  the  mere  presence  of  a  discharge,  and  that  patients  suf- 
fering from  this  condition  are  prone  to  many  and  serious  com- 
plications—not until  then  will  chronic  suppurative  otitis  media 
be  treated  with  a  full  appreciation  of  its  possible  gravity. 

In  this  paper  there  is  no  claim  made  to  originality,  but  the 
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presentation  of  a  few  facts  concerning  the  diagnosis  and  treat- 
ment of  a  disease  which  in  many  instances  have  been  neglected, 
and  to  make  a  plea  to  the  profession  in  general  to  attach  to  this 
disease  its  proper  significance  and  not  look  upon  it  as  a  condi- 
tion unworthy  of  a  most  careful  examination  and  investigation 
into  the  cause  and  extent  of  the  trouble,  which  will  manifestly 
give  a  more  rational  basis  for  treatment.  It  is  only  by  keeping 
these  facts  constantly  in  mind  and  dealing  with  every  case 
accordingly  that  we  can  expect  a  cure  of  a  chronic  otorrhea. 
We  would  be  sorry  to  be  understood  as  advocating  radical  sur- 
gical measures  in  every  case  of  chronic  otorrhea;  but  we  do 
insist  that  every  case  should  receive  its  appropriate  treatment 
according  to  the  pathological  condition  present,  and  all  physi- 
cians under  whose  care  these  cases  come  should  obtain  this 
knowledge  before  attempting  treatment 

The  writer  has  purposely  omitted  the  question  of  prophylaxis, 
although  a  very  important  and  interesting  phase  of  the  subject; 
to  deal  with  it  would  carry  us  far  beyond  the  limits  of  this  paper. 

Deductions.— (1)  Chronic  otorrhea  is  not  given  the  impor- 
tance that  its  gravity  demands. 

(2)  In  all  cases  the  treatment  should  be  based  upon  the  path- 
ological condition  present. 

(3)  In  addition  to  proper  attention  to  the  nose  and  naso- 
pharynx and  all  minor  surgical  procedures,  appropriate  treat- 
ment to  the  middle  ear  will  yield  good  results  in  a  large  per- 
centage of  cases. 

(4)  Where  caries  is  limited  to  the  ossicular  chain,  and  there 
are  no  contra-indications,  ossiculectomy  should  be  the  operation 
of  selection. 

(5)  Cases  presenting  symptoms  of  extension  beyond  the  tym- 
panic cavity  should  be  subjected  to  the  radical  operation. 


XXX.  SOME  PHASES  OF  CHRONIC  LARYNGITIS 

By  Z.  L.  LEONAED,  M.  D. 
NKW  YORK 

In  writing  of  this  particular  form  of  disease  of  the  larynx  it 
was  Lennox  Browne  who  said  it  was  by  far  the  most  frequent 
form  with  which  the  specialist  has  to  deal.  The  word  physician 
might  appropriately  be  substituted  for  specialist  because  some 
variety  of  chronic  inflammation  of  the  larynx  falls  to  the  care 
of  every  practitioner.  It  is  not  until  symptoms  become  grave 
or  annoying,  usually,  that  the  aid  of  a  specialist  is  sought. 
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From  the  very  fact  of  its  prevalence  less  interest  naturally 
would  be  aroused  in  the  mind  of  the  observer  than  would  occur 
in  the  event  of  there  being  an  element  of  rarity  or  obscurity 
attached  to  it.  By  just  so  much,  however,  the  subject  ought  to 
be  one  of  concern  and  should  demand  the  respect  which  is  due 
to  any  disease  process  the  near  or  more  remote  conditions  of 
which  might  be  fraught  with  greater  danger  than  it  is  customary 
to  ascribe  to  ordinary  chronic  catarrhal  inflammation  of  the 
mucus  membrane  in  another  spot. 

From  the  extreme  of  a  congestion  and  hypertrophy,  excessive 
and  aggravated,  as  seen  in  that  type  represented  in  the  chronic 
alcoholic  with  hoarseness,  dysphonia  and  coarse,  raucous  cough  to 
that  where  there  is  barely  a  trace  of  congestion  along  the  border 
of  the  vocal  cords  and  the  interarytenoidal  space,  the  intermediary 
might  be  crowded  with  a  multiplicity  of  forms  much  too  num- 
erous to  be  described  within  the  limits  of  this  paper.  Some 
certain  symptoms  are,  however,  likely  to  be  met  with  in  almost 
every  variety  which  would  go  far  to  make  the  clinical  picture 
homogeneous  and  would  limit  the  area  of  treatment  essentially 
to  narrow  bounds. 

It  is  assumed  that  at  this  day  every  physician  is  competent 
to  use  the  laryngeal  mirror  and  to  differentiate  the  commoner 
diversities  of  involvment  of  the  larynx,  and  that  the  hour  has 
passed  when  the  attempt  to  relieve  or  cure  a  purely  local  affair 
by  expectorant  mixtures  taken  into  the  stomach  is  the  ordinary 
routine  practice. 

It  seems  worthy  of  reiteration  that  this  local  manifestation, 
apparently  of  trivial  importance  when  compared  to  other  dis- 
eases, is,  on  the  contrary,  a  matter  of  more  serious  consideration, 
not  only  with  the  view  to  prolong  life,  but  also  to  assist  its  vic- 
tim, if  otherwise  sound,  to  a  state  provocative  of  greater  com- 
fort and  usefulness. 

Bearing  these  facts  in  mind  it  might  conduce  to  the  value  of 
a  discussion  if  the  salient  points  in  selected  cases  were  enu- 
merated, leaving  out  speculative  theories  and  setting  forth  what 
was  estimated  to  be  marked  characteristics  of  these  few  types. 
It  would  also  be  a  means  of  exchanging  ideas  in  reference  to  the 
most  suitable  plan  of  alleviation. 

With  no  further  preliminary,  the  first  example  to  be  cited, 
with  some  of  its  conspicuous  details,  was  that  of  a  young  woman 
of  twenty  years  whose  complaint  was  that  she  had  been  hoarse 
and  coughing  for  twelve  weeks.  The  family  history  was  per- 
fect, so  far  as  tuberculosis  was  a  known  factor  in  causing  the 
death  of  any  of  its  members.  The  patient's  health  had  been 
good,  with  the  exception  of  this  attack,  since  early  childhood, 


Digitized  by 


Google 


302  SOME  PHASES  OF  CHRONIC  LARYNGITIS 

when  she  had  the  various  exanthemata.  During  the  twelve  weeks 
of  her  illness  she  had  lost  flesh  and  courage,  laboring  under  the 
belief  that  she  had  consumption.  A  teasing  cough  with  little 
expectoration  gave  her  no  release  either  day  or  night.  Upon 
inspection  the  pharynx  was  pale;  the  larynx  also  partook  of  the 
same  anaemic  appearance.  The  posterior,  or  cartilaginous  por- 
tion, of  the  vocal  cords  was  congested  and  thickened.  The  inter- 
arytenoidal  space  was  swollen  and  abraded,  exciting  suspicion  at 
once  that  there  might  be  tubercular  infection,  but  the  sputum 
was  devoid  of  the  presence  of  bacilli.  It  was  regarded  as  a  sus- 
picious case  and  one  to  be  carefully  watched.  Except  for  a 
rather  mild  bronchitis,  the  lungs  were  healthy.  For  three  weeks 
this  patient  received  local  treatment  to  the  larynx  with  a  sub- 
sidence of  the  cough,  when  it  was  deemed  advisable  that  a 
change  of  scene  would  hasten  recovery.  For  three  months  she 
remained  away  from  the  city  in  a  quiet  rural  neighborhood  at 
an  altitude  of  twelve  hundred  feet  above  the  sea  level,  following 
explicit  directions  as  to  treatment  which  was  that  of  inhalants. 
Upon  her  return  to  the  city  all  the  vexing  symptoms  had  dis- 
appeared and  the  patient  shortly  passed  from  notice.  Six  months 
later  she  had  no  recurrence  of  the  throat  trouble  and  had  been 
constantly  occupied  at  her  former  vocation. 

Another  type  of  the  various  forms  which  have  come  under 
observation  was  as  follows:  A  merchant  of  forty-five  years, 
robust  and  of  healthy  parentage,  active  and  athletic  in  his  mode 
of  life.  He  had,  however,  been  given  to  indulging  in  dietary 
excess,  using  likewise  liquors  and  tobacco  freely.  This  man  had 
an  irritating  cough  and  a  husky  voice,  the  result  of  recurrent 
attacks  of  laryngitis  extending  over  a  period  of  years.  At  the 
time  he  was  first  seen  he  had  just  returned  from  a  trip  abroad 
where  he  had  taken  a  course  of  waters  at  one  of  the  well-known 
spas,  receiving  the  assurance  that  there  would  be  no  return  of 
his  throat  trouble  for  at  least  five  years.  The  pharynx  and  all 
parts  of  the  larynx  were  of  a  purplish  red  appearance  and 
extremely  sensitive,  so  much  so  that  the  merest  touch  with  a 
probe  was  sufficient  to  bring  on  a  spasm  of  the  glottis.  The  vocal 
cords  were  deeply  congested  and  thickened,  their  excursion  being 
considerably  restricted,  due  to  faulty  action  of  the  abductor 
muscles.  This  patient,  having  suffered  so  much  and  for  so  long, 
was  ready  to  adopt  a  plan  of  treatment  enforced  by  a  strict 
regimen.  He  became  almost  abstemious  in  his  habits,  and  after 
a  few  lapses  was  convinced  that  if  he  wished  to  escape  distress 
he  must  follow  the  rules  which  were  chosen  for  his  guidance. 
Concluding  that  it  was  a  gouty  diathesis  that  must  be  kept  in 
mind,  and  the  condition  of  the  larynx  a  local  manifestation, 
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general  treatment  was  pursued  with  the  blandest  measures  to 
the  larynx  in  the  form  of  steaming.  The  patient  was  kept  under 
control  quite  willingly  with  a  gratifying  result.  The  deep  con- 
gestion gradually  disappeared  and  the  voice  tone  resumed  very 
nearly  its  normal  sound. 

A  third  variety  was  that  in  a  man  of  spare  build,  fifty-seven 
years  of  age,  of  exemplary  habits  and  healthy  ancestry.  His 
adult  life  had  been  spent  in  active  professional  duties,  during 
which  time  he  had  scarcely  absented  himself  a  day  from  his 
office.  His  anaemic  appearance  suggested  that  this  might  be 
one  of  tuberculosis.  Repeated  examinations  had  failed,  how- 
ever, to  discover  any  bacilli  and  medication  for  specific  infection 
had  no  appreciable  effect.  The  lungs  were  in  no  way  involved, 
the  disease  being  entirely  supra-glottic.  For  many  years  there 
had  been  a  chronic  naso-pharyngitis  with  much  gastric  dis- 
turbance. Upon  inspection  the  pharynx  and  palate  were  of  a 
fiery  red  color,  angry  looking,  as  was  also  the  whole  of  the  larynx, 
all  portions  of  which  were  in  a  state  of  hypertrophy.  The  vocal 
cords  could  scarcely  be  recognized  on  account  of  the  tumefaction 
of  the  ventricular  bands.  The  interarytenoidal  space  was  filled 
by  a  projecting  mass,  while  the  epiglottis  looked  like  true  oedema. 
It  was  firm,  hard  and  of  even  contour.  There  was  dysphonia, 
with  moderate  cough,  not  disturbing  the  patient  at  night  after 
falling  asleep,  and  free  expectoration.  The  rhinitis  and  pharyn- 
gitis responded  to  treatment  within  a  few  weeks  so  that  he  was 
sent  to  the  country  for  a  more  complete  rest.  He  reported  once 
each  week  for  treatment.  After  trying  many  different  remedies, 
the  spraying  of  pure  alcohol  into  the  larynx  gave  this  patient 
the  most  comfort,  so  that  he  expressed  a  preference  for  this 
medication  to  anything  else.  He  was  not  permitted  to  use  his 
voice,  but  made  known  his  wants  by  means  of  writing  or  signs. 
Eight  weeks'  absence  in  the  hills  brought  him  back  to  the  city 
in  an  improved  state,  and  he  was  able  to  use  his  voice  somewhat. 
He  returned  to  business  with  such  renewed  zest  that  he  suffered 
a  relapse  with  considerably  more  swelling  of  the  epiglottis  than 
at  first.  The  amount  of  pain  now  present  gave  evidence  to  the 
fact  that  the  deeper  structure  of  this  cartillage  was  affected. 
Cessation  from  business  and  the  attempt  to  use  the  voice  ameli- 
orated the  symptoms,  but  he  was  again  directed  to  remove  from 
the  city,  this  time  to  a  warmer  climate  to  escape  the  rigors  of  a 
northern  winter.  Then  there  was  impressed  upon  the  mind  of 
this  patient  the  necessity  of  a  close  adherence  to  such  conduct  as 
would  prevent  any  repetition  of  former  painful  experience. 

The  last  to  be  mentioned  is  the  case  of  a  woman  twenty-eight 
years  of  age,  who  was  under  observation  a  year,  being  treated 
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for  nasopharyngitis  and  laryngeal  inflammation  of  the  catarrhal 
type.  One  parent  had  died  of  what  was  presumably  tubercu- 
losis of  the  lungs.  This  patient  was  very  susceptible  to  atmos- 
pheric changes,  taking  cold  easily,  always  confined  to  the  upper 
air  passages,  however.  Rarely  was  there  much  bronchial  affec- 
tion. The  usual  remedies  were  applied  to  the  membranes  of  the 
nose  and  throat  with  improvement.  There  had  been  a  recur- 
ring laryngitis  for  several  years,  mostly  relieved  by  expec- 
torant cough  mixtures,  but  which  had  never  been  fully 
recovered  from.  The  larynx  on  first  sight  was  rather  paler  than 
ordinarily.  The  posterior  portion  of  both  cords  for  a  third  of 
the  distance  was  reddened  along  the  edges.  The  arytenoids  were 
slightly  enlarged  with  a  superficial  ulceration  at  the  interary- 
tenoidal  space.  This  ulceration  entirely  healed  under  treatment, 
while  the  patient's  general  condition  steadily  improved  to  such 
an  extent  that  she  was  competent  to  undertake  and  to  accomplish 
more  than  she  had  done  for  some  years  previously. 

Indiscretion  on  her  part,  by  exposing  herself  to  prolonged  cold 
and  wetting,  brought  on  a  severe  attack  of  laryngitis  with  bron- 
chitis. This  attack  resisted  every  effort  for  its  betterment.  The 
cough  was  almost  constant,  to  be  relieved  only  by  pretty  large 
doses  of  morphine.  The  severity  of  this  last  onset  was  confined 
to  the  posterior  commissure,  one  of  the  cough  spots  of  Stoerk. 
This  place  was  constantly  bathed  in  muco-pus,  which  was  with 
difficulty  cleaned  away.  The  case  progressed  rapidly  despite  all 
treatment.  There  was  consolidation  of  the  left  apex  with  all  the 
symptoms  of  tuberculosis,  which  was  verified  on  finding  the 
tubercle  bacilli  in  the  sputum.  Examinations  previous  to  this 
last  invasion  had  failed  to  discover  them.  With  a  long  catar- 
rhal history,  and  the  fact. that  a  parent  had  died  of  phthisis, 
one  would  be  lead  to  judge  that,  given  the  proper  opportunity, 
such  a  patient  as  this  would  eventually  succumb  to  the  tuber- 
cular infection. 

Although  with  a  paucity  of  detail,  these  few  cases  which  have 
been  quoted  may  well  be  adequate  to  emphasize  the  necessity  of 
well-directed  treatment  and  recognition  in  every  case  which  comes 
under  notice.  These  patients  ought  not  to  be  put  off  cursorily 
for,  without  doubt,  a  large  proportion  of  them  eventually  yield 
to  tuberculosis  where  proper  attention  at  the  beginning  might 
avert  such  a  calamity. 

It  is  precisely  in  these  cases  that  one  ought  to  insist  upon 
stringent  rules  with  the  object  of  securing  a  return  to  a  normal 
state  of  health.  Even  in  the  simple  catarrhal  inflammations 
there  should  be  an  insistence  upon  rest  to  the  injured  part  and 
frequently  a  sojourn  for  a  time  at  least,  in  another  section  of 
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the  country  from  that  in  which  the  patient  may  be  living.  There 
may  be  occasions  when  a  change  of  occupation  would  be  deemed 
imperative,  especially  when  it  is  considered  how  potential  for 
future  evil  these  fancied  slighter  ailments  are. 

There  may  be  as  much  thoughtlessness  and  failure  to  look 
ahead  in  the  troubles  incident  to  the  nose  and  throat  as,  for 
instance,  often  happens  in  the  care  of  the  ears.  When  it  becomes 
established  that  there  is  serious  complication  it  is  too  late  to  do 
more  than  to  attempt  to  obstruct  further  progressive  movement. 
Unfortunately  too  often  this  becomes  a  hopeless  task  beyond 
human  capability  to  cope  with. 

It  is  as  well  the  duty  of  the  physician  to  prevent  disease  as  it 
is  to  cure,  and  to  instruct  those  who  have  his  confidence  in  the 
wisdom  of  safe-guarding  their  health  religiously.  The  French 
have  a  proverb  that  at  forty  every  man  is  either  a  doctor  or  a 
fool.  It  is  a  laudable  ambition  to  endeavor  to  lessen  the  number 
of  fools  in  the  world. 

My  object  shall  have  been  attained  if,  in  these  limited  words, 
the  impression  shall  be  given  that  chronic  catarrhal  inflamma- 
tion of  the  larynx,  by  no  means  incurable,  and  deserves  the  most 
careful  and  painstaking  management. 


XXXI.  A  CASE  OF  RECURRING  MEMBRANOUS  STOMA* 

TITIS,  ASSOCIATED  WITH  ERYTHEMA  EXU- 

DATIVUM  MULTIFORME   (HEBRA) 

By  LOUIS  E.  BLAIR,  M.  D. 

ALBANY 

The  rarity  of  these  cases  in  medical  literature  warrants  the 
writer  to  put  the  following  case  on  record: 

L.  W.  O.,  a  lad  about  twelve  years  of  age,  undersized  for  age,  poor  muscu- 
lar system  and  somewhat  anemic,  family  history  on  father's  side  good, 
on  mother 's  side  the  nervous  element  is  very  prominent,  never  had  any  of 
the  children's  diseases  except  chickenpox.  I  was  called  in  May,  1899,  to 
attend  him  for  the  first  time.  He  had  numerous  sores  in  the  mouth  resem- 
bling very  much  the  mucous  patches  of  syphilis.  The  irregular  ulcerations 
were  for  the  most  part  on  the  gums  running  into  the  teeth  and  on  the  hard 
palate,  also  a  few  sores  on  the  tongue,  under  the  tongue  and  on  the  buccal 
surfaces,  on  the  lips  and  contiguous  parts.  Probably  one-third  of  the 
mucous  surfaces  of  the  mouth  was  involved.  There  were  extensive  saliva- 
tion, a  heavy  putrid  odor,  and  involvement  of  the  lymphatic  nodes  and  glands 
of  the  face,  neck,  chin,  and  jaws.  The  sores  were  covered  with  a  well-marked 
membrane,  thick  and  firmly  adherent,  and  diphtheria-like  in  appearance. 
The  tongue  was  swoUen  and  could  not  be  protruded.    The  soft  parts  about 
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the  mouth  and  throat  were  much  infiltrated  which  made  swallowing  difficult. 
After  the  stomatitis  had  lasted  six  days  and  was  at  its  height  an  erythema- 
tous rash  broke  out  extensively  over  the  body,  on  the  extensor  surfaces  of 
the  extremities,  back  of  hands  and  dorsum  of  feet,  accompanied  with  a  severe 
conjunctivitis  of  both  eyes.  The  patient's  temperature  ran  high,  pulse  weak 
and  rapid,  and  general  condition  of  prostration  severe.  In  a  few  days  the 
soft  parts  about  the  eyes  were  infiltrated  and  the  conjunctivitis  assumed  a 
diphtheria-like  invasion,  and  the  eyes  were  closed.  The  character  of  the 
erythematous  eruption  was  marked  in  that  instead  of  having  an  ordinary 
papillary  type  with  diffuse  redness,  the  eruption  became  vesicular,  confluent, 
and  large  blebs  and  bulls  formed,  resembling  for  the  most  part  scalds  from 
steam  or  hot  water.  In  the  face  the  eruption  was  confluent,  resembling 
variola,  while  again  on  the  body  in  places  the  blebs  became  hemorrhagic  and 
postular,  also  some  took  on  the  form  of  herpes  iris.  There  was  but  very 
slight  itching,  and  desquamation  did  not  take  place  until  later  on,  when  the 
eruption  was  fading  out.  The  eruption  was  quite  extensive  over  the  body, 
somewhat  less  on  face  and  neck.  The  eruption  in  the  mouth  did  not  occur 
all  at  once,  but  seemed  to  come  out  in  successive  crops  and  spread.  The 
peculiar  phase  of  the  case  was  the  appearance  of  the  skin  affection  at  least 
one  week  after  the  mouth  disease,  and  the  question  naturally  arose,  what 
relation  did  the  skin  complication  have  to  the  oral  disturbance;  was  the 
secondary  involvement  a  part  of  the  same  infection.  The  patient  was  very 
ill  for  two  weeks,  and  was  as  much  prostrated  as  thougn  he  had  a  severe 
typhoid  fever. 

Prof.  Ernest  Schwimmer1  says,  that,  "  herpes  iris,  with  its 
related  forms,  is  usually  a  non-pyrexial  affection,  but  sometimes 
it  assumes  a  grave  type,  like  the  multiforme  erythema,  in  which 
case  the  skin  affection  plays  a  prominent  part;  Wunderlich,* 
Gerhard8  and  others  have  reported  instances  in  which  multi- 
form erythema  appeared  on  the  body  with  every  indication  of  a 
grave  typhoid  affection,  together  with  a  high  fever;  the  eruption 
subsequently  changed  into  vesicles  and  presented  a  picture  of 
herpes  universalis.  On  the  whole  such  observations  are  rare." 
As  to  the  severity  of  this  case  at  this  time  the  views  of  Schwim- 
mer are  also  to  the  point.  "A  less  favorable  prognosis  is  pre* 
sented  by  the  grave  pyrexial  erythemata  with  complicating  dis- 
eases of  the  mucous  and  serous  membranes.  Experience  shows 
that  the  erythemata  connected  with  erythematous  nodes  of  the 
mucous  membranes  run  a  grave  course  and  at  times  end  fatally. 
Hebra  makes  mention  of  such  a  case  in  which  the  autopsy  showed 
infiltrations  of  the  mucous  membranes  of  the  intestinal  tract 
which  he  connected  with  the  cutaneous  erythema.  Grigorow  not 
long  ago  described  a  case  of  erythema  attacking  the  skin  and 
mucous  membranes  which  led  to  ulcerations  in  the  mouth  and 
finally  ended  fatally."  From  these  quotations  from  Schwimmer 
it  is  apparent  that  this  authority  did  not  meet  with  such  a  case 
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in  his  extensive  practice  and  could  only  cite  two  cases  in  his 
reading  experience  of  the  special  literature. 

This  present  illness  lasted  four  weeks,  when  the  boy  made  a  slow  recovery. 
The  skin  eruption  in  healing  left  bluish  red  and  afterward  coppery  stains, 
which  were  noticeable  for  months  afterward  before  they  faded  away.  On  the 
face  there  was  loss  of  skin  substance,  and  scarring  resulted.  In  the  mouth 
the  sloughing  of  the  mucous  membranes  was  quite  marked  and  white  con- 
tracted scars  could  be  seen  a  year  later. 

About  one  year  after  the  first  attack,  in  the  spring  of  the  year,  the  boy 
had  a  second  attack  much  milder  than  the  previous  one;  it  consisted  of  a 
few  ulcerations  on  the  hard  palate,  under  the  tongue,  on  the  gums,  also  on 
the  lips.  A  few  days  later  a  few  scattered  erythematous  patches  becoming 
vesicular  appeared  on  the  face,  neck  and  hands  and  feet;  also  an  eruption 
on  the  conjunctivae,  and  at  the  inner  canthi  of  the  eyes.  The  mouth  and  eye 
eruption  was  covered  with  the  usual  membranous  deposit.  This  attack  lasted 
about  two  weeks,  and  yielded  promptly  to  local  washes  and  gargles.  The 
systemic  disturbance  was  mild.  A  third  relapse  came  in  June,  1901,  and 
also  lasted  two  weeks,  and  was  much  similar  to  the  previous  one. 

A  fourth  attack,  and  the  severest  one  of  all,  appeared  March  26,  1903, 
and  lasted  six  weeks  before  the  patient  was  in  a  normal  condition  again* 
The  eruption  broke  out  as  usual  in  the  mouth,  a  few  sores  appearing  about 
the  gums  up  to  the  margin  of  the  teeth,  and  spread  rapidly  in  the  next  few 
days,  involving  pretty  nearly  all  the  mucous  surfaces  of  the  oral  cavity  as 
far  as  the  uvula;  some  of  the  ulcers  were  discrete,  but  for  the  most  part 
confluent;  profuse  salivation,  fetor  oris,  and  infectious  involvement  of  the 
glandular  system  of  face  and  neck.  The  sores  in  the  mouth  were  all  covered 
with  a  firmly  adherent  membrane  in  spite  of  vigorous  gargling  and  washings 
with  HO  and  early  applications  of  nitrate  of  silver  solutions.  In  five 
days  the  entire  mucous  surfaces  of  the  oral  cavity  were  nearly  covered  with 
a  well  organized  diphtheria-like  membranous  deposit;  the  tongue,  on 
account  of  its  severe  swelling,  could  not  be  protruded,  and  occupied  a  large 
part  of  the  mouth  space,  pressing  up  against  the  roof  of  the  mouth.  The 
following  day  the  nares  throughout  their  whole  length,  the  nasopharynx  and 
contiguous  parts,  the  oropharynx,  larynx  and  trachea  became  involved,  and 
the  lumen  of  the  larynx  very  much  compromised,  so  that  breathing  during 
two  days  was  very  labored,  and  resembled  that  of  severe  laryngeal  diph- 
theria. The  conjunctivae  were  also  infected,  and  the  soft  parts  about  the 
eyes  edematous  and  infiltrated,  making  it  impossible  to  open  them.  The 
mucous  membrane  about  the  anus  and  glans  penis  and  urethra  were  also 
covered  with  a  membranous  deposit. 

About  eight  days  after  the  manifestations  of  the  mouth  symptoms,  an 
erythematous  eruption  made  its  appearance  over  the  entire  body,  except  on 
the  hairy  scalp,  palmar  surfaces  of  hands  and  soles  of  feet.  The  eruption 
on  face  was  very  profuse,  became  rapidly  vesicular  and  confluent;  the  in- 
flamed condition  of  the  skin,  together  with  a  hemorrhagic  serum  which  filled 
the  vesicles,  gave  the  characteristic  appearance  of  virulent  confluent  variola. 

The  eruption  covered  from  one-quarter  to  one-third  of  the  entire  skin 
surface  of  the  body,  and  varied  in  size  from  a  millet  seed  to  large  bullous 
patches,  some  being  one  and  one-half  inches  long,  and  one-half  to  one  inch 
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wide.  The  outer  layer  of  the  skin  was  lifted  up,  and  there  was  a  very  free 
secretion  of  serum;  some  of  the  skin  lesions  were  deep  enough  to  destroy 
the  true  skin  and  had  a  blood-tinged  serous  secretion.  There  were  suc- 
cessive crops  of  eruption,  new  ones  appearing  before  the  old  ones  had 
healed,  giving  the  picture  in  places  of  erythema  iris.  Dr.  Curtis  saw  the 
case  in  consultation  at  this  time  and  pronounced  it  as  worthy  of  illustration 
in  any  skin  atlas.  Both  ears  were  entirely  covered  with  large  blebs  and  were 
much  swollen,  having  the  appearance  of  being  scalded.  Drs.  Bloomer,  Ward, 
and  Bendell  also  saw  the  case,  the  former  making  bacteriological  studies  of 
the  secretions  of  the  mouth  and  skin.  For  the  intense  swelling  of  the 
glands  at  the  angles  of  the  jaw  and  under  the  jaw  a  5  per  cent,  oleat 
hydrarg.  was  rubbed  in.  Twenty-four  hours  after  the  application  the  skin 
became  very  much  inflamed  and  was  covered  with  almost  one  continuous 
crop  of  large  blebs  as  though  the  skin  resistance  had  been  weakened.  By 
the  10th  of  April  the  severe  mouth,  nose,  throat,  and  laryngeal  symptoms 
abated,  and  the  temperature  and  pulse  were  falling,  and  it  was  thought 
the  patient  was  convalescing,  when  a  troublesome  bronchitis  developed  and 
the  pulse  and  temperature  began  to  rise  again.  A  fine  crepitant  rale  could 
be  detected  next  day  along  the  base  of  both  lungs.  In  the  next  thirty-six 
hours  a  lobular  pneumonia  was  established.  The  pneumonia  was  of  a 
wandering  type  and  involved  various  parts  of  both  lungs.  In  five  or  six 
days  the  pneumonic  process  cleared  up  and  the  patient  convalesced.  The 
desquamation  of  the  skin  was  very  extensive.  The  eyes  healed  slowly,  as 
also  did  the  mucous  surfaces  about  the  penis  and  anus. 

On  September  1  there  was  another  moderate  attack  of  sore  mouth,  accom- 
panied with  a  membranous  deposit  and  the  usual  lymphatic  infection.  This 
lasted  one  week.  There  were  a  few  erythematous  spots  on  face  which  be- 
came vesicular. 

On  October  17  the  sixth  attack  of  stomatitis  occurred.  The  eruption 
appeared  on  the  buccal  surfaces,  on  the  gums,  on  the  tongue,  hard  and 
soft  palate,  and  was  covered  with  a  firmly  adherent  membrane.  The  lymph 
nodes  of  the  skin  and  glandular  structures  were  all  infected  again  in  three 
days.  On  the  fourth  day  both  eyes  became  involved  again,  and  there  was 
a  moderate  erythematous  eruption  on  the  face  and  neck.  This  attack  lasted 
ten  days.  The  nose  and  nasopharynx  were  not  involved,  the  eruptive 
processes  being  confined  to  the  mouth  alone. 

The  bacteriological  report  from  the  bender  laboratory,  by  Br.  Arthur  T. 
Laird,  September  30,  1903,  was  as  follows: 

Haemoglobin,  85  per  cent.;  red  cells,  5,240,000;  white  cells,  7,000.  A 
differential  count  of  240  cells  showed  the  different  varieties  of  leucocytes 
present  in  the  following  proportions:  Polynuclears,  42^  per  cent.;  small 
mononuclears,  36^  per  cent.;  large  mononuclears  and  transitionals,  16^ 
per  cent.;  mast  cells,  -^  of  1  per  cent.;  eosinophils,  3/g  per  cent.  There 
was  no  marked  anaemia  in  the  red  cells.  The  examination  is  practically 
negative,  there  being  no  marked  anaemia  nor  disproportional  increase  of  any 
of  the  varieties  of  white  cells.  The  mononuclears  are  usually  relatively 
more  numerous  in  children  than  adults.  We  have  on  three  separate  occa- 
sions made  a  bacterial  examination  of  material  from  the  sores  of  the  mouth; 
one  of  these  examinations  was  made  two  years  ago;  one  about  a  year  ago 
and  one  at  the  time  of  the  above  examination.     The  organisms  found  had 
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been  coeci  only.  In  the  last  two  examinations  these  were  of  the  staphy- 
lococcus pyogenes  aureus  class.  In  the  first  examination  some  streptococci 
were  found. 

A  word  as  to  the  treatment  and  to  propylaxis.  The  general  treatment 
for  fever,  etc.,  was  symptomatic;  for  the  mouth  weak  solutions  of  Ag.  NO. 
1  or  2  per  cent.;  for  gargling  and  cleansing,  HO.  diluted  1  to  2  or  3,  had 
the  best  effect;  for  the  nares  and  upper  air  passages  sprays  of  HO  and 
Blair's  formula  of  benzoinal  and  resorcin. 

The  boy's  physical  condition  previous  to  his  first  illness  and  up  to  recently 
had  not  been  good.  Tonics  of  cod-liver  oil  and  of  preparations  of  iron 
have  materially  increased  the  blood  count,  as  the  laboratory  report  shows. 
Daily  care  of  the  mouth  and  teeth  with  antiseptic  gargles  of  HO  and 
formaldehyde  in  weak  solutions  are  keeping  the  mucous  membrane  clean 
and  healthy  looking. 

Prof.  Henry  Koplik's  suggestion  as  to  daily  high  enemas  to  clean  and 
and  empty  the  colon  have  been  carried  out  for  the  past  six  months,  although 
patient  had  one  relapse  during  this  time.  The  flushing  of  the  colon  with 
salt  solutions  were  done  for  the  purpose  of  eliminating  the  factor  of  auto- 
infection  as  far  as  possible. 

Dr.  Koplik,  of  New  York,  saw  the  patient  in  his  office  as  he 
was  recovering  from  the  fifth  attack  as  described,  and  frankly 
said  that  he  had  never  seen  a  case  of  erythema  exudativum  mul- 
tiforme of  the  mucous  membrane  of  this  type.  He  thought  a 
patient  of  his  had  a  mild  attack  of  a  similar  nature,  but  where 
the  mucous  membrane  of  the  eyes,  penis  and  rectum  and  anus 
were  involved,  and  the  severe  relapsing  condition,  he  had  had  no 
personal  experience.  He  said,  however,  he  would  look  into  the 
matter  on  account  of  its  clinical  interest  to  him.  Shortly  after 
he  wrote  as  follows:  "  I  have  been  looking  over  the  case  you 
have  allowed  me  to  see  and  have  come  to  the  conclusion  that  my 
idea  that  you  have  a  condition  allied  to  urticaria  as  I  first  thought 
is  correct  and  explains  all  the  phenomena  in  your  case.  As  I 
said,  when  you  were  here,  the  literature  is  not  so  rare  in  cases 
of  urticaria  of  the  mucous  membrane.  The  urticaria  may  begin 
on  the  mucous  membrane.  As  a  rule,  in  the  published  cases  it 
does  and  in  a  few  days  after  the  skin  eruption  follows.  In  your 
case  the  skin  eruption  is  of  the  erythematous  urticariformi  type 
and  in  time  bullae  are  developed  (urticaria  bullosa),  the  erup- 
tion on  the  mucous  membrane,  nose,  throat,  tongue  especially, 
it  having  been  swollen,  corresponds  to  what  is  known  as  urticaria 
of  the  mucous  membrane.  Again  in  one  of  these  attacks  the  boy 
had  pneumonia  of  a  wandering  type,  and  this  is  rather  charac- 
teristic of  many  cases  of  this  form  of  urticaria.  Now,  how  are 
the  pseudo-membranous  patches  to  be  explained!  They  are  to 
be  explained  on  the  ground  of  a  mixed  infection.  The  urticaria 
attacks  the  mucous  membrane  and  in  the  severe  form  on  the 
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skin,  vesicles  or  bullae  form  as  in  aphthae  of  the  ordinary  type. 
These  vesicles  burst  and  leave  a  raw  exposed  base,  the  strepto- 
cocci of  the  mouth  attack  this  exposed  surface,  and,  as  in  the 
aphthous  stomatitis,  a  pseudo-membrane  is  formed.  So  severe 
are  some  of  these  cases  of  urticaria  of  the  mucous  membranes 
that  the  reports  say  stenosis  of  the  larynx  through  swelling  of 
the  tongue,  epiglottis  and  larynx  was  a  principal  feature.  .  .  . 
I  have  analyzed  this  case  because  of  its  great  rarity.  .  .  . 
So  far  I  have  met  many  cases  of  urticaria  of  the  mucous  mem- 
branes in  the  literature,  but  none  of  the  bullous  or  pemphigoid 
type." 

Replying  to  Professor  Koplik,  I  said:  "I  note  what  you  have 
to  say  of  urticaria  of  the  mucous  membranes  and  of  urticaria  in 
general,  but  I  cannot  agree  with  you  as  to  its  being  a  case  of 
urticaria.  I  believe  we  have  here  a  case  of  erythema  exudativum 
multiforme  coming  primarily,  or  in  a  freak  manner,  on  the 
mucous  membrane  of  the  mouth  and  contiguous  parts,  and  when 
the  attack  is  severe,  then  we  have  the  well-known  skin  eruption 
as  described  in  the  severe  cases.  Urticaria  is  diagnosticated  by 
the  wheals  and  the  burning,  stinging  and  itching  and  the 
absence  of  desquamation.  The  efflorescence  of  erythema  exuda- 
tivum is  not  evanescent,  but  persists  throughout  the  disease,  and 
for  months  afterward  the  copper-colored  stains  persist;  the 
severe  itching  is  missing  and  desquamation  frequently  takes 
place."  Koplik,  in  subsequent  communication,  inclined  to  the 
opinion  that  "as  Kaposi  says,  both  severe  erythema  may  be 
combined  with  urticaria,  and  pathologically  are  of  the  same 
class,  according  to  the  experts  on  skin.  As  to  urticaria  involving 
the  mucous  membrane  of  the  mouth,  etc.,  Schwimmer,2  who 
wrote  the  chapter  in  Ziemssen's  Encyclopedia,  says  in  rare  cases 
it  shows  itself;  the  mucous  membrane,  as  well  as  the  common 
integument,  were  covered  with  an  eruption  of  large  wheals,  which 
he  called  gigantic  urticaria."  He  says,  however,  that  he  had  no 
personal  experience  either  with  urticaria  of  the  mucous  mem- 
branes or  of  erythema  exudativum  multiforme  of  the  mucous 
membrane. 

Nothnagel8  says,  according  to  Kaposi,  the  occurrence  of 
urticaria  of  the  mucous  membrane  of  the  mouth  and  upper  air 
passages  is  one  extremely  rare,  and  is  also  designated  as  giant 
urticaria,  and  frequently  a  glossitis  takes  place,  mouth  stained 
with  blood  and  great  embarrassment  to  speaking  and  swallow- 
ing.   Kaposi4  and  Milton5  discuss  this  phase  of  it  at  length. 

Nothnagel6  also  speaks  of  a  stomatitis  fibronsa  et  maculosa 
without  reference  to  erythema  exudativum  multiforme,  and 
quotes  from  Stoos,  page  180,  and  says  more  likely  the  stapylo- 
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coccus  infection  is  implanted  on  the  aphthous  sores  and  raw 
places  of  the  mucous  membrane. 

Unna7  says  we  must  at  once  separate  from  the  pure  angioneu- 
roses  of  the  skin  certain  well-defined  dermatoses,  which  up  to 
now  have  been  considered  with  them:  the  true  erythema  exu- 
dativum  multiforme  of  Hebra  and  erythema  nodosum.  These 
form  a  definite,  most  interesting  group  of  infectious  inflamma- 
tions of  the  skin  which,  with  certain  angioneurotic  symptoms, 
have  certainly  a  superficial  resemblance  to  the  true  angioneu- 
roses.  But  in  them  there  are,  owing  to  the  specific  infectious 
irritant,  histological  changes  in  the  texture  of  the  skin  which 
are  absent  in  the  simple  angioneuroses. 

Nothnagel,  after  giving  a  long  list  of  causal  conditions  of 
membranous  stomatitis,  says  cases  will  arise  for  which  no  reason 
can  be  assigned,  especially  the  recurring  and  protracted  forms 
may  become  very  troublesome.  With  regard  to  the  very  unfav- 
orable prognosis  of  the  confluent  type  he  had  no  personal 
experience. 

Winfield18  thinks  that  erythema  iris  is  a  rare  form  of  erythema 
multiforme,  and  in  rare  cases  the  mucous  membrane  may  be 
involved. 

Unna1*  speaks  of  erythema  exudativum  multiforme  of  Hebra 
and  hepres  iris  as  breaking  out  occasionally  on  the  mucous  mem- 
brane of  the  mouth  as  well  as  the  skin. 

Pye  Smith16  says  that  all  the  skin  diseases  of  the  angioneu- 
rotic type  have  many  things  in  common  and  cannot  well  be 
separated. 

I  have  here  brought  together  the  different  views  of  writers 
for  the  purpose  of  showing  the  various  opinions  held,  and  the 
confusion  which  apparently  exists  in  the  etiology  and  clinical 
picture  of  erythema  exudativum  multiforme. 

Duhring8  says,  "The  complications  which  are  liable  to  accom- 
pany or  to  precede  erythema*  multiforme  are  varied,  and  are  so 
diverse  in  kind  that  the  subject  may  be  best  considered  by  refer- 
ring to  some  recorded  observations.  In  some  of  these  cases,  for 
the  most  part  of  a  grave  character,  the  nature  of  the  disease  may 
be  said  to  be  obscure.  I  believe  that  most  of  such  cases  should 
be  looked  upon  as  infectious.  Thus  occasionally  disease  of  the 
respiratory  and  alimentary  tracts,  heart,  kidney  and  spleen, 
brain  and  cord  occurs,  due  to  the  same  influence  that  has  pro- 
duced the  cutaneous  affection.  Such  cases  exemplify  a  general 
and  not  merely  a  cutaneous  disease.' ' 

Leloir*  reports  a  case  in  which  twelve  days  after  the  beginning 
of  an  erythema  exudativum  multiforme,  with  bullous  and  hem- 
orrhagic primary  lesions,  typhoid  and  profound  adynamic  symp- 
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toms  set  in.  The  autopsy  disclosed  marked  pulmonary  conges- 
tion, albumin  in  urine,  and  the  microscope  diplococci  and  strep- 
tococci in  the  blood  and  urine. 

Whitehouse10  says,  '  *  With  reference  to  erythema  multiforme, 
with  or  without  the  trunk  being  involved,  analogous  lesions  may 
appear  on  the  mucous  membrane,  notably  those  of  the  buccal  and 
pharyngeal  cavities.  In  these  cases  the  lips  are  swollen  and  cov- 
ered with  vesicles  or  blood  crusts.  The  mucous  membrane  of  the 
cheeks,  lips  and  tongue  present  irregular  raw-looking  patches, 
outlined  by  the  attached  and  ragged  circumference  of  broken 
vesicles.  The  tongue  may  be  greatly  swollen,  and  the  uvula 
and  soft  palate  may  also  be  implicated.  In  rarer  cases  the  epi- 
glottis and  larynx  are  involved.  The  affection  is  extremely  pain- 
ful, rendering  it  almost  impossible  to  open  the  mouth  or  to  eat, 
and  the  decomposing  tissues  produce  a  characteristic  fetor.  In 
the  only  case  I  have  seen  in  which  the  mouth  was  severely 
affected  in  this  manner,  the  condition  simulated  more  closely 
the  mouth  affected  with  pemphigus  vulgaris  than  anything  I  am 
familiar  with.  In  rare  cases  the  disease  may  involve  the  vul- 
vovaginal mucous  membrane,  the  urethra  and  glans  penis.  Some 
cases  have  also  been  reported  in  which  there  were  conjunctivitis 
and  swelling  with  ecchymoses  of  the  orbital  connective  tissues. 
As  before  stated,  herpes  iris  generally  occurs  independently  of 
other  lesions  of  erythema  multiforme,  but  exceptionally  its  lesions 
may  be  mingled  with  them.,, 

I  have  quoted  Whitehouse  at  length  because  he  is  the  only 
authority  that  I  can  find  that  has  stated  the  clinical  picture 
completely,  as  it  applies  to  the  case  described  in  this  paper. 
He  makes  no  mention,  however,  of  the  pseudo-diphtheritic  mem- 
brane, which  sometimes  attaches  itself  very  firmly  to  the  vesicles 
and  raw  places,  due,  as  explained,  to  the  pus  germs  present  in 
the  mouth.  He  also  fails  to  mention  the  fact  that  this  disease 
manifests  a  distinct  disposition  to  relapse,  as  pointed  out  by 
Duhring11'  and  Lewin12,  the  latter  authority  having  had  a  case 
that  had  suffered  fifteen  relapses.  My  patient  had  six  attacks. 
Sometimes  a  year  or  two  will  be  skipped,  no  apparent  cause  being 
discernible. 

Dr.  G.  A.  Blumer,  formerly  of  the  Bender  Laboratory,  kindly 
made  for  me  last  July  a  search  of  the  Medical  Index  in  the  Sur- 
geon-General's  library  while  at  Washington,  and  only  noticed 
one  paper  which  he  thought  had  a  bearing  on  the  subject  It 
was  an  article  contributed  by  Lanz,16  of  Moscow,  Russia,  to  the 
Berliner  klinische  Wochenschrift,  entitled  "A  Case  of  Erythema 
Exudativum  Multiforme,  with  Involvement  of  the  Mucous  Mem- 
brane of  the  Mouth  and  Pharynx."    He  reported  an  interesting 
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case  of  his  own  and  made  an  exhaustive  review  of  all  that  had 
been  written  on  the  subject,  and  found  only  a  limited  number 
of  cases,  while  a  large  number  of  authorities  failed  to  speak  of 
this  subject.  His  patient  was  twenty-eight  years  old,  who 
appeared  at  his  clinic  with  a  rash  on  his  extremities,  on  the 
mucous  membrane  of  lips,  mouth  and  glans  penis.  He  gives  then 
a  minute  differential  diagnosis,  and  establishes  that  of  erythema 
exudativum  multiforme  of  Hebra.  The  eruption  on  the  body 
was  quite  insignificant,  while  in  my  patient  it  covered  about  one- 
third  of  the  body  with  large  bullae,  freely  secreting  a  serous  fluid 
and  in  some  places  of  -a  hemorrhagic  nature.  His  patient  was  in 
hospital  four  weeks,  and  had  no  recurrence.  Nine  other  cases 
of  involvement  of  the  mucous  membrane  in  connection  with  the 
skin  eruption  are  gathered  from  various  sources,  some  showing 
the  mouth  complications  only  feebly;  Lanz  then  says:  "This 
review  embraces  about  all  the  cases  of  erythema  exudativum 
multiforme  complicated  with  mucous  membrane  eruptions  that 
the  literature  of  recent  times  produces.  In  all  of  these  cases  the 
affection  of  the  mucous  membrane  either  started  simultaneously 
with  the  eruption  of  the  efflorescence  on  the  skin  or  after 
the  skin  exanthem  was  well  developed/ '  In  contradistinc- 
tion to  this  record,  Lanz  says  his  case  is  noteworthy  in 
that  the  eruption  of  the  mucous  membrane  preceded  the  skin 
lesions  by  at  least  three  days.  In  my  patient  I  wish  to  empha- 
size the  fact  that  frequently  the  membranous  stomatitis  existed 
from  four  to  ten  days  before  the  skin  disturbance  would  mani- 
fest itself.  The  only  case  I  can  find  which  bears  a  close  resem- 
blance to  the  one  of  this  paper  is  one  reported  by  Fuchs  in  Lanz's 
contribution.  This  is  the  only  case  in  which  a  membranous 
exudate  is  mentioned  in  connection  with  the  papular  eruption  on 
the  conjunctiva  and  the  mucous  membrane  of  the  mouth.  It  is 
described  by  Fuchs  as  consisting  of  a  thin,  grayish  white,  quite 
firmly  attached  membrane  on  the  conjunctiva  and  the  mucous 
membrane  of  the  oral  cavity.  With  forceps  the  membrane  could 
be  pulled  off  in  shreds  from  the  conjunctiva,  but  left  a  bleeding 
surface,  which  in  twelve  hours  would  reform  again.  Like  mem- 
branes covered  the  larger  part  of  the  mucous  surfaces  of  the 
mouth,  large,  white  patches  covered  the  upper  and  lower  lips 
and  extended  from  the  angles  of  the  mouth  along  the  inner  border 
of  the  cheeks  to  the  anterior  palatine  folds,  besides  large  portions 
of  the  hard  and  soft  palate,  the  uvula  and  the  tongue  were  cov- 
ered. Lanz  calls  attention  to  one  more  point  of  importance  in 
his  case,  which  was  also  very  prominent  in  the  one  which  I  report. 
He  calls  it  a  peculiar  condition,  "  eigenthiimlicher."  He  says 
it  is  an  accepted  fact  that  the  involution  of  the  efflorescence  of 
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erythema  multiforme  is  completed  without  scaling,  or  with  only  a 
slight  amount.  He  quotes  the  high  authorities  of  Neumann, 
Kaposi,  Berend  and  Schwimmer  as  holding  these  views.  In  fact, 
cases  which  show  extensive  desquamation  must  be  exceedingly 
rare.  In  Fuchs'  case  the  epidermis  was  lifted  up  in  large  strips, 
under  which  new  epidermic  cells  were  forming;  in  Lanz's  case 
the  epidermis  on  the  hands  was  loosened  in  lamellae  (Desqua- 
matio  membranacea),  while  in  other  parts  it  was  not  so  extensive. 
In  my  patient  the  peeling  was  severe  in  places,  especially  on 
abdomen,  hands,  feet,  and  in  the  face.  Eighth  months  after  the 
severe  attack  the  coppery  discoloration  of  the  skin  and  scarring 
marking  the  places  of  the  original  eruption  are  noticeable.  In 
the  face  likewise  the  red  blotches  of  new  skin  are  apparent, 
especially  if  the  boy  exercises  violently  or  is  exposed  to  a  low 
temperature. 

1.  "  Handbook  of  Skin  Diseases,"  Ziemssen. 

9.  Loc.  cit 

8.  "Nothnagel's  Spec.  Pathol,  a.  Therap.  XVI,1'  Band  1,  p.  178. 

4.  Kaposi,  ••  Lehrbnch  der  HantkrankheiteiL" 

6.  Milton,  "  Skin  Diseases "  (last  edition). 
&  Loc  cit 

7.  Unna,  "  Histopathology  of  the  Diseases  of  the  Skin,"  1896,  p.  SI. 

8.  Dnhring'a  Atlas  Diseases  of  the  Skin/1  Part  H,  p.  866. 
8.  Leloir,ibid. 

10.  Whltehonse,  •«  Twentieth  Century  Practice  of  Medicine,"  Vol.  5,  p.  150. 

11.  Dnhzinfr,  loc.  cit 

18.  Lewln  vide  Nothnaeel. 
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16.  Berliner  klinische  Wochenschrif  t,  No.  41,  p.  696. 


XXXII.  INSUFFICIENTLY  PYLORI 
By  MARK  I.  KNAPP,  M.  D. 

NEW  YORK 

Too  long  has  the  unfortunate  opinion  prevailed  that  a  chronic 
dyspeptic  is  doomed  to  lifelong  misery  if  not  indeed  to  suicide, 
which  quite  often  is  the  finale  to  a  tragic  existence.  The  recog- 
nition of  insufficientia  pylori  as  one  of  the  causes  of  chronic  dys- 
pepsia is  of  paramount  importance,  as  it  leads  to  almost  miracu- 
lously quick  improvement.  This  is  my  opinion  based  on  over 
fifty  consecutive  and  successful  cases. 

One  hour  after  Ewald's  test  breakfast  (I  shall  use  here  test 
meal  and  test  breakfast  as  synonyms)  the  healthy  stomach  should 
yield  from  thirty  to  fifty  cubic  centimeters  of  chyme,  the  solid 
part  of  which  should  be  well  pulverized  and  the  fluid  part  should 
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be  quite  thin.  The  chyme  should  readily  filter.  Not  always,  how- 
ever, do  we  meet  such  conditions.  There  are  pathological  varia- 
tions on  either  side  of  the  normal,  both  as  to  quality  and  quantity. 

Insufficientia  pylori  is  the  condition  in  which  nothing  or  pos- 
sibly but  one  or  two  cubic  centimeters  of  chyme  are  aspirated  one 
hour  after  the  test  meal,  this  because  the  pylorus  either  does  not 
close  at  any  time  or  does  so  insufficiently  for  a  shorter  period 
than  is  normal.  I  shall  beg  your  indulgence  if  I  begin  with  the 
cause  of  the  physiological,  clonic  closing  of  the  pylorus  on  intro- 
ducing anything  into  the  gastric  cavity. 

The  presence  of  matter  in  the  stomach  causes  its  muscular 
fibres  to  contract,  the  degree  of  such  contraction  being  in  direct 
relation  to  the  degree  of  the  irritant.  Normally,  the  exciting 
cause  is  not  so  great  as  to  throw  at  once  the  entire  stomach  into 
one  convulsive  contraction,  but  the  contraction  begins  at  the 
fundus  and  travels  toward  the  pylorus.  Whilst  the  band  of 
muscle  fibres  "  B  "  contracts,  the  band  "A"  begins  to  relax. 
These  successive  contractions  we  call  peristalsis.  Let  me  say 
here,  in  parenthesis,  that  respiration  has  a  decided  influence  upon 
peristalsis;  inspiration  aids  the  motility  of  the  stomach.  When 
the  peristaltic  waves  finally  reach  the  end  of  the  stomach,  the 
pylorus,  this  likewise  contracts  the  same  way  as  does  the  stomach. 
But,  although  the  cause  and  the  mechanism  are  identically  the 
same,  the  effect  upon  the  pylorus  is  different  from  that  upon  the 
stomach  in  general.  The  same  cause  and  the  same  degree  of 
contraction  which  produces  in  the  stomach  cavity  but  a  diminu- 
tion of  its  diameter,  causes  in  the  pylorus  its  entire  occlusion. 
This  is  very  readily  explained  by  the  physical  difference  between 
the  respective  diameters  of  the  stomach  cavity  and  the  narrow 
lumen  of  the  pylorus.  The  pylorus  having  a  very  small  diam- 
eter needs  but  little  contraction  to  occlude  its  entire  lumen.  No 
difference  of  force,  cause  or  mechanism  is  required  to  explain 
the  physiological,  clonic  closure  of  the  pylorus  during  gastric 
digestion.  What  produces  general  gastric  peristalsis  also  pro- 
duces closure  of  the  pylorus ;  the  closing  of  the  pylorus  must  not 
be  regarded  as  anything  else  than  ordinary  peristaltic  contrac- 
tion. Starting  from  these  normal  physiological  premises  we  can 
reason  that  what  will  cause  greater  general  contraction  of  the 
stomach  will  so  much  more  intensify  the  closure  of  the  pylorus. 
But,  as  the  general  stomach  cavity  has  a  considerable  lumen  to 
contract  upon,  whilst  the  same  aggravated  contraction  reaching 
the  pylorus  b&a  nothing  more  to  contract  upon  than  its 
own  anatomical  structures;  it  is  evident  that  such  anatom- 
ical structures  will  suffer  the  consequences  of  such  repeated 
and    spastic    contractions.      Our    knowledge    of    inflammation, 
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its  causes  and  its  manifestations,  would  at  once  make  us 
the  pylorus  has  nothing  more  to  contract  upon  than  its 
anticipate  inflammatory  changes  of  the  pylorus  under  the  con- 
ditions just  mentioned.  But,  besides  this,  which  I  might  call 
intrinsic  cause,  there  is  the  additional  element  of  the  violent 
impact  of  the  chyme,  which  is  thrown  against  a  closed  pylorus  by 
the  aggravated  contractions  of  the  muscle  fibres  of  the  stomach. 
Thus  we  see  two  forcible  factors  for  the  production  of  inflamma- 
tion of  the  pyloric  portion.  This  explains  the  fact  why  autop- 
sies show  in  by  far  the  largest  majority  of  cases  only  the  pyloric 
portion  to  be  the  seat  of  lesion.  In  fact,  I  believe,  we  should  be 
justified  in  discarding  the  name  of  gastritis  in  the  majority  of 
instances  and  substitute  the  name  of  pyloritis  instead. 

The  muscularis  of  the  stomach,  naturally,  has  a  muscular, 
hence  a  dynamic  function  and,  in  accordance  with  the  work  to  be 
performed,  varies  its  development.  In  the  grain-eating  birds, 
for  instance,  the  muscular  layer  of  the  stomach  is  enormously 
developed,  because  the  grains  have  first  to  be  crushed  before  they 
can  be  acted  on,  chemically,  by  the  digestive  secretions.  Like- 
wise in  man  does  the  stomach  complete  the  grinding  begun  by 
the  teeth.  This  is  a  fact  which  is  attested  by  the  very  finely 
pulverized  chyme,  so  often  aspirated  from  the  stomach.  But, 
is  this  very  finely  pulverized  chyme  really  the  result  of  only 
dynamic,  of  only  muscular  activity?  Yes.  And  this  affirmative 
answer  can  be  verified  by  both  direct  and  indirect  ways.  I  have 
many  times  experimented  with  artificial  digestion  and,  although 
I  did  obtain  all  the  chemical  results,  I  never  did  get  the  solid 
part  finely  pulverized  until  it  was  thoroughly  stirred  up  with  a 
clean  glass  rod.  The  clinical  proof  presented  itself  to  me  in  a 
case  of  pyloric  stenosis  in  which  I  first  ascertained  that  the 
stomach  was  empty  before  I  gave  the  ordinary  test  meal.  One 
hour  after  it  I  aspirated  the  entire  ingested  meal  and,  notwith- 
standing that  the  general  acidity  was  as  low  as  eighteen  (even 
diiftethyl  scarcely  reacted)  the  ingested  roll  was  recovered  in  a 
very  finely  pulverized  form.  On  the  other  hand  there  are  abun- 
dant clinical  instances  in  which  the  chyme  is  coarse,  although 
there  are  sufficient  acid  values.  These  facts  I  consider  beyond 
doubt  to  be  entirely  conclusive,  that  finely  pulverized  chyme  is 
the  result  of  mechanical  crushing.  Crushing  implies  that  the 
object  to  be  crushed  must  come  between  two  opposing  forces— 
the  driving  and  the  resisting  forces.  In  the  stomach  the  con- 
tracting muscle  fibres  represent  the  driving  and  the  closed  pylorus 
the  resisting  force.  The  stronger  these  two  forces  act  upon  one 
another,  or  the  longer  the  grinding  continues,  the  finer  pulver- 
ized will  be  the  crushed  product.    Again,  the  finer  the  pulver- 
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ization,  the  longer  or  the  stronger  was  the  muscular  contraction 
and  the  longer  did  the  pylorus  offer  resistance.  We,  therefore, 
must  admit  that  to  obtain  a  very  finely  pulverized  chyme  the 
ingesta  must  be  subjected  to  the  action  of  the  forces  mentioned 
sufficiently  long,  which  means  that  the  ingesta  must  remain  in 
the  stomach  long  enough  to  be  acted  on,  dynamically,  by  the 
muscular  contractions  of  the  stomach.  In  the  same  manner  the 
aspiration  of  a  chyme  which  presents  the  very  fine  pulverization, 
termed  by  me  the  "  floury  layer,"  attests  the  existence  of  at 
least  normal,  if  not  Jit/per-motility  of  the  stomach,  and  this, 
irrespective  of  the  quantity  aspirated.  Nay,  as  it  needs  a  pro- 
longed contraction  of  muscle  fibres  also  pf  the  pylorus,  as  it 
needs  a  longer  closing  of  the  pylorus  to  produce  the  "  floury 
layer,"  it  is  evident  that  the  closed  pylorus  also  prevents  the 
passing  of  chyme  into  the  intestine ;  hence  a  larger  quantity  will 
be  aspirated.  The  larger  the  quantity  and  the  finer  the  pulver- 
ization, the  longer  did  tfte  pylorus  offer  resistance,  the  longer 
was  the  pylorus  closed.  Since,  however,  a  protracted  closure  of 
the  pylorus  could  not  exist  without  active  peristalsis  (as  ex- 
plained above),  and  since  a  prolonged  closure  of  the  pylorus 
obstructs  the  escape  of  chyme  and  hence  leaves  more  chyme  to  be 
aspirated,  it  follows  that  the  aspiration  of  a  large  quantity  in 
which  the  "  floury  layer  "  is  present  signifies  that  in  such  a 
stomach  peristalsis  was  very  active.  This  is  a  view,  diametrically 
the  reverse  of  what  is  at  present  recognized.  We  are  taught  that 
a  stomach  which  yields  a  large  quantity  of  chyme  after  the  test 
breakfast  is  atonic.  We  have  been  made  to  believe  that  the  pres- 
ence of  a  large  quantity  of  chyme  after  the  test  meal  incrim- 
*  inates  the  integrity  of  the  muscular  power  of  the  stomach ;  it  is 
being  assumed  that  because  the  ingesta  did  not  pass  the  pylorus 
in  sufficient  quantities  in  the  given  time  it  is  ample  proof  that 
the  stomach  wall,  for  some  reason  or  other,  has  not  attempted  to 
expel  its  contents.  With  the  same  propriety  we  might  accuse  the 
prisoner  of  not  attempting  to  come  out  of  his  cell.  Supposing 
the  cell  is  locked  and  bolted  and  all  efforts  of  its  inmate  to  get 
out  of  the  cell  are  frustrated  because  of  the  door  being  locked? 
The  tonus  of  muscle  fibres  is  judged  by  its  respective  power. 
But  when  we  aspirate  a  floury  layer  such  fact  proves  muscular 
activity.  To  accuse  a  stomach  which  yields  after  a  test  break- 
fast a  large  quantity  of  chyme,  of  which  the  solid  part  is  very 
finely  pulverized,  of  atony  is  a  crime.  Such  stomachs  are  not 
only  not  atonic,*  but  the  very  contrary,  they  are  hyper-tome.  The 
large  quantities  aspirated  m  such  cases  is  due  to  the  stenotic 
condition  of  the  pylorus.  This  stenosis  is  most  usually  due  to  a 
pathologico-chemical  condition,  which  I  described  as  "  stenosis 
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pylori  ab  irritatione."  It  is  peculiar  and  possibly  significant 
that  both  Boas  and  myself,  have  independently  worked  on  the 
same  theory  at  the  same  time.  Boas,  in  his  article  on  "Magen- 
steifung"  (Deutsche  Med.  Wochenschrift,  March  6,  1902)  also 
refutes  the  present  assumption  that  the  aspiration  of  a  large 
quantity  of  chyme  after  the  test  breakfast  signifies  atony.  He 
also  acknowledges  a  stenosis  pylori  as  the  cause  of  the  large 
aspirated  quantity.  I  again  wish  to  impress  that  quantity  does 
not  impugn  the  integrity  of  the  muscular  coat  of  the  stomach 
one  way  or  the  other;  quantity  is  dependent  upon  the  respective 
condition  of  the  pylorus.  A  prolonged  contraction  of  the  pylorus 
offers  prolonged  resistance  to  the  escape  of  chyme  from  the 
stomach,  hence  a  larger  quantity  will  be  aspirated.  A  pylorus, 
the  contraction  of  which  is  lessened  or  entirely  abolished,  offers 
little  or  no  resistance  at  all  to  the  exit  of  the  chyme,  hence  a 
much  larger  quantity  of  the  ingesta  will  pass  the  portals  of  the 
intestines  unmolested,  unchecked,  and  hence  little  or  no  chyme 
at  all  will  be  obtained  on  aspiration.  There  is  no  increase  of 
motility  in  this  condition  as  there  is  no  impairment  of  the  mus- 
cular activity  when  a  large  quantity  is  aspirated.  The  absence  of 
chyme  one  hour  after  the  test  breakfast  cannot  be  ascribed  to 
hypermotUity  as  hypermotility  means  hyperactivity  which  is 
synonymous  with  hypercontraction  and  hypercontraction,  as 
explained  above,  must  produce  more  spastic  contraction  of  the 
pylorus.  Hypermotility  of  the  stomach,  therefore,  effects  larger 
quantities  to  be  retained  in  the  stomach.  The  presence  of  a  large 
quantity  of  chyme  after  the  test  meal  means  "stenosis,"  the 
absence  of  chyme  denotes  "  insufficientia  "  pylori.  But  very 
little  peristalsis  is  necessary  to  bring  ingesta  past  an  open 
pylorus;  mere  gravity  will  do  it.  Furthermore,  the  absence  of 
pyloric  resistance  has  a  decided  negative  effect  upon  the  grinding 
of  the  ingesta.  Because  of  the  absence  of  one  of  the  two  forces, 
mentioned  above,  as  necessary  for  the  grinding,  because  of  the 
absence  of  pyloric  resistance,  by  reason  of  its  non-closure  or  insuf- 
ficient closure,  the  ingesta  cannot  be  acted  on  dynamically  and, 
therefore,  it  is,  that  whatever  little  is  aspirated  in  the  first  stages 
of  insufficientia  is  coarse. 

Insufficientia  pylori  presents  itself  in  several  stages.  It  begins 
with  a  simple  weakness,  if  I  may  use  this  expression,  when  pos- 
sibly yet  one  or  two  cubic  centimeters  of  coarse  chyme  is  aspirated 
and  ends  with  the  complete  inability  to  contract.  In  this  last 
stage  the  ingested  food  rushes  immediately  past  the  pylorus ;  the 
patient  practically  has  no  stomach.  Between  these  extremes  there 
are  many  gradations.  We  may  not  find  any  chyme  at  the  end  of 
one  hour,  but  there  may  be  some,  three-quarters,  or  half  or  one- 
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quarter  of  an  hour  after  ingestion,  and  it  is  our  duty  to  abso- 
lutely ascertain  the  exact  condition. 

Etiology.  Insufficientia  pylori  is  the  natural  and  logical  suc- 
cessor to  stenosis  pylori.  (I  am  not  speaking  here  of  the  stenosis 
of  an  organic  nature.)  It  is  but  a  question  of  time  when  the 
pylorus,  too  long  insulted  by  spastic  contractions  and  by  the 
violent  impact  of  food  together  with  other  chemical  causes,  will 
succumb  to  such  maltreatment  with  the  inevitable  inflammation 
as  the  result.  And,  once  this  is  chronically  established,  we  can 
easily  foresee  the  consequences.  That,  finally,  in  the  very  last 
stage,  anadenia  gastrica  should  result  need  not  surprise.  Very 
seldom  is  insufficientia  pylori  the  sequel  of  a  retrograded  neo- 
plasm as  described  by  Ebstein  (Deutsch.  Arch.  f.  Klin.  ffled.h 
Vol.  26).  Directly,  insufficientia  pylori  is  caused  by  a  chronic 
pyloritis.  As  remote  causes  are  Organacidia  gastrica,  chronic 
alcoholism,  loss  of  teeth  and  gulping  down  of  food. 

Symptoms.  Per  se  insufficientia  pylori  gives  no  symptoms, 
and  it  may  exist  for  a  long  time  without  the  patient  being  aware 
of  it.  What  the  patients  complain  of  is  due  to  faulty  intestinal 
digestion.  And,  usually,  the  patients  do  not  seek  medical  advice 
before  the  intestinal  functions  are  interfered  with.  The  most 
predominant  and  the  most  constant  symptoms  are  due  to  gas 
formation  in  the  bowds.  This  is  variously  interpreted  by  the 
patient  as  boiling,  running  around,  shaking,  heaviness,  tension, 
sensation  of  bearing  down,  sensation  of  insufficient  defecation. 
A  woman  about  the  climacterium  thought  she  positively  felt 
"  quickening  "  notwithstanding  her  menstruation  having  been 
regular  up  to  the  time  of  her  consultation.  The  appetite  is  vari- 
able and  may  be  good  or  absent,  but  there  are  definite  causes  for 
each.  When  the  gases  formed  in  the  intestines  are  not  irritant 
then  the  distension  causes  anorexia.  When  the  gases  are  volar 
tile  fatty  acids  then  the  attendant  contractions  of  the  upper  part 
of  the  intestine,  due  to  the  presence  of  such  volatile  acids,  give 
the  sensation  of  hunger.  In  the  prevailing  of  the  latter  con- 
tingency, besides  the  very  good  appetite  will  be  diarrhoea,  cramps 
and  rectal  tenesmus  and,  if  the  volatile  fatty  acids  make  their 
way  through  the  upper  passage  there  will  be  burning  along  the 
route  and  thirst.  Constipation  is  not  infrequent  and,  I  am  now 
inclined  to  believe,  is  due  to  distension  of  the  bowels  by  non-t 
irritating  gases.  Often  constipation  alternates  with  diarrhoea, 
the  diarrhoea  being  subsequent  to  and  caused  by  the  constipa- 
tion. The  stagnating  feces  finally  undergo  putrefactive  changes 
with  the  evolution  of  irritating  gases,  which  then  irritate  the 
bowel,  thus  bringing  on  peristalsis.  Headaches  may  or  may^not 
be  present,  but  as  yet  I  have  not  been  able  to  ascertain  the  exact 
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cause  of  each.  The  dictum  that  constipation  and  headaches 
invariably  go  together  I  cannot  corroborate,  although  it  holds 
good  in  most  instances.  Flashes  of  heat  and  cold  are  very  com- 
mon, especially  in  the  evening  after  the  somewhat  heartier  meal, 
which  the  insulted  intestines  struggle  to  digest.  It  can  safely 
be  assumed  that  one  who  abused  his  stomach  will  also  abuse  his 
bowels,  if  not  warned  in  time.  But  often  patients  are  not  aware 
of  serious  gastric  trouble,  or  of  any  digestive  interference.  Occa- 
sional "  spells  M  they  take  very  lightly,  often  as  a  matter  of 
course.  In  illustration  of  this  I  will  cite  one  instance.  A  young 
man,  twenty-eight,  a  traveling  salesman,  had  been  coughing  for 
some  three  years,  during  which  time  he  consulted  several  gen- 
eral practitioners  without  being  helped.  Finally,  alarmed  about 
this  cough,  he  went  to  a  prominent  lung  specialist,  who,  after  the 
third  visit,  came  to  the  conclusion  that  most  likely  the  cough 
was  caused  by  some  disorder  in  the  digestion.  The  patient  then 
came  to  me,  rather  surprised  at  the  lung  specialist's  finding,  as 
he  could  not  remember  any  serious  attacks  of  indigestion.  That 
patient's  stomach  had  already  advanced  to  the  condition  of  insuf- 
ficientia  pylori.  His  cough  stopped  permanently  after  the  sixth 
day  (he  came  for  treatment  every  day).  Vomiting  may  or  may 
not  be  present.  Besides  these  there  may  also  be  other  symptoms. 
Diagnosis.  Insufficientia  pylori  cannot  be  diagnosed  without 
a  test  meal,  nay,  several  test  meal  examinations,  one  to  follow  the 
other  one  day  after  the  other.  Absence  of  chyme  one  hour  after 
the  test  breakfast,  or  at  most  one  or  two  cubic  centimeters  of 
coarse  particles,  is  the  diagnostic  criterion.  The  diagnosis  should 
be  corroborated  by  another  test  meal  the  very  following  day.  In  a 
tentative  way  the  diagnosis  may  be  assumed  in  cases  of  chronic 
alcoholism  or  in  patients  with  few  or  no  teeth.  Neither  sex  nor 
age  gives  any  clue.  The  diagnosis  of  insufficientia  pylori  having 
been  made,  it  becomes  our  duty  to  ascertain  exactly  the  patient 's 
condition.  The  question,  and  a  very  important  one,  is  how  soon 
is  the  stomach  empty?  Doe's  the  stomach  functionate  at  any 
time,  or  has  the  patient  practically  no  stomach  1  These  questions 
are  answered  by  aspirating  the  stomach  at  various  times  after 
the  test  breakfast  is  given.  If  the  stomach  proves  to  have  no 
chyme  one  hour  after  the  test  breakfast  we  next  day  aspirate 
three-quarters  of  an  hour  after  the  ingestion  or  thirty  minutes 
or  even  fifteen  minutes  after  the  eating.  Upon  this  exact  knowl- 
edge is  based  the  successful  treatment.  When  the  case  is  prop- 
erly explained  to  the  patient  he  will  usually  cooperate  with 
the  physician.  If  we  can  manage  it,  all  real  medications  should 
be  •stopped  for  a  few  days  before  our  examinations.  Of  the 
physical  examination  only  gastric  inflation  may  be  of  some  avail 
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In  the  last  stages  of  insufficiency  the  stomach  cannot  be  inflated 
by  any  means.  But  one  must  be  careful  not  to  mistake  a  dilated 
stomach  for  insufficientia  pylori  should  he  choose  for  inflation 
C02  developed  in  the  stomach.  The  usual  doses  for  inflating  a 
stomach  are  half  a  teaspoonful  each  of  bicarbonate  of  soda  and 
of  tartaric  acid,  each  to  be  taken  separately  and  in  immediate 
succession  with  about  two  ounces  of  water.  If  these  do  not 
inflate  we  need  not  yet  conclude  upon  insufficiency.         # 

Prognosis.  If  not  attended  by  too  severe  complications  insuf- 
ficientia pylori  has  an  excellent  prognosis,  no  matter  how  old  is 
the  patient  or  how  long  the  disease  had  existed.  I  have  seen  the 
eases,  in  my  own  practice  and  in  consultation,  where  the  condi- 
tions prompted  the  gravest  diagnosis  and  where  improvement 
had  been  despaired  of,  respond  almost  miraculously  to  the  proper 
treatment.  A  marked  turn  for  the  better  is  positively  seen  in  a 
very  few  days,  often  even  within  a  day  or  two  after  treatment 
has  been  begun.  Patients  who  have  suffered  for  years  from 
chronic  dyspepsia  get  well,  gain  flesh  and  change  their  melan- 
choly into  buoyancy  and  optimism  in  a  very  short  time.  Thus  I 
had  amongst  my  patients  a  colleague,  about  fifty  years  of  age, 
who  until  recently  taught  diseases  of  the  stomach  and  who  had 
to  give  up  his  position  because  of  ill  health,  greet  me  on  the 
twelfth  day  after  the  test  meal  examination  with  a  hearty 
handshake,  a  broad  and  cheerfully  smiling  "  how  do  you  do" 
and  a  slap  on  my  shoulders.  This  greeting  needed  little  inter- 
pretation. My  esteemed  colleague  had  not  a  trace  of  chyme 
even  half  an  hour  after  his  test  breakfast.  The  usual  average 
for  the  treatment  has  proved  to  be  about  three  months.  Often 
the  patients  are  inclined  to  overbear,  exhilarated  by  the  rapid 
success,  and  are  tempted  to  do  a  little  experimenting  themselves. 
Against  this  the  physician  must  guard.  A  return  of  the  pylorus 
to  the  normal  can  only  be  expected  in  the  young;  I  have  seen 
this  several  times. 

Treatment.  As  everywhere  else,  the  etiological  moment  must 
be  kept  in  mind.  Alcoholism  and  gulping  down  of  food  will, 
naturally,  be  interdicted.  It  is  much  better  to  go  without  food 
than  swallow  it  down  unmasticated.  If  circumstances  do  not 
allow  the  patient  sufficient  time  for  his  meal,  then  let  him  have 
such  food  that  needs  no  mastication.  Mastication  must  at  all 
times  be  complete.  Loss  of  teeth  must  be  supplemented  by  arti- 
ficial ones.  Especially  to  the  poor  must  we  explain  the  neces- 
sity of  thorough  mastication.  But  as  they  cannot  always  get 
a  set  of  good  artificial  teeth,  we  must  advise  them  to  have  the 
mastication  done  artificially.  All  cereals  and  vegetables  should 
be  well  boiled  and  eaten  in  the  form  of  puree.   As  to  meat,  my 
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advice  is  to  prepare  it  any  way  they  like,  and  after  it  is  done  to 
cut  it  up  into  very  small  pieces,  which  is  best  done  by  a  meat- 
grinding  machine,  which  is  very  cheap. 

The  dietetic  treatment  is  of  chief  importance.  The  object  is 
not  to  introduce  any  acid  food  nor  food  which  develops  gases. 
Let  us  also  remember  that  sweets  very  quickly  form  acids  in  the 
digestive  canal,  consequently  also  these  will  be  omitted  from  the 
dietary?  Coffee,  tea,  spirits,  fermented  liquors,  C02  containing 
waters,  too  much  milk,  cabbages,  peas,  beans,  raddishes,  turnips, 
spices,  salads,  fruits,  especially  grapes,  peaches,  plums  and 
prunes  should  be  forbidden.  Excluding  these  the  patient  has  a 
free  choice  of  food,  but  not  of  drink.  Clean,  filtered  water  and 
milk  are  about  all  the  patient  can  have.  Of  mechanical  treat- 
ment only  lavage  is  to  be  mentioned  if  mucus  is  present ;  I  have 
as  yet  not  tried  electricity. 

The  medicinal  treatment  must  be  directed  to  help  the  intestine, 
but  at  the  same  time  not  to  interfere  with  any  gastric  digestion 
there  may  still  be  present.  It  is  for  this  reason  that  several  test 
meal  examinations  are  necessary.  We  must  know  whether  the 
stomach  does  have  some  digestion  and,  if  so,  we  surely  must  not 
interfere  with  it  by  giving  the  alkalies  too  soon.  Bicarbonate  of 
soda,  magnesia  and  the  rhubarb  and  soda  mixture  are  usually 
sufficient  to  be  given  after  meals,  the  time  to  be  determined  by 
the  test  meal  examination.  So,  for  instance,  if  there  is  no  chyme 
even  fifteen  minutes  after  ingestion  of  the  test  meal,  then  the 
alkalies  should  be  given  immediately  after  meals.  If  there  is 
some  gastric  digestion  yet  half  hour  after  the  test  breakfast, 
then  the  alkalies  will  be  given  between  half  an  hour  and  one  hour 
after  meals.  If  there  is  some  gastric  digestion  still  present,  the 
alkalies  should  be  given  somewhat  later  when  meat  is  eaten. 
Pancreatin  and  papain  are  very  valuable,  but  we  must  be  sure 
to  get  the  fresh  products;  stale  products  are  very  apt  to  be 
decomposed  and  cause  pain,  colics  and  diarrhoeas.  Strychnine 
is  the  drug  never  to  be  left  out,  but  it  must  not  be  given  in  small 
doses.  I  never  begin  with  less  than  one  twenty-fifth  of  a  grain. 
Especially  in  the  chronic  diarrhoeas  has  the  strychnine  a  magic 
effect.  Cases  in  which  there  were  daily  ten  to  twenty  watery 
discharges  and  which  have  lasted  for  years,  in  one  case  over  eight 
years,  have  yielded  entirely  and  permanently  to  strychnine  in 
from  three  to  four  weeks.  But  in  these  cases  the  strychnine  must 
be  given  in  rapidly  advancing  doses;  I  repeatedly  gave  one- 
seventh  of  a  grain  three  times  daily. 

For  constipation  sodium  sulfate  and  liberal  quantities  of  water 
are  of  most  benefit.  The  sodium  sulfate  should  be  begun  with 
one-half  teaspoonful  doses  in  a  glassful  of  hot  water  half  an 
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hour  before  meals;  this  dose  should  be  diminished  gradually 
according  to  requirements.  When  the  drinking  of  large  quan- 
tities of  water  is  desired,  it  is  best  not  to  tell  this  plainly  to  the 
patient,  as  he  will  usually  disobey.  Any  sort  of  drugs,  and  by 
far  the  best  impressive  are  bitter  drugs,  can  be  given  in  drop 
doses  every  two  hours  in  a  tumblerful  of  water. 

In  conclusion,  I  want  to  refer  to  my  previous  two  articles  on 
insufficientia  pylori,  in  the  Philadelphia  Medical  Journal,  May 
24, 1902,  and  in  the  New  York  Medical  Journal,  October  4,  1902. 


XXXIII.  ENURESIS 
By  GEORGE  E.  BEILBY,  M.  D. 

ROCHESTER 


Although  this  is  a  subject  which  has  received  the  attention 
of  the  profession  for  generations  and  upon  which  much  has  been 
written,  yet  one  has  only  to  look  over  the  literature  and  text- 
books and  note  the  vaunted  nostrums  and  specifics,  all  of  which 
are  equally  worthless,  to  realize  fully  that  the  treatment  of  enu- 
resis is  oftentimes  very  disappointing  and  the  underlying  etio- 
logic  factors  in  many  cases  not  clearly  determined.  Enuresis  is 
usually  considered  a  disease  of  childhood  proper,  most  common 
between  the  third  and  tenth  years  of  life  and  affecting  both  sexes 
about  equally.  But,  I  think  you  will  agree  with  me  that  often 
the  largest  number  of  cases  is  seen  among  the  adolescent  in  asy- 
lums and  institutions,  where  they  are  gathered  in  large  numbers, 
and  that  these  are  the  cases  which  present  the  greatest  difficul- 
ties in  management,  and  that  the  majority  of  such  cases  occur 
among  males. 

It  is  of  this  institution  variety  that  I  wish  to  speak  in  this 
paper,  as  my  observations  have  all  been  made  during  the  last 
three  years  at  the  State  Industrial  School  in  Rochester,  an  insti- 
tution receiving  children  of  both  sexes  between  the  ages  of  ten 
and  twenty-one  years,  committed  from  all  types  of  society,  from 
the  best  to  the  degraded  and  degenerate.  We  have  a  population 
varying  from  800  to  900,  of  which  about  100  are  girls.  Of  this 
entire  number  my  records  of  these  cases  taken  from  month  to 
month  show  variously  from  thirty  to  seventy  or  eighty  cases  of 
enuresis,  or  four  per  cent,  to  ten  per  cent,  of  the  population. 
Other  similar  institutions  report  even  a  larger  percentage,  eigh- 
teen to  twenty  in  one  instance.  Compared  with  children  of  like 
ages  under  normal  conditions,  that  is,  outside  of  institutions, 
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the  proportion  is  extremely  high,  and  here  arises  the  question: 
How  can  we  account  for  this  vast  difference!  Let  us  first  con- 
sider the  potent  causes  of  enuresis,  and  here  we  will  eliminate 
those  cases  due  to  malformation  of  the  genital  tract  and  those 
caused  by  organic  diseases  of  the  central  nervous  system  as  not 
applying  in  this  paper  and  simply  consider  the  ordinary  form  of 
childhood  which  is  usually  termed  a  neurosis. 

In  infancy  the  act  of  micturition  is  simply  a  reflex  involuntary 
one.  An  impulse  is  sent  up  from  the  nerves  of  the  bladder  to 
the  lumbar  center  which  produces  simultaneously  a  relaxation 
of  the  sphincter  and  a  contraction  of  the  other  muscles  of  the 
bladder,  expelling  its  contents.  Normally,  after  the  second  or 
third  year,  cerebral  control  is  exercised  over  this  center.  Incon- 
tinence, therefore,  may  be  due  to  (1)  lack  of  development  of  the 
cerebral  center  and  continuance  o*f  the  infantile  conditions;  (2) 
to  irritability  of  the  terminal  nerve  filaments  in  the  bladder  or 
surrounding  parts;    (3)  to  irritability  of  the  spinal  center. 

Out  of  a  total  of  about  250  cases,  the  entire  number  in  the 
institution  in  three  years,  I  have  had  under  treatment  in  our 
hospital  seventy-five  patients,  and  have  kept  complete  histories 
and  records  of  their  cases.  They  were  in  no  way  selected,  except- 
ing that  they* were  those  in  which  the  condition  was  the  most 
pronounced,  and  to  which  my  attention  was  called  from  time  to 
time.  But  two  of  these  patients  were  imbeciles,  and  in  only 
seven  were  there  well-marked  physical  signs  of  degeneracy, 
though  many  were  the  offspring  of  more  or  less  defective  parent- 
age. Thus  it  is  fair  to  suppose  that  in  seventy-three  of  the  cases 
there  was  no  lack  of  cerebral  control.  Examination  of  the  urine 
never  revealed  marked  abnormalities,  nor  were  there  signs  of 
vesical  calculus  or  rectal  irritation,  and  in  only  a  few  of  the  cases 
sufficient  phimosis  to  cause  the  condition.  So  that,  Math  the 
exception  of  these  few  cases,  I  believe  none  could  be  assigned  to 
this  category,  which  is  commonly  believed  to  be  one  of  the  most 
frequent  causes  of  enuresis.  By  exclusion,  therefore,  we  arrive 
at  the  third  cause,  irritability  of  the  spinal  center,  by  which  to 
explain  the  majority  of  the  cases.  The  histories  might  be  sum- 
marized as  follows :  Seventy-one  were  in  males,  four  in  females. 
The  ages  ranged  from  ten  to  twenty-one  years:  one,  ten  years; 
six,  eleven  years ;  fourteen  each  twelve  and  thirteen  years ;  six- 
teen, fourteen  years;  eleven,  fifteen  years;  four,  sixteen  years; 
five,  seventeen  years ;  three,  eighteen  years,  and  one,  twenty-one 
years.  Sixty  suffered  from  nocturnal  enuresis  only,  two  from 
diurnal  only,  while  thirteen  were  both  nocturnal  and  diurnal,  and 
six  had  incontinence  of  feces,  as  well  as  urine.  As  regards  the 
length  of  time  which  the  condition  had  existed,  it  varied  from  a 
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few  weeks  or  months  to  several  years,  or  perhaps  as  long  as  the 
patient  could  remember,  and  some  were  of  such  moderate  sever- 
ity that  they  only  wet  the  beds  now  and  then  a  night,  while 
others  would  invariably  do  so  two  or  three  times.  Many  of  these 
patients  were  known  to  be  chronic  and  excessive  masturbators. 
By  careful  questioning  and  close  observation,  a  positive  history 
of  such  habit  was  determined  in  seventy-one  of  the  cases,  leaving 
only  four  doubtful.  Some  were  very  reluctant  in  admitting  the 
practice,  atnd  might  deny  it  absolutely.  These  were  carefully 
watched  by  night-guards,  and  almost  invariably  our  suspicions 
were  corroborated.  It  is  surprising  to  what  excess  and  for  what 
length  of  time  it  was  practiced  in  many  cases.  For  instance, 
one  lad  of  thirteen  stated  that  for  two  or  three  years  he  had  prac- 
ticed the  act  once  or  twice  every  night,  and  sometimes  days  also. 
Once  a  night,  or  every  night,  is  about  the  average,  and  extending 
over  periods  of  two,  three,  and  even  five  or  six  years,  if  they  were 
truthful  in  giving  their  histories.  These  cases  clearly  showed  a 
direct  ratio  between  cause  and  effect,  the  worst  cases  of  self- 
abuse  being  the  most  troublesome  ones  of  enuresis. 

As  to  the  modus  operandi,  there  may  be  some  difference  of 
opinion.  But  in  these  cases  I  think  it  is  clearly  demonstrated, 
as  I  shall  show  later,  that  there  existed  a  hyperexcitability  or 
hypersensitiveness  of  the  center  for  erection  in  the  cord,  caused 
by  repeated  and  prolonged  stimulation,  and  that  this  condition, 
whether  it  amounted  to  an  actual  congestion  or  not,  extended  to 
the  adjacent  centers  of  micturition  and  defecation,  and  that  the 
same  condition  obtained  here.  While  the  exact  location  of  these 
centers  has,  I  believe,  never  been  clearly  determined,  yet  most 
authorities,  as  Halliburton,1  Starr,2  Howell8  and  Peterson,*  all 
place  them  in  the  lumbar  enlargement  of  the  cord,  also  the  center 
for  ejaculation.  I  am  not  prepared  to  state  that  the  abnormal 
condition  present  in  these  reflex  centers  in  the  lumbar  cord  is  an 
actual  congestion,  but  that  such  might  be  the  case  seems  very 
probable.  To  quote  from  Gowers,8  "An  active  congestion  which 
may  be  termed  secondary,  seems  to  result  from  prolonged  and 
violent  action  of  the  nerve  elements  of  the  spinal  cord.  Thus 
local  dilatation  and  distention  of  vessels,  migration  of  leukocytes 
into  the  sheath  and  into  the  adjacent  tissue,  and  even  small 
extravasations,  are  found  in  some  cases  of  hydrophobia,  tetanus 
and  of  strychnin  poisoning,  and  it  is  probable  that  a  similar 
congestion  attends  all  violent  physiologic  activity,  violent  and 
continued  muscular  exertion,  coitus,  etc.  Coitus  several  times 
repeated  has  been  known  to  cause  hemorrhage  within  the  cord, 
which  must  he  preceded  by  an  intense  congestion.  Vascu- 
lar dilatation  with  an  increased  blood  supply  is  the  physiologic 
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attendant  of  functional  activitiy  in  all  organs,  and  doubtless 
also  in  the  cord,  but  is  morbid  only  when  excessive. " 

That  in  these  cases  this  condition  of  enuresis  is  due  to  an  irri- 
tation of  the  reflex  center  rather  than  to  a  peripheral  irritation 
seems  to  be  clearly  borne  out  by  certain  very  interesting  phe- 
nomena which  only  recently  have  come  to  my  attention  in  the 
examination  of  these  cases,  and  which  seem  to  indicate,  more- 
over, that  this  irritative  or  congestive  condition  extends  further, 
and  involves  other  reflex  centers  in  the  lumbar  cord;  that  is, 
the  cremasteric  gluteal  and  tendon-reflexes  of  the  lower  extrem- 
ities, as  shown  by  the  result  of  the  examination  of  twenty-five 
of  .the  recent  cases,  or  a  third  of  this  series. 

The  first  symptom  which  attracted  attention  was  the  frequent 
complaint  of  a  dull  aching  or  an  actual  pain  referred  to  the 
lower  dorsal  or  lumbar  region  and  the  presence  of  tenderness  on 
palpation.  This  symptom  of  tenderness  was  present  in  ten  cases, 
very  marked  in  three,  and  absent  in  twelve,  the  exact  location 
being  most  frequently  over  the  second,  third  or  fourth  lumbar 
vertebras,  and  extending  out  over  the  nerve  endings  of  the  pos- 
terior division  of  the  spinal  nerves  arising  from  these  regions. 

Examination  of  the  reflexes  gave  the  following  results: 

Cremasteric— This  was  found  to  be  greatly  exaggerated  in 
nine,  exaggerated  in  eight,  brisk  in  four  and  normal  in  four. 

Patellar,  greatly  exaggerated  in  eleven,  exaggerated  in  seven, 
brisk  in  four  and  normal  in  three. 

Gluteal,  greatly  exaggerated  in  none,  exaggerated  in  three, 
brisk  in  two  and  normal  in  twenty. 

Achilles,  greatly  exaggerated  in  three,  exaggerated  in  thirteen 
and  normal  in  nine.  Tendency  to  ankle-clonus  of  short  duration 
in  two  cases. 

Plantar  reflex  normal  in  twelve,  diminished  in  thirteen. 

Upper  Extermities.-(a)  Triceps,  greatly  exaggerated  in  none, 
exaggerated  in  two,  brisk  in  seven,  normal  in  nine  and  sluggish 
in  eight.  (6)  Biceps,  greatly  exaggerated  in  none,  exaggerated 
in  two,  brisk  in  four,  normal  in  nine  and  sluggish  in  ten. 

Wrist.—  (a)  Plexors  exaggerated  in  one,  perceptible  in  seven, 
not  perceptible  in  seventeen.  (6)  Extensors  exaggerated  in 
one,  perceptible  in  three,  not  perceptible  in  twenty-one. 

In  making  these  tests  I  was  assisted  by  Dr.  Robert  G.  Cook, 
so  that  there  can  be  no  doubt  as  to  their  accuracy. 

Here  is  the  condition.  How,  if  not  in  the  manner  indicated, 
can  it  be  explained  1  An  almost  uniform  exaggeration  of  the 
muscular  and  tendon-reflexes  of  the  lower  extremities,  together 
with  the  bladder  and  rectal  symptoms,  with  no  exaggeration  of 
the  reflexes  of  the  upper  extremities,  with  the  exception  of  two 
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cases.  In  one  of  the  latter  the  condition  of  incontinence  was 
very  slight,  and  yet  all  the  reflexes  of  both  upper  and  lower 
extremities  were  very  greatly  exaggerated  and  the  tendency  to 
ankle-clonus  was  present.  I  can  offer  no  explanation  in  this  case. 
The  other  lad  was  decidedly  a  psychoneurotic,  and  this  might 
account  for  the  condition  of  his  reflexes.  It  might  be  asked  if 
all  these  cases  did  not  exhibit  the  so-called  neuropathic  taint. 
This  was  true  in  only  one  out  of  the  twenty-five  cases,  which  is 
the  case  already  mentioned.  None  of  the  others  exhibited  any 
of  the  "stigmata"  of  hysteria  or  neurasthenia,  and  in  only  three 
were  marked  physical  signs  of  degeneracy. 

Very  little  literature  has  been  available  on  this  subject. 
Jacobi,6  as  long  ago  as  1876,  called  the  attention  of  the  pro- 
fession to  masturbation  as  being  a  very  frequent  cause  of  enu- 
resis, and  again  in  1890,  in  "  Keating 's  Cyclopaedia  of  Diseases 
of  Children,"  he  states  his  belief  that  it  is  a  more  common  cause 
than  is  generally  considered  (and  that  it  is  due  to  the  constant 
irritation  of  the  prostatic  portion  of  the  urethra  and  neck  of  the 
bladder  by  frequent  erections).  This  may  be  the  explanation  in 
some  instances,  but  in  my  series  of  cases  it  would  seem  very 
positive  that  there  existed  an  abnormal  increase  of  irritability 
in  the  lumbar  enlargement  of  the  cord,  which  would  account  for 
the  exaggerated  condition  of  the  reflexes  of  the  lower  extrem- 
ities, as  well  as  the  incontinence  of  urine  and  feces.  Prender- 
gast7  reports  eighty  cases  of  enuresis  in  an  orphanage,  out  of  a 
total  population  of  485,  the  ages  ranging  from  six  to  twelve 
years.  He,  excluding  idiocy  and  imbecility  and  the  general  neu- 
rotic state,  is  inclined  toward  the  belief  that  it  is  "downright  lazi- 
ness "  in  the  majority  of  cases  which  causes  the  condition.  I 
should  hesitate  in  accepting  this  as  a  cause  in  so  large  a  number 
ot  cases,  and  especially  when  restricted  diet  and  punishment  did 
not  tend  to  correct  the  condition.  Of  the  eighty  cases,  he  reports 
seventy-flve  cures,  and  improvement  in  the  remaining  five,  during 
eight  months  of  treatment  with  cold  spinal  douching.  The  suc- 
cess of  his  treatment  I  should  attribute  not  alone  to  the  strong 
mental  impression  caused  by  the  cold  douche,  but  to  its  tonic  and 
sedative  effect  upon  the  reflex  centers  in  the  lumbar  cord. 

Proof  may  be  lacking  in  some  instances,  but  it  is  my  earnest 
belief  that  at  least  ninety  per  cent,  of  all  cases  of  enuresis  occur- 
ring among  the  youth  and  adolescent  in  institutions  are  caused 
by  self -abuse.  The  class  of  children  gathered  in  asylums  and 
institutions  is  very  prone  to  indulge  in  this  habit,  but  it  is  the 
direct  teaching  one  to  another  that  gives  us  our  large  number  of 
cases.  It  has  been  my  experience  that  the  great  majority  of 
boys  coming  from  orphan  asylums  and  houses  of  shelter  are 
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addicted  to  the  practice  of  self -abuse,  and  a  certain  percentage 
of  these  always  suffer  from  incontinence.  Seclusion,  intimate 
association,  and  lack  of  diversion  in  mind  and  bodies  weakened 
by  ancestral  immorality,  offer  a  ready  explanation.  I  might 
mention  in  this  connection  that  twenty  of  my  seventy-five 
patients  had  previously  lived  in  asylums  or  institutions. 

Treatment  in  these  cases  is  usually  attended  with  good  results, 
if  the  condition  is  not  of  too  long  standing.  It  should  be  directed 
along  two  lines:  First,  by  appealing  to  the  moral  sense  and 
warning  the  child  of  the  danger  of  evil  practices.  Second,  by 
improving  the  physical  condition  and  attempting  to  relieve  the 
congestive  or  irritative  condition  of  the  lumbar  cord.  Circum- 
cision was  performed  in  these  cases,  almost  as  a  routine,  not 
because  there  was  a  phimosis,  for,  as  I  have  said,  in  only  a 
few  cases  was  this  condition  present,  but  for  its  mental  impres- 
sion alone,  in  tending  to  prevent  the  practice  of  masturbation, 
and  this  I  consider  a  very  important  feature  in  the  treatment 
At  times  also  it  will  be  necessary  to  follow  this  by  electricity, 
cold  spinal  douching  or  counterirritants  over  the  region  of  the 
lumbar  cord.  Then  the  systemic  and  nerve  tonics  are  indicated, 
and  antispasmodics,  of  which  bromid  and  belladonna  excel. 

Following  out  these  general  lines  of  treatment,  improvement 
or  what  seems  to  be  in  many  cases  a  cure,  results ;  but  the  fact 
remains  that  the  habit  of  self-abuse  has  become  so  firmly 
grounded  that,  unless  every  case  is  followed  up  with  considerable 
earnestness,  they  drift  back  to  their  former  condition. 

1.  Kirk's  Handbook  of  Physiology. 

3.  Nervous  and  Mental  Diseases,  Church  and  Peterson. 
8.  American  Textbook  of  Physiology. 

4.  Nervous  Diseases  by  American  Authors. 

5.  Gower's  Diseases  of  Nervous  System. 

6.  American  Journal  of  Obstetrics  and  Diseases  of  Women  and  Children,  vol.  HI,  page  8^ 

7.  New  York  Medical  Journal,  July  11,  1896. 


XXXIV.  THE  MODERN  PHARMACOLOGY  OF  IRON 
By  REYNOLD  WEBB  WILCOX,  M.  D.,  LL.  D. 

NEW  YORK 

The  modern  pharmacology  of  iron  dates  from  the  time  when 
the  questions  of  source,  form,  absorption  and  disposal  were 
studied  under  the  auspices  of  scientific  methods  of  research. 
Since  this  metal  is  essential  to  the  life  of  many,  and  probably  of 
all,  forms  of  protoplasm,  the  question  is  important.  To  be  sure, 
in  the  vertebrates,  most  of  the  iron  is  contained  in  the  haemo- 
globin of  the  blood,  yet  it  is  by  no  means  confined  to  the  red 
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blood  cells,  for  in  1886  St.  Szcz.  Zaleski  discovered  iron-bearing 
bodies  in  the  tissues  of  the  body.  This  statement  was  confirmed 
by  Woltering  and  Spitzer,  who  showed  the  existence  of  these 
bodies  in  the  testicles  and  spleen.  Later  iron-bearing  bodies 
were  isolated  by  Schmiedeberg  from  the  liver,  and  by  Bunge 
from  the  yolk  of  an  egg.  To  Dartre  and  Floresco  belong  the 
credit  of  showing  that  the  iron  in  the  food  and  the  iron  in  the 
tissues  was  interchangeable.  Inasmuch,  as  under  ordinary  cir- 
cumstances, the  growing  vertebrate  obtains  sufficient  iron  from 
his  food  for  the  rapid  increase  in  the  bulk  of  his  blood  and  the 
proportionate  augmentation  of  his  haemoglobin,  this  result  was 
a  priori  the  expected  one.  In  great  measure  confirmatory  of 
this,  was  the  observation  of  Leichtenstern,  that  iron-bearing  food 
caused  an  increase  of  iron  in  both  the  blood  and  the  tissues  of 
the  human  being.  About  the  time  of  Zaleski 's  report,  Naunyn 
and  Minkowski  showed  that  iron  is  retained  in  the  liver  in  the 
form  of  iron-bearing  pigments  and  proteids.  The  practical 
contributions  to  iron-therapy  were  based  on  the  statement  of 
Hammarsten,  that  the  addition  of  iron  to  the  food  exercised  a 
great  influence  upon  the  number  of  red  blood  cells  and  their 
haemoglobin  content,  and  the  studies  of  Quincke  and  Hockhaus, 
who  showed  the  exact  course  of  iron  after  its  absorption  from 
the  duodenum.  Practically  all  authoritative  opinion  is  voiced 
by  Schmiedeberg,  who  states  that  iron,  as  it  exists  in  the  food, 
is  undoubtedly  the  blood-forming  combination. 

The  next  step  was  to  determine  in  what  form  iron  exists  in 
the  food.  Practical  investigations  demonstrate  that  inorganic 
iron,  when  it  comes  into  contact  with  the  hydrochloric  acid  of 
the  gastric  juice,  is  converted  into  iron  chloride,  which,  by 
coagulating  the  superficial  layer  of  the  gastric  mucous  mem- 
brane, produces  dyspeptic  symptoms.  Such  conditions,  experi- 
mentally produced,  show  on  microscopic  examination  a  conges- 
tion and  swelling  of  the  mucous  membrane,  with  its  surface  cov- 
ered by  a  coagulum  composed  of  necrosed  cells  and  inflammatory 
exudate.  Among  the  reasons  for  the  avoidance  of  inorganic  iron 
to  supply  the  iron  for  the  haemoglobin  of  the  red  blood  cells, 
it  is  not  necessary  to  include  Bunge 's  now  long-ago  exploded 
hypothesis.  Schmiedeberg  presents  the  consensus  of  workers 
in  experimental  therapeutics  when  he  states  that  inorganic  iron 
is  not  only  inadequately  absorbed  to  meet  the  demands  of  the 
body  for  iron  in  disease,  but  that  the  disturbances  of  digestion 
resulting  from  irritation  to  the  gastric  mucous  membrane  from 
prolonged  use  contraindicate  it. 

Evidently,  modern  iron-therapy  is  based  on  the  administration 
of  an  iron  compound  which  shall  be  chemically  identical  with 
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that  existing  in  the  food,  namely,  an  organic  iron.  Here  the 
term  "  organic  "  is  used  in  a  special  significance.  It  does  not 
refer  to  the  combination  to  which  the  iron  is  attached,  but  rather 
to  the  method  of  attachment.  For  instance,  iron  acetate  must 
be  considered  an  inorganic  iron  because  it  can  be  dissociated  and 
the  iron  precipitated  by  ammonium  sulphide.  In  the  modern 
use  of  the  term  as  applied  to  iron,  "  organic  "  should  be  con- 
sidered obsolete  and  "  masked  "  substituted. 

At  first  sight  haemoglobin,  when  administered  by  the  mouth, 
would  seem  to  be  a  proper  organic  iron  for  exhibition  in  anaemia 
and  allied  conditions.  As  a  matter  of  fact  Cloetta,  as  early  as 
1896,  showed  that  it  is  not  absorbed  as  such,  but  is  destroyed  so 
soon  as  it  enters  the  stomach.  With  this  the  theory  of  the  advan- 
tage of  blood  or  products  made  from  blood,  for  oral  administra- 
tion, falls.  The  crucial  test  for  the  actual  organic  or  masked 
iron  preparation  is  that  advanced  by  MacCallum.  Briefly,  a 
small  quantity  of  a  one-half  of  one  per  cent,  solution  of  haemo- 
toxylin  is  added  to  the  iron  compound  to  be  tested.  If  the  iron 
is  inorganic,  a  characteristic  blue-black  color  is  produced ;  if  the 
iron  is  organic  or  masked,  no  color  reaction  results.  That  many 
so-called  organic  iron  compounds  are  practically  only  combina- 
tions of  iron-salts  with  albuminoids  is  readily  demonstrated  by 
the  addition  to  them  of  a  few  drops  of  a  silver  nitrate  solution, 
which  will  cause  a  precipitation  of  these  albuminoids.  Gottlieb 
claims  for  organic  iron  that  it  is  not  astringent,  does  not  dis- 
turb digestion,  is  more  easily  assimilated,  and  is  in  the  complex 
form  required  by  the  blood  and  tissues.  In  determining  the 
form  of  masked  or  organic  iron  for  oral  administration,  one 
should  be  selected  which  (1)  should  be  of  definite  chemical  com- 
position, (2)  does  not  precipitate  with  a  silver  nitrate  solution, 

(3)  does  not  give  the  blue-black  color  with  MacCallum 's  test, 

(4)  is  not  decomposed  by  the  hydrochloric  acid  of  the  gastric 
juice,  and  (5)  it  must  show  definite  results  in  (a)  an  increase 
in  the  number  of  red  blood  corpuscles  and  (b)  in  the  amount  of 
contained  haemoglobin. 

These  requirements  are  evidently  the  most  rigorous  which  can 
be  devised,  and  in  meeting  them  modern  iron-therapy  will  be 
placed  upon  a  secure  foundation. 
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XXXV.  DILATED  URACHUS:    REPORT  OP  A  CASE 
By  C.  P.  TIMMERMAN,  M.  D. 

AMSTERDAM 

It  is  not  my  intention  to  consume  the  time  of  the  Society  by  a 
long  paper,  but  briefly  to  state  a  few  facts  and  present  a  speci- 
men, which  to  me  is  rather  a  curiosity  and  one  which  is  some- 
what rare. 

On  the  28th  of  August,  1901,  I  attended  in  confinement  a  Mrs.  B.,  instru- 
mental delivery,  following  three  or  four  days  of  a  tedious  labor.  She  was 
of  a  small,  frail  body,  weighing  about  eighty-five  pounds,  height,  probably 
four  feet,  six  or  seven  inches.  She  had  a  vaginismus  or,  more  particularly, 
a  small  contracted  vagina,  but  without  any  apparent  pelvic  contraction. 
I  delivered  a  dead  child,  had  considerable  laceration,  made  immediate  but 
unsuccessful  repairs  to  the  perineum,  following  which  she  had  a  long  siege 
of  septic  fever,  temperature  ranging  from  100%°  to  101%°  for  nearly  six 
weeks.  She  had  a  purulent  discharge  from  the  uterus  for  the  most  of  the 
time,  but  very  little  abdominal  tenderness.  There  was  a  condition  of  the 
abdomen  which  now  is  explained,  but  at  that  time  puzzled  me;  the  percus- 
sion sound,  the  feel  and  want  of  tenderness.  She  finally  recovered  and 
was  able  to  attend  to  her  household  duties. 

The  following  spring  she  went  to  our  City  Hospital  for  the  repair  of 
the  cervix  and  perineum.  While  there  preparing  for  the  operation,  she 
developed  considerable  pain  and  swelling  in  the  right  side,  followed  by  dis- 
charge of  pus,  and,  later,  by  two  or  three  hemorrhages,  which  were  nearly 
fatal,  but  were  controlled  by  the  usual  means,  aided  greatly  by  the  use  of 
a  remedy,  which,  in  this  case,  and  many  others,  I  cannot  speak  in  too  high 
terms  of;  I  refer  to  stypticin.  Her  condition  was  such  that  to  leave  her 
without  an  operation  seemed  criminal,  and  we  decided,  as  soon  as  her  con- 
dition warranted,  to  remove  the  offending  organs.  She  was  prepared  accord- 
ingly, and  the  operation  proceeded  with. 

I  made  a  median  incision  from  the  pubes  about  two  and  one-half  inches 
long,  and  approached  what  appeared  to  be  the  peritoneum,  which  we  raised 
and  opened,  but  cut  into  the  bladder.  I  made,  of  course,  inquiry  whether  she 
had  been  catheterized ;  the  nurse  and  matron  sated  that  she  had  used  the 
urinal  just  previous  to  coming  to  the  operating  room.  We  repaired  the  wound 
to  the  bladder,  and  proceeded  to  make  further  exploration.  We  found  what 
appeared  to  be  a  very  tough  peritoneum  and  again  cut  into  the  cavity  con- 
taining normal  urine,  which  cavity  I  termed  an  auxilliary  bladder,  as  none 
of  the  physicians  present  had  ever  seen  anything  of  the  kind  before.  This 
sac  held  at  least  one  and  a  half  to  two  pints  of  urine.  A  catheter  was 
passed  through  the  urethra  and  into  this  cavity,  the  urine  freely  passing 
from  one  to  the  other.  The  condition  of  the  patient  was  such  that  we  were 
compelled  to  discontinue  further  operating,  even  had  we  so  determined,  and 
we  closed  the  wound. 

She  made  a  good  recovery,  and  whatever  good  was  done,  certainly  was 
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none  the  worse  for  the  operation.  She  got  well,  and  later  became  pregnant 
again.  I  considered  it  wrong  to  allow  her  to  continue  in  this  condition,  and 
decided  to  remove  the  f  retus,  but  not  without  the  opinion  and  consent  of 
another  physician,  which  I  had,  but  his  opinion  was  in  favor  of  allowing 
nature  to  take  its  course.  To  my  sorrow,  and  yet,  as  I  expected,  she  was 
not  able  to  go  through  the  second  trial,  even  at  her  best. 

On  the  morning  of  October  11th,  about  six  o'clock,  without  a  moment's 
warning,  while  in  the  act  of  urinating,  she  was  taken  with  a  severe  hemor- 
rhage, and  I  was  called  and  found  a  placenta  previa.  I  sent  for  Dr.  &, 
and  we  delivered  again  with  instruments,  but  she  died  from  shock  and  loss 
of  blood,  both  before  and  after  delivery.  I  was  allowed  an  autopsy  and 
now  present  a  specimen  which  I  think  is  interesting. 

It  is  not  my  desire  to  attempt  to  tell  the  intelligent  body  of 
physicians  what  a  cyst  of  the  urachus  is,  but  will  be  excused,  I 
know,  when  I  tell  you,  whether  the  specialists  admit  it  or  not, 
that  to  the  general  practitioners,  and  even  those  doing  surgery 
in  the  smaller  cities,  it  is  a  very  rare  condition  and  one  con- 
cerning which  few  of  the  older  text-books  say  anything.  I 
refer  those  who  may  be  particularly  interested  to  a  paper  of 
Dr.  Richard  Douglas,  of  Nashville,  read  before  the  meeting  of 
the  American  Association  of  Obstetricians  and  Gynecologists, 
held  at  Niagara  Palls  in  1897,  and  published  in  their  Transac- 
tions of  that  year,  and  the  discussion  of  the  same  by  our  fellow 
member,  Dr.  Vander  Veer. 

The  urachus  extends  from  the  summit  of  the  bladder  to  the 
umbilicus  and  is  a  portion  of  the  allantoic  vesicle,  from  which 
were  derived  the  urethra  and  bladder.  This  portion  above  the 
bladder  atrophies  and  remains  a  fibrous  cord.  It  sometimes 
remains  patulous  and  then  causes  urinary  fistula  or  cyst  of  the 
urachus. 

Montgomery  says:  Permeability  of  the  urachus  and  discharge 
of  the  urine  from  the  umbilicus  is  the  result  of  a  congenital 
closure  of  the  urethra,  but  sometimes  occurs  independently.  It 
is  much  more  frequent  in  boys  than  girls. 

Another  author  says :  Vesico-umbilical  fistula,  is  occasionally 
encountered  and  caused  by  the  failure  of  the  urachus  to  close  at 
both  the  vesicle  and  umbilical  extremities.  It  is  also  stated  that 
often  when  these  cysts  are  closed  at  both  extremities  the  secre- 
tions from  its  mucus  surface  convert  it  into  a  retention  cyst. 
This  was  not  the  case  in  the  specimen  presented,  as  there  was  a 
communication  between  the  bladder  and  cyst,  and  a  free  pas- 
sage of  urine  from  cyst  to  bladder  was  easily  made. 

These  cysts  are  situated  just  underneath  the  abdominal  wall, 
and  above  the  symphysis,  and  feel  like  a  dilated  bladder,  and 
may  be  easily  mistaken  for  an  ovarian  cyst.    It  is  also  stated 
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that  it  may  be  mistaken  for  an  umbilical  hernia.  Warren  says 
they  sometimes  grow  to  an  enormous  size,  weighing  as  much  as 
one  hundred  pounds.  Reed  makes  the  statement  that  cysts  of 
minor  size  generally  elude  detection  until  they  are  encountered 
incidentally  in  the  course  of  an  abdominal  operation,  under- 
taken for  another  purpose. 

It  is  surprising,  after  one  has  had  the  fortune  to  run  into 
something  unexpected  and  possibly  before  unheard  of,  in  look- 
ing over  literature  and  listening  to  other  observers,  how  fre- 
quent and  common  these  all  are. 


XXXVII.  A  STUDY  OP  THE  CLIMATE  OP  LONG  ISLAND 
By  WILLIAM  H.  BOSS 

BRENTWOOD,  L.  I. 

The  proximity  of  Long  Island  to  the  greatest  center  of  popu- 
lation in  this  country,  and  the  increasing  use  of  its  territory  as 
a  resort  and  place  of  residence,  make  valuable  any  study  of  its 
climatic  features. 

Though  Long  Island  is  one  of  the  oldest  settled  portions  of 
the  United  States,  little  seems  to  be  known  of  its  healthfulness 
by  the  medical  profession  in  general.  Medical  men  who  have 
been  everywhere  and  who  know  everything  have  never  been  on 
Long  Island,  nor  know  anything  about  it.  It  is  often  thought 
to  abound  in  marshes,  malaria  and  mosquitoes.  Practically  the 
opposite  is  true.  It  is,  for  the  most  part,  a  dry,  sandy  plain, 
rising  gently  from  the  south  shore  to  the  north,  and  terminating 
in  a  bluff,  with  beautiful  bits  of  scenery  on  land,  and  magnificent 
views  at  sea.  To  the  north  the  distant  hills  of  Connecticut,  and 
to  the  west,  the  palisades  of  the  Hudson  can  be  seen,  and  to  the 
south,  the  waters  of  the  Atlantic  in  all  of  its  grandeur. 

Through  the  center  of  the  island  is  a  range  of  hills  from  100 
to  400  feet  in  height.  Between  the  bluff  and  the  central  hills  is 
an  elevated  plain  of  fertile  soil  supporting  a  growth  of  deciduous 
trees,  many  of  the  old  ones  of  large  size.  South  of  the  central 
hills,  sloping  to  the  *water  with  a  fall  of  about  twenty  feet  per 
mile,  is  an  almost  unbroken  sandy  plain  covered  by  a  pine  forest. 
Along  the  south  shore  lies  the  Great  South  Bay,  from  two  to  five 
miles  wide  and  100  miles  long,  and  separated  from  the  ocean  by 
a  sandy  bar  averaging  one-half  mile  wide — varying  in  width  by 
the  force  of  violent  storms. 

There  are  two  navigable  rivers  on  the  island,  and  a  number  of 
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small  inland  lakes  of  fresh  water ;  especially  in  the  eastern  half. 
Some  of  these  have  no  visible  inlet  or  outlet. 

The  central  part  of  the  island,  only  fifty  miles  from  New  York 
City,  is  yet  largely  an  unbroken  forest,  except  for  the  small  vil- 
lages, and  is  in  such  a  state  of  nature  that  hundreds  of  wild  deer 
inhabit  its  more  remote  portions. 

Long  Island,  as  you  know,  lies  about  twenty  miles  off  the  New 
England  coast,  separated  by  that  inland  sea,  Long  Island  Sound. 
It  is  approximately  fifteen  miles  wide,  and  one  hundred  and 
twenty  miles  long,  containing  nearly  1,000,000  acres;  and  yet 
with  only  1,682  square  miles  of  territory,  it  has  250  miles  of 
water  front,  counting  the  Sound,  its  bays  and  the  ocean.  It  is 
the  only  considerable  portion  of  the  Atlantic  coast  entirely  sur- 
rounded by  water,  and  receives  all  its  attendant  influence  dimin- 
ishing the  difference  between  the  temperature  of  winter  and  sum- 
mer, and  day  and  night. 

Formation.  Long  Island  is  of  glacial  formation.  The  greater 
part  consists  of  sand  and  gravel  and  occasionally  a  layer  of  clay, 
overlaid  with  drift,  growing  thinner  toward  the  south  shore. 
The  drift  proper  is  a  heterogeneous  mixture  of  sand,  gravel,  clay, 
and,  at  the  western  end,  boulders.  Under  this  is  a  deposit  of 
coarse  yellow  gravel  and  sand,  brought  to  its  present  place  by 
glacial  action,  but  existing  in  a  stratified  condition  before  the 
arrival  of  the  glacier.  This  yellow  gravel  and  sand  drift  in  a 
comparatively  unaltered  state  forms  the  soil  of  the  pine  barrens 
of  the  region  south  of  the  central  hills.  (Merrill.)  At  the  wes- 
tern end  of  the  island  the  glacial  drift  proper  attains  its  maxi- 
mum depth,  and  diminishes  toward  the  eastern  end,  its  average 
depth  for  fifty  miles  being  not  more  than  three  or  four  feet. 

The  strata  underlying  the  drift  contain,  at  the  western  end  of 
the  island,  many  rocks  tilted  at  an  angle  and  identical  with  the 
formation  of  Manhattan  Island.  A  large  amount  of  sand  and 
gravel,  increasing  in  amount  toward  the  eastern  end,  and  in 
places  strata  of  clay  are  found.  The  clay  overlies  white  lam- 
inated sands,  and  under  these  again  are  layers  of  clay  and  layers 
of  sand,  the  sand  largely  predominating.  Wells  bored  at  differ- 
ent parts  of  the  island  show  that  under  the  sandy  loam,  varying 
in  depth  from  an  inch  or  two  to  three  feet,  the  soil  is  made  up  of 
stratified  layers  of  sand  and  gravel  with  an  average  of  not  more 
than  three  feet  of  clay  per  hundred  feet.  My  own  specimens 
from  several  places  show  no  clay  to  a  depth  of  100  feet ;  in  other 
places  only  three  feet  of  clay  was  found  to  a  depth  of  200  feet. 
In  one  well  near  my  home  vitrified  clay  to  a  depth  of  six  feet 
was  found,  fifty  feet  under  the  surface,  but  except  thin  layers 
of  clay  at  varying  depths— due  probably  to  glacial  folding- 
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only  laminated  sand  and  gravel  is  found  to  a  depth  as  deep  as 
the  deepest  wells  have  been  made.  The  clay  strata  under  the 
surface  of  the  island  dip  toward  the  south,  falling  about  ten 
per  cent.,  as  shown  by  the  ground-water  level,  but  thrown  into 
numerous  folds,  pitched  at  varying  angles. 

The  stratified  sands  and  gravel  which  overlie  the  supposed 
Cretaceous  and  Tertiary  beds  contain  fossils  which  determine 
their  age  beyond  question.  Their  high  elevation  must  be  due  to^ 
their  having  been  raised  to  their  present  position  by  glacial 
action.  The  pressure  of  the  ice  sheet  threw  into  a  series  of  folds 
the  stratified  sand,  gravel  and  clay,  and  then  pushing  onward 
rode  over  them,  carrying  an  immense  mass  of  sand,  gravel  and 
debris  from  New  England  and  New  York. 

It  is  probable  that  Long  Island  Sound  was  a  body  of  water— 
an  arm  of  the  sea— previous  to  the  arrival  of  the  ice  sheet ;  for 
opposite  the  narrowest  parts  the  glacial  drift  on  the  island  is 
greatest,  and  least  opposite  the  widest  part,  where  the  ice  sheet 
lost  the  greater  part  of  its  glacial  drift. 

Of  course  many  changes  have  occurred  on  the  island  since 
the  retreat  of  the  glacier.  These  are  mainly  on  the  surface  and 
in  the  coast  line.  The  swift  westerly  currents  are  wearing  away 
the  eastern  end  and  depositing  it  along  the  shores.  The  bays 
are  becoming  slowly  shallower. 

It  can  be  shown  by  a  study  of  its  geology  that  the  island  is 
made  up  mainly  of  sand  and  gravel  and  thin  strata  of  clay, 
dipping  from  north  to  south.  Its  ground-water  currents  must, 
therefore,  flow  from  north  to  south,  and  the  drainage  in  the  same 
direction.  Wells  located  to  the  north  of  a  dwelling  will,  there- 
fore, be  less  liable  to  contamination  than  if  located  on  the  oppo- 
site side ;  and  cesspools  located  on  the  south  side  of  a  residence 
will  be  less  liable  to  contaminate  the  wells  than  if  their  position 
were  reversed. 

The  character  of  the  soil  modifies  the  climate  in  respect  to  fogs. 
They  are  more  frequent  over  wet  clay  soil  than  over  a  dry,  well- 
drained  soil,  such  as  the  sandy  soil  of  Long  Island. 

Old  Greenwich  village  in  New  York  was  traditionally  healthy, 
and  this  region  is  so  to-day.  Epidemics  that  attacked  the  old 
city  one  hundred  years  ago  found  no  lodgment  in  Greenwich. 
This  has  always  been  attributed  to  the  fact  that  the  underlying 
soil,  to  the  depth  of  fifty  feet  or  more,  is  pure  sand,  and  provides 
excellent  drainage.  The  same  condition  prevails  on  Long  Island, 
with  the  difference  that  instead  of  the  sand  being  fifty  feet  deep 
it  is  several  hundred  feet  deep. 

The*  water  of  the  island  is  very  pure.  Because  of  the  char- 
acter of  the  soi1  it  is  freer  from  organic  and  inorganic  material 
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than  wells  of  other  regions  not  having  a  sand  and  gravel  soil. 
There  are  a  great  many  never-failing  springs  coming  up  from 
the  sand  along  the  shores  and  in  the  Nissequogue  Valley,  with 
a  temperature  of  about  fifty  degrees  the  year  round ;  and  even 
in  the  highlands  and  in  the  sandy  forests  are  numerous  ponds, 
all  of  them  sending  forth  streams  of  clear,  cold,  sparkling  water. 

The  existence  of  the  fresh-water  lakes  referred  to  as  having 
no  inlet  or  outlet  depends  on  the  fact  that  a  basin  has  been 
formed  in  the  clay  stratum  by  glacial  folding.  These  neces- 
sarily fill  from  the  ground  water,  and  remain  pure  because  of 
the  water  filtering  through  the  sand. 

Temperature.  During  the  decade,  1890  to  1900,  a  consecu- 
tive period  of  3,650  days,  the  writer  made,  at  Brentwood,  situ- 
ated in  the  pine  belt— about  in  the  geographical  center  of  the 
island— daily  observations  of  temperature,  wind  direction,  pre- 
cipitation, relative  humidity,  character  of  day— as  to  sunshine 
and  other  meteorological  phenomena— and  the  following  deduc- 
tions in  this  paper  are  made  from  those  records : 

The  mean  summer  temperature  is  70°.  The  mean  winter  tem- 
perature is  30°.  The  mean  yearly  temperature  is  51.80°.  For 
comparison  I  may  add  that  the  mean  yearly  temperature  of  the 
entire  State  is  45° ;  Nantucket,  49.5° ;  New  York  City,  52°,  and 
Atlantic  City,  52.7°.  The  annual  range  of  temperature  of  Long 
Island  is  39°,  while  the  annual  range  for  the  whole  country  is 
from  64°  to  77°.  It  is  least  at  the  eastern  and  increases  toward 
the  western  end  of  the  island.  The  average  temperature  of  the 
island  for  the  month  of  July  is  3°  warmer  than  Nantucket,  and 
for  January  3°  cooler,  but  there  is  a  difference  in  relative  humid- 
ity of  seven  and  three-fourths  per  cent,  in  favor  of  Long  Island, 
and  the  difference  in  the  thermometric  readings  is  practically 
obliterated  because  of  the  drier  atmosphere.  The  temperature 
of  Suffolk  county,  the  eastern  portion  of  the  island,  averages  in 
summer  five  degrees  cooler  than  New  York  City.  The  tempera- 
ture of  this  portion  of  the  island  in  summer  is  almost  the  same 
as  that  of  northern  New  York  and  New  England,  while  its  tem- 
perature in  winter  is  about  that  of  Central  New  Jersey. 

The  winter  temperature  of  Suffolk  county  is  higher  by  fifteen 
degrees  than  the  rest  of  New  York  State.  The  difference  is 
undoubtedly  due  to  the  modifying  effect  of  the  ocean,  giving 
heat  during  the  winter,  and  coolness  during  the  summer.  When 
the  winds  are  from  the  south  or  southwest  the  eastern  and  south- 
ern portion  of  Long  Island  may  be  affected  by  the  influence  of 
the  Gulf  Stream,  which,  having  a  yearly  temperature  of  73°, 
can  communicate  to  the  coast  heat  sufficient  to  modify  the  climate. 

Dr.  E.   T.  Turner,  Meterologist  to  flie  New  York  Weather 
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Bureau,  says  that  the  nearest  approach  to  a  maritime  climate 
along  the  coast  is  eastern  Long  Island.  One  noticeable  feature 
of  this  is  the  retardation  of  the  seasons,  amounting  to  nearly 
three  weeks.  The  change  from  one  to  another  is  gradual,  a  valu- 
able feature  for  the  debilitated ;  for  the  more  gradual  the  change 
from  season  to  season  the  less  injurious  is  the  effect.  The  time 
of  the  first  killing  frost  is  fully  three  weeks  later  on  the  eastern 
end  than  on  the  western  end  of  the  island. 

Humidity.  One  of  the  most  striking  features  of  the  climate 
is  the  low  relative  humidity,  especially  in  the  pine  region.  It 
is  lowest  in  winter  and  spring— during  the'  cold  months— the 
reverse  of  that  which  occurs  inland.  This  peculiarity  is  due 
to  the  more  moderate  heat  and  cold  of  the  island,  and  to  the 
southwesterly  winds  in  summer. 

The  average  yearly  humidity  is  72.75  per  cent.,  while  Atlantic 
city  is  80.5  per  cent. ;  Block  Island,  84.5  per  cent. ;  Nantucket, 
80.5  per  cent.  San  Diego,  Cal.,  is  69.5  per  cent.,  only  three  per 
cent,  lower  than  that  of  Long  Island.  The  entire  State  of  New 
York  is  75.5  per  cent.  The  influence  of  a  low  relative  humidity 
for  those  seeking  relief  from  chronic  inflammatory  troubles 
should  be  given  considerable  prominence. 

Sunshine.  Probably  the  most  valuable  feature  of  any  climate 
is  the  amount  of  sunshine.  Its  general  tonic  effect  leads  to  an 
increased  vitality.  The  amount  of  sunshine  on  Long  Island  is 
greatest  in  the  pine  forest  region  at  the  eastern  end  and  southern 
shore.  The  average  number  of  clear  days  is  seventy-two  more 
than  New  York  City,  ninety  more  than  Nantucket,  and  120  more 
than  the  western  part  of  the  State. 

Including  all  days  in  which  the  sun  shines  all  day,  or  a  part 
of  the  day,  sufficient  to  permit  exercise  in  the  open  air,  the 
eastern  half  of  the  island  has  an  average  of  300  days,  forty  more 
than  Atlantic  City,  sixty  more  than  Narragansett  Pier,  104  more 
than  Nantucket,  only  twelve  less  than  Denver,  and  thirty  less 
than  Phoenix,  Arizona,  El  Paso,  Texas,  and  Los  Angeles,  Cal. 

Long  Island,  in  a  surprising  way,  ranks  high  among  other 
places  having  a  wide  reputation  in  this  feature  of  climate— 
which  has,  perhaps,  the  greatest  influence  ef  all  upon  the  invalid. 

Wind  Direction.  The  influence  of  the  wind  direction  upon  the 
climate  of  the  island  is  only  understood  when  we  realize  that 
Long  Island  is  really  far  out  at  sea,  in  position  approaching  a 
right  angle  to  the  mainland.  It  is  so  placed  that  it  has  140 
miles  of  longitude,  and  only  thirty-seven  miles  of  latitude. 
(Trask.)  The  wind  direction  in  summer  is  from  the  south  and 
southwest,  from  off  the  Atlantic  Ocean.  The  whole  length  of 
the  island  meets  it  at  nearly  a  right  angle,  and  as  the  heated  air 
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arises,  the  breeze,  cooled  by  a  large  expanse  of  pure  water,  blows 
in  to  take  its  place.  It  commonly  penetrates  inland  eight  or  ten 
miles  through  the  whole  evergreen  forest  region,  or  until  it 
meets  the  central  hills.  This  is  the  prevailing  condition  for  six 
months  of  the  year.  In  winter  the  prevailing  wind  is  from  the 
northwest,  and  produces  a  continental  type  of  climate,  but  often 
there  are  considerable  periods  when  the  wind  direction  is  from 
the  southwest,  and  Long  Island  again  enjoys  the  tempering  effect 
of  the  ocean. 

Pine  Forest.  The  pine  forest  of  the  island  occupies  the  por- 
tion between  the  central  range  of  hills  and  the  south  shore,  six 
to  eight  miles  in  width,  and  extends  for  sixty  miles  through  ihe 
whole  length  of  Suffolk  county.  The  trees  are  nearly  all  of  the 
yellow  pitch  pine  variety.  There  is  no  other  evergreen  forest  of 
equal  size  in  the  State  of  New  York,  short  of  the  Adirondacks. 
(Winfield.)  Evergreens  are  indigenous  in  all  this  region.  Any 
cultivated  spot  abandoned  a  few  years  springs  up  in  a  thick 
growth  of  pines.  The  whole  region  is  filled  with  a  balsamic  odor 
very  noticeable  to  one  not  accustomed  to  living  here.  The  soil, 
as  in  all  pine-wood  regions,  is  very  sandy,  insuring  dryness  and 
excellent  drainage.  The  belief  in  the  favorable  influence  of  the 
pines  in  pulmonary  and  other  affections,  and  in  convalescence 
from  all  acute  diseases,  is  general  among  physicians. 

The  late  Dr.  A.  L.  Loomis,  in  an  article  on  '  *  Evergreen  Forests 
as  a  Therapeutic  Agent  in  Pulmonary  Phthisis,' '  says  that  aseptic 
air  has  a  less  powerful  curative  effect  upon  suppurative  processes 
than  air  in  which  the  aseptic  condition  is  due  to  the  persistent 
presence  of  some  antiseptic  agent  of  sufficient  power  to  destroy 
existing  septic  germs.  Evergreen  forests  have  a  powerful  puri- 
fying effect  upon  the  surrounding  atmosphere,  rendering  it 
antiseptic  by  the  chemical  combinations  which  are  going  on  in 
them. 

The  clinical  evidence  of  the  beneficial  effect  of  pine  forests  on 
phthisical  subjects  is  unquestionable.  The  changes  attributable 
to  the  persistent  inhalation  of  air  impregnated  with  the  emana- 
tions of  such  forests  are  such  as  to  indicate  that  the  atmosphere 
is  not  only  aseptic,  but  antiseptic— made  antiseptic  by  some  ele- 
ment which  is  not  only  fatal  to  germ  life,  but  at  the  same  time 
is  stimulant  and  tonic  to  normal  physiological  processes  within 
the  lung.  This  element  Dr.  Loomis  believed  to  be  the  peroxide 
of  hydrogen  formed  by  the  atmospheric  oxydation  of  turpentine 
vapors. 

Adding  to  the  effect  of  the  pine  forest  the  aseptic  ocean  air 
which  for  more  than  six  months  of  the  year  is  carried  through 
the  entire  pine  region— making,  in  addition,  the  temperature  cool 
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and  more  equable— the  sandy  soil,  the  effect  of  the  low  relative 
humidity,  the  large  amount  of  sunshine,  Long  Island  presents 
climatic  features  in  its  pine-forest  region  not  surpassed  by  any 
place  along  the  Atlantic  coast. 

The  therapeutic  elements  desired  in  a  climate  are  pure  air,  with 
freedom  from  organic  and  inorganic  material,  and  without 
excessive  dampness;  an  abundance  of  sunshine;  a  sandy  soil 
and  an  equable  temperature.  All  these  Long  Island  possesses, 
and  in  addition,  the  antiseptic  elements  in  the  emanations  from 
its  pine  forest,  and  the  bromine  and  iodine  in  its  ocean  air. 
Man  is  essentially  modified  in  his  vitality  by  the  influence  of  cli- 
mate. Those  who  live  in  a  good  climate  possess  greater  longevity 
and  present  greater  resistance  to  disease.  Dr.  Winfield,  of  Brook- 
lyn, says  that  a  physician  of  national  reputation  once  observed 
that  the  two  healthiest  counties  in  the  United  States  were  Suffolk 
county,  L.  L,  and  Berkshire  county,  Mass.  The  mortality  sta- 
tistics of  Long  Island  prove  its  claim  to  climatic  superiority,  as 
evidenced  in  the  longevity  of  its  inhabitants.  In  my  own  town- 
ship, in  the  year  1893  there  were  141  deaths  from  all  causes- 
including  infancy.  Of  these  eleven  pet*  cent,  were  betwten 
eighty  and  100  years ;  the.  average  age  of  the  eleven  per  cent, 
was  eighty-six  years.  From  published  reports  in  Suffolk  county 
during  the  fiscal  year  ending  July  1, 1891,  there  were  770  deaths, 
the  average  age  being  sixty-two  years;  526  of  the  770  wore 
between  seventy  and  ninety  years,  and  seventeen  were  between 
ninety  and  100  years. 

From  published  records  in  the  years  1885-86-87  there  were 
3,935  deaths  in  all  of  Long  Island  of  those  over  twenty  years 
of  age;  1,394  of  them  were  between  seventy  and  ninety  years; 
642  between  eighty  and  100  years ;  111  between  ninety  and  100, 
and  four  over  100.  This  is  a  remarkable  showing.  I  am  not 
aware  that  it  is  equaled  by  any  other  place  in  the  country. 

The  climate  of  Long  Island  is  favorable  because  of  its  low 
altitude  in  increasing  functional  activity  of  circulatory  organs; 
in  convalescence  from  acute  diseases,  and  in  surgical  diseases  to 
accelerate  tissue  change ;  for  all  invalids  who  cannot  bear  great 
changes  of  temperature;  for  pulmonary  tuberculosis,  because 
of  its  pure  air,  equable  temperature  and  evergreen  forest;  for 
neurasthenia,  nerve  exhaustion  and  allied  nervous  troubles 
requiring  relaxation,  because  of  its  strikingly  sedative  qualities, 
and  particularly  valuable  in  insomnia  due  to  nervousness. 
People  who  come  to  central  and  eastern  Long  Island  are' always 
surprised  at  first  at  the  increased  amount  of  sleep  induced.  The 
atmosphere  is  always  described  by  one  experiencing  it  for  the 
first  time  as  invigorating  and  quieting.      Among  native  Long 
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Islanders  tuberculosis  is  one  of  the  rarest  diseases,  rheumatism  is 
scarcely  more  frequently  met,  malaria  does  not  exist  except  in 
some  sections  at  the  western  end. 

When  Long  Island  is  fully  understood,  and  medical  men 
become  familiar  with  its  natural  conditions,  its  sandy  soil,  favor- 
ing sanitation  and  modifying  heat  and  moisture ;  its  equable  and 
relatively  cool  climate,  tempered  by  the  aseptic  and  antiseptic 
ocean  air,  and  influenced  by  the  antiseptic  emanations  of  its  pine 
forest ;  its  low  relative  humidity ;  its  large  amount  of  sunshine ; 
its  pure  water  supply ;  that  it  is  the  only  considerable  portion  of 
the  Atlantic  coast  entirely  surrounded  by  water ;  that  it  is  a  pier 
with  all  these  natural  advantages  extending  one  hundred  miles 
into  the  Atlantic  Ocean  and  attached  to  the  greatest  city  in 
America ;  when  medical  men  become  familiar  with  all  this,  Long 
Island  will  reach  its  manifest  destiny,  and  become  one  great 
health  resort. 


XXXVII.     THE    HOSPITAL    CAR -ITS    EQUIPMENT, 
USES   AND   IMPORTANCE 

By  WILLIAM  W.  SANFOBD,  M.D. 

NEW  YORK 

While  it  is  marvelous  that  so  many  thousands  of  persons  are 
safely  carried  each  year  by  our  railroads,  yet  the  fact  remains 
that  no  railroad  is  exempt  from  accidents,  involving  injuries  to 
passengers  and  employees.  Though  each  year  has  marked  the 
introduction  of  many  precautionary  methods  against  such  acci- 
dents, yet  unfortunately  they  do  occasionally  occur.  There 
remain  opportunities  for  vast  improvement  in  the  means  for  the 
speedy  and  better  care  of  the  unfortunate  victims  who  are  con- 
stantly being  injured,  notwithstanding  the  many  safeguards 
devised  and  put  in  operation  by  the  most  competent  railroad 
authorities. 

The  suggestion  and  subsequent  equipment  of  a  hospital  car, 
by  President  F.  D.  Underwood,  of  the  Erie  Railroad,  and  the 
proposed  system  of  such  cars,  furnish  the  subject  of  this  paper 
which,  it  is  hoped,  may  prove  of  interest  to  the  members  of  this 
Society.  When  this  plan  was  proposed  by  Mr.  Underwood,  both 
haste  and  availability  were  necessary,  and  in  consequence  a  com- 
bination baggage  and  smoking  car  was  selected  from  the  regular 
passenger  service.  By  the  removal  of  the  double  row  of  seats, 
and  all  unnecessary  fixings,  sufficient  room  was  secured  for  the 
insertion  of  six  ordinary  hospital  beds,  supplied  with  mattresses, 
blankets  and  rubber  sheets.  These  beds  were  arranged  length- 
wise of  the  car.    In  the  compartment  formerly  used  for  baggage 
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was  placed  an  adjustable  operating  table  and*  a  case  of  surgical 
instruments.  A  small  portable  sterilizer,  splints,  stretchers,  a 
can  of  condensed  oxygen  and  drugs  were  added. 

The  heating,  lighting  and  ventilation  remained  unchanged. 
This  car  is  still  in  use  and  has  demonstrated  its  great  utility; 
yet  its  command  of  trackage  is  so  limited  that  the  company  pro- 
poses to  go  farther,  by  inaugurating  a  system  of  well-adapted 
and  thoroughly  equipped  cars.  The  plans  for  the  first  are  nearly 
completed,  and  this  will  serve  as  a  type  of  the  several  cars  to 
be  distributed  at  convenient  distances  over  this  entire  road. 
This  car  will  measure  sixty  feet  in  length,  will  be  of  the  usual 
height  and  width,  and  will  be  constructed  in  the  strongest  man- 
ner. The  interior  arrangement  will  be  as  plain  as  possible,  and 
all  corners  will  be  rounded.  It  will  be  finished  in  white  and  as 
nearly  dust-proof  as  possible.  The  floor  will  be  of  white  rubber, 
in  block  form,  of  proper  consistency,  capable  of  adapting  itself 
to  the  movements  of  the  car  while  in  motion,  and  of  easy  clean- 
ing. The  car  will  be  divided  into  two  compartments,  a  large  one 
and  a  smaller  one,  forty  feet  and  twenty  feet  respectively,  sepa- 
rated by  sliding  glass  doors  of  heavy  plate,  through  which  a  small 
wheel  stretcher  may  pass.  In  the  larger  compartment,  which 
corresponds  to  a  ward  of  a  hospital,  will  be  constructed  a  suffi- 
cient number  of  beds,  the  frames  of  which  will  be  of  white  enam- 
elled iron  arranged  crosswise,  and  placed  as  above  the  other, 
leaving  ample  room  for  passage  between  them.  Each  of  these 
beds  will  be  supplied  with  a  comfortable  mattress,  linen,  rubber 
sheets  and  blankets.  Suspended  from  a  rod,  completely  encir- 
cling each  pair  of  beds,  white  curtains  will  be  used  as  screens 
when  occasion  demands.  Several  windows  will  be  placed  on  the 
aisle  side  at  the  foot  of  the  beds. 

In  the  smaller  compartment,  which  corresponds  to  the  acci- 
dent, receiving  and  operating  room  of  a  hospital,  will  be  an 
operating  table,  a  sterilizer  for  instruments,  and,  especially  con- 
structed for  the  limited  space,  cases  for  surgical  instruments, 
for  medicinal  agents,  and  for  previously  sterilized  and  encased 
dressings.  In  the  forward  end  will  be  two  porcelain  wash  basins 
with  hot  and  cold  water,  managed  by  foot  arrangement.  Other 
necessities  will  be  added  in  detail. 

By  day,  light  will  be  admitted  from  above  by  means  of  heavy, 
frosted  glass,  while  windows  of  the  same  material  will  be  placed 
at  the  sides.  By  night,  light  will  be  secured  by  the  use  of  elec- 
tricity, a  group  of  lights  being  placed  in  the  center,  directed 
from  above,  aided  by  individual  lights  elsewhere.  Sliding  doors 
at  the  side  and  end  will  be  used  for  receiving  a  stretcher.  The 
entire  system  will  comprise  several  such  cars,  each,  when  idle, 
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will  be  cared  for  by  a  resident  attendant  and  inspected  by  a 
physician  at  stated  intervals. 

While  the  possibilities  of  such  hospital  cars  are  far-reaching, 
still  they  will  chiefly  perform  the  function  of  an  ambulance, 
namely,  for  the  better  temporary  treatment  of  the  injured  and 
more  comfortable  transportation  thereafter,  but  also  for  imme- 
diate operative  procedures  of  a  major  or  minor  character  in 
emergency  cases. 

It  is  proposed  that  such  cars  shall  be  stationed  at  accessible 
points,  and  stand  on  a  special  track,  so  that  each  may  be  quickly 
despatched,  in  charge  of  a  train  conductor,  collecting  en  route 
the  company's  surgeons  and  trained  nurses,  who  have  been  pre- 
viously notified  by  telegraph.  This  train  will  have  the  right 
of  way  over  all  others,  thus  facilitating  quicker  transportation. 
By  this  method  we  will  have  secured  three  things :  First,  saving 
of  valuable  time;  second,  a  competent  corps  of  physicians  and 
nurses;   third,  equipment  at  hand. 

Among  the  injuries  sustained  by  passengers  in  derailments 
and  collisions  of  trains,  which  demand  prompt  surgical  treat- 
ment, for  the  preservation  of  life  are :  serious  crushing  of  extrem- 
ities involving  the  hard  and  soft  parts,  fractures  of  the  skull, 
and  grave  trauma  resulting  in  rupture  and  lasceration  of  the 
contents  of  the  thoracic  and  abdominal  cavities.  Should  the 
checking  of  internal  hemorrhage  or  the  immediate  repair  of  such 
organs  be  necessary,  the  operation  may  be  performed  with  per- 
fect safety  and  with  satisfactory  results. 

The  large  percentage  of  deaths  from  injuries  received  in  rail- 
road accidents  is  doubtless  due  in  part  to  the  fact  that  the  more 
seriously  injured  ones  have  died  from  the  lack  of  immediate 
surgical  or  medical  attention,  due  to  the  absence  of  facilities  at 
hand  and  the  loss  of  time  in  transportation  to  places  adapted  to 
such  cases.  Some  may  advise  delayed  operation  for  such  con- 
ditions, while  good  authorities  will  insist  upon  prompt  action 
under  such  circumstances.  The  prevention  of  complicating 
conditions,  immediate  or  remote,  due  to  the  nature  of  the  injury, 
a  better  condition  of  the  patient  generally,  and  the  convenience 
for  such  relief,  are  things  to  be  considered  in  lowering  the  death 
rate  which  is  so  great  in  such  cases. 

When  the  condition  of  an  injured  person  demands  an  imme- 
diate operation,  all  needed  appliances  of  a  hospital  are  at  hand, 
and  the  results  may  be  the  saving  of  life,  and  certainly  the 
alleviation  of  much  suffering. 

The  removal  of  the  possibilities  of  sepsis,  which  in  a  debili- 
tated person  has  been,  and  may  still  be,  a  prominent  cause  of 
the  increase  of  mortality,  is  also  an  important  consideration. 
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It  may  be  safely  said  that  there  is  not  a  physician  or  surgeon 
present  who  does  not  believe  that  the  need  of  establishing  such  a 
system  of  hospital  cars  upon  our  railroads  is  imperative,  and  it 
would  seem  to  be  the  duty  of  railroad  corporations  to  make  such 
provision  for  the  prompt  relief  of  passengers  who  may  be  injured 
on  their  lines. 

As  we  recall  the  memory  of  some  of  the  distressing  railroad 
accidents  of  past  years,  the  more  impressed  by  the  horrors  of 
those  recent  occurrences  in  the  West  and  South,  it  is  a  sad 
thought  to  picture  the  mangled  and  dying  on  beds  of  snow,  or 
often  in  the  dingy  room  of  some  wayside  cabin,  or  even,  as  was 
recently  the  case,  in  a  barn,  being  cared  for  by  a  chance  physician 
who,  perhaps,  himself  only  escaped  total  disability,  assisted  by 
the  willing  laity  in  his  feeble  efforts  to  alleviate  the  sufferings 
of  the  many  injured,  while  miles  away,  after  much  delay,  a 
relief  train  is  being  prepared  as  quickly  as  possible,  but  slowly 
and  inadequately  supplied  with  a  few  surgeons,  and  possibly  a 
nurse,  to  be  sent  to  the  scene,  hampered  in  their  work  by  lack 
of  facilities. 

Allow  the  comparison  with  the  immediate  departure  of  a  hos- 
pital car  with  its  staff  of  a  goodly  number  of  surgeons  and  nurses, 
prepared  for  all  emergencies. 

It  is  well  known  that  many  of  the  greatest  achievements  that 
have  been  developed  within  your  own  recollections  were  at  first 
looked  upon  with  skepticism  and  opposed  by  men  of  influence, 
but  after  much  dispute,  they  proved  indispensable,  and  the 
wonder  is  often  expressed  that  such  inventions  were  not  long 
before  in  use. 

The  immediate  consideration  of  this  matter  cannot  be  too 
strongly  urged  by  the  medical  advisers  of  railways.,  as  a  pro- 
fessional duty  to  the  people,  who  have  these  many  years  experi- 
enced such  great  calamities  with  no  adequate  means  of  relief. 

While  the  future  will  doubtless  witness  the  adoption  of  many 
new  inventions  which  will  add  more  safeguards  to  railroad  trains, 
yet  mechanism  will  sometimes  break  down  at  an  inopportune 
moment,  devastating  storms  will  sometimes  destroy  a  bridge 
ahead  of  an  express,  a  miscreant  may  wreck  a  train,  or  an 
employee  will  sometimes  fail  to  obey  an  order;  in  consequence 
human  beings  in  large  numbers  will  sometimes  be  killed  and 
mangled.  A  railroad  that,  as  this  paper  attempts  to  describe, 
has  adopted  a  system  of  relief  cars,  expressly  built  and  fitted 
with  all  modern  appliances  for  mitigating  the  horrors  of  rail- 
road accidents,  should  be  heartily  commended,  and  it  would 
seem  the  part  of  wisdom  to  insist  that  all  trunk  lines  of  railroads 
should  adopt  similar  plans. 
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XXXVIII.    METASTATIC  OR  COINCIDENTAL  CANCER 
By  A.  L.  BENEDICT,  M.D. 

BUFFALO 

In  ordinary  cases  of  multiple  foci  of  cancerous  disease,  one 
can  be  designated  as  primary,  while  the  secondary  growths  fol- 
low pretty  definite  metastatic  routes,  or  extend  by  continuity, 
natural  or  pathologic,  of  tissues.  In  the  latter  group  of  cases, 
it  is,  of  course,  often  impossible  to  decide  from  the  specimen  of 
a  protracted  case,  the  exact  site  of  the  primary  focus.  Indeed, 
it  is  scarcely  logical  to  designate  a  tumor  of  the  liver,  for  example, 
as  secondary,  when  it  has  simply  extended  or  has  been  inoculated 
from  a  penetrating  cancer  of  the  pylorus.  It  is  difficult  to  draw 
lines  between  the  extension  of  a  growth  in  the  organ  in  which  it 
originates,  its  extension  to  neighboring  organs  along  normal 
bonds  of  union,  its  extension  along  pathologic  adhesions,  and  the 
implantation  of  cancer  by  occasional  contact,  as  is  commonly 
seen  on  the  liver  and  less  frequently  on  other  organs,  when  the 
original  growth  is  at  or  near  the  pylorus  and  penetrates  to  the 
serous  covering  of  the  stomach. 

I  recall  only  two  cases  of  cancer  in  which  there  was  any  ques- 
tion as  to  the  relation  of  two  tumors,  barring  the  qualifications 
already  made : 

Patient,  No.  49,  of  1896-7,  a  middle-aged  woman,  had  had  the  right  breast 
amputated  for  cancer,  about  a  year  previously.  She  had  some  slight  re- 
currence in  the  scar  but  died  of  cancer  at  the  cardia,  from  gradual  asthenia 
and  inanition  but  without  developing  absolute  closure  at  the  cardia. 

Patient,  No.  43,  of  1903-4,  had  both  breasts  removed  on  account  of  cancer 
(microscopic  demonstration),  about  ten  years  previously.  The  result  was 
perfect  and  certainly  reflects  credit  on  Dr.  J.  G.  Thompson,  with  whom  I  saw 
the  patient,  for  the  necessity  of  cleaning  out  the  axillary  lymphatics  was 
not  as  generally  held  at  that  time  as  at  the  present.  This  patient  presented 
a  hard  fusiform  tumor  of  the  pylorus  and  obstructive  dilatation  of  the  stom- 
ach. While  the  patient1  is  still  alive  and  refuses  operation,  so  that  a  patho- 
logic diagnosis  cannot  be  made,  a  tumor  of  the  size  and  consistence  of  this, 
developing  in  a  woman  of  50,  can  scarcely  be  anything  but  cancer. 

In  these  two  cases  the  question  very  naturally  arises  as  to 
whether  the  original  mammary  cancer  was  primary  to  the  subse- 
quent one  or  whether  the  two  were  entirely  coincidental.  I  do 
not  recall  ever  having  seen  any  other  cases  which  would  come 
under  this  category,  either  among  the  cancer  cases  seen  in  private 
practice  and  carefully  noted,  say  100  in  the  last  ten  years,  or 
in  cases  seen  personally  but  more  or  less  casually,  as  of  skin  can- 
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cer  referred  immediately  to  surgeons,  or  in  hospital  wards  and 
clinics.  Just  how  many  cases  have  been  seen  altogether,  it  is 
impossible  to  state  with  any  approach  to  accuracy.  Obviously, 
a  case  with  two  independent  or  apparently  independent  cancers, 
would  attract  attention.  My  friend,  Dr.  Roswell  Park,  very 
kindly  allows  me  to  quote  him  as  saying  that  he  can  recall  no 
case  of  visceral  cancer  following  skin  or  breast  cancer,  which 
would  come  under  this  category,  although  a  careful  search  of 
his  records  might  perhaps  reveal  such. 

E.  Davie  and  L.  Gallavardin2  discuss  a  different  phase  of 
essentially  the  same  subject,  coexisting  primary  cancer.  They 
divide  the  possible  occurrences  as  follows : 

1.  Cancers  arising  from  distinct  types  of  epithelium. 

2.  Cancers  arising  from  the  same  epithelium,  but  themselves, 
histologically  different. 

3.  Cancers  arising  from  the  same  epithelium,  histologically 
identical  or  nearly  so,  but  on  account  of  location  or  for  other 
reasons,  deemed  not  to  be  in  metastatic  relation. 

They  report  two  cases  of  the  last  group,  the  evidence  of  one 
of  which  is  not  very  convincing,  and  state  that  only  seven  are 
found  in  literature. 

The  problem  with  regard  to  such  cases  as  have  been  mentioned, 
is  not  the  narrow  one  of  perfecting  a  particular  case  history,  but 
broadens  out  to  cover  much  of  the  domain  of  cancer  pathogeny 
and  it  even  has  a  very  practical  bearing.  For  example,  we  may 
ask  whether  the  various  kinds  of  cancer  are  essentially  the  same 
disease,  or  whether  they  are  entirely  distinct,  according  to  the 
kind  of  epithelium  involved.  This  question  leads  to  the  next: 
Does  the  classification  follow  the  embryonic  membranes  or,  rather, 
can  such  a  classification  be  perfected,  for  it  certainly  does  not 
exist  in  satisfactory  form  at  present.  As  corollaries  to  this  ques- 
tion, there  arise  the  old  disputes  as  to  whether  renal  epithelium 
is  really  such  or  whether  it  is  endothelium,  i.  e.,  of  mesoblastic 
origin,  and  whether  the  serous  surfaces  of  the  body  cavities  are 
mesoblastic  or  not.  In  regard  to  the  two  cases  mentioned,  we 
can  imagine  a  mammary,  epiblastic  cancer  jumping  to  the  cardia, 
for  the  esophageal  epithelium  is  almost  certainly  epiblastic,  but, 
if  there  is  any  truth  in  the  hypothesis  that  cancers  of  different 
embryonic  membranes  are  entirely  distinct,  we  can  scarcely  apply 
a  similar  explanation  to  the  case  in  which  a  probable  cancer  of 
the  pylorus  follows  a  mammary  cancer.  In  this  case,  too,  the 
lapse  of  time  speaks  for  a  pure  coincidence,  while,  in  the  former 
case,  the  simultaneous  occurrence  of  a  recedive  in  the  scar  of 
operation  and  a  cancer  of  the  cardia,  is  rather  suggestive  of  a 
genuine  relation. 
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From  the  standpoint  of  the  germ  origin  of  malignant  tumors — 
the  word  germ  is  used  advisedly  because  of  the  widely  different 
forms  of  life  claimed  to  be  causes  and  the  vagueness  of  the  whole 
matter— several  interesting  problems  also  arise.  Are  the  various 
kinds  of  cancer  due  to  the  same  parasite,  assuming  that  they  are 
of  parasitic  origin,  or  to  closely  related  parasites?  Is  there  a 
corresponding  identity  of  or  relationship  between  the  parasites 
of  cancer  and  of  sarcoma?  It  may  be  significant  that  cancer 
usually  spreads  by  routes,  which  suggest  a  direct  colonization  of 
tumor  elements,  rather  than  dissemination  of  germs.  Moreover, 
the  extreme  rarity  of  double  or  multiple  primary  cancer  or  of 
cancer  following  sarcoma  also  has  a  bearing  on  this  question. 
Only  very  exceptionally  does  any  form  of  malignant  disease 
show  any  tendency  whatever  to  self-limitation.  In  general,  a 
disease  which  is  not  self-limited  does  not  confer  immunity  against 
a  second  attack  in  case  it  is  spontaneously  or  artificially  ended 
without  death  of  the  host.  Just  about  four  per  cent,  of  my 
patients  have  cancer  (of  the  digestive  organs,  mainly  stomach) 
not  to  mention  the,  to  me,  quite  extraneous  occurrence  of  rodent 
ulcer,  uterine  cancer,  etc.  The  United  States  Census  of  1900 
tabulates  twenty-eight  cancer  deaths  to  1,000  from  all  causes, 
besides  three  to  1,000  assigned  vaguely  to  tumors.  At  this 
general  rate,  of  approximately  three  per  cent,  we  should  expect 
the  same  number  of  patients  cured  by  operation  to  develop  a 
second  primary  cancer,  not  necessarily  in  the  same  part  of  the 
body.  But  the  mortality  from  cancer  is  by  no  means  evenly  dis- 
tributed throughout  life.  Between  thirty  and  thirty-four,  when 
it  first  assumes  notable  proportions,  less  than  two  per  cent,  of 
all  deaths  are  due  to  cancer.  The  ratio  changes  approximately 
as  follows  (United  States  Census,  1900) : 

35-39,  total  deaths  44,367,  cancer  deaths  1,417,  ratio  approximately  3% 
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It  is  noteworthy,  however,  that  in  the  last  few  quinquenniums 
"  old  age,"  which  does  not  appear  before  the  age  of  sixty,  is 
assigned  with  increasing  frequency  as  a  cause  of  death.  Doubt- 
less, many  deaths  from  cancer  are  included  under  this  convenient 
heading.    Granting  that  the  numerous  errors  in  death  certificates 
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balance  themselves,  so  far  as  cancer  is  concerned,  and  ignoring 
the  fact  that,  in  each  quinquennium  the  cancer  mortality  must 
be  a  trifle  less  than  the  cancer  incidence,  on  account  of  the  cure 
of  some  patients  by  operation,  it  would  appear  that  from  five  per 
cent  to  eight  per  cent,  of  all  patients  previously  cured  by  opera- 
tion of  either  sarcoma  or  cancer,  ought  to  die  of  an  independent 
cancer.  Allowance  must,  however,  be  made  for  the  fact  that 
sarcoma  is  usually  a  disease  of  early  life,  and  that  since  the 
development  of  surgery  to  the  present  state,  as  regards  radical 
operations  of  all  kinds,  not  sufficient  time  has  elapsed  for  the 
sarcoma  cases  to  have  reached  the  period  of  maximum  cancer 
incidence.  With  regard  to  cancer,  the  condition  is  very  different. 
Throughout  the  advanced  medical  world,  there  must,  by  this  time, 
have  accumulated  a  considerable  series  of  successful  radical 
operations  for  cancer.  Almost  every  surgeon  has  had  a  few 
such  experiences,  and  some  have  published  quite  lengthy  lists. 
In  some  series  the  proportions  of  cures,  meaning  freedom  from 
recurrence  after  three  or  six  or  more  years,  has  amounted  to 
almost  fifty  per  cent.  In  some  series,  the  reporter  has  modestly 
recorded  as  failures,  cases  in  which  recurrence  has  taken  place 
at  a  distant  site  and  after  a  considerable  interval.  Is  it  not 
worth  while  that  these  series  and  others  should  be  studied  from  a 
slightly  different  standpoint!  If  even  1,000  cases  of  radically 
treated  cancer  with  no  recurrence  for,  say,  three  years,  could  be 
collated,  we  should  expect  fifty  to  eighty  of  these  to  develop  in- 
dependent cancer,  the  original  region  being  involved  pro  rata 
with  other  regions,  allowing,  of  course,  for  the  actual  removal 
of  certain  anatomic  units,  such  as  the  breast,  uterus,  pylorus, 
rectum,  etc.  A  "  recurrence  "  later  than  five  years  and  not  in  a 
well-defined  area  of  recedive  or  metastasis,  may  well  be  regarded 
as  an  independent  incidence.  A  fortiori,  is  this  true  of  cancers 
of  different  epithelium  from  the  original  growth.  Less  than 
fifty  to  eighty  of  such  reappearances  would  not  only  argue  that 
the  operation  had  been  successful  in  the  strictest  sense,  but  would 
suggest  an  acquired  immunity.  Here  is  an  inviting  field  for  the 
surgical  and  pathologic  statistician.  It  is  useless  to  speculate 
further  in  advance  of  reliable  statistics. 

1.    This  patient  died  about  February,  1904.    The  tumor  had  not  increased  in  f  ize  nor  ulcer- 
ated into  the  stomach.    Necropsy  was  not  allowed. 
1    Lyon  Medical,  May  U  and  81, 1908. 
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XXXIX.    THE  TREATMENT  OF  CANCER  BY  ITS  OWN 

TOXINS 

By  P.  J.  McCOUBT,  M.tf. 

NEW  YORK 

In  a  paper  read  by  me  on  this  subject  before  the  Section  on 
Obstetrics  and  Gynaecology  of  the  New  York  Academy  of  Medi- 
cine, November  23,  1899,  I  minutely  described  the  method  of 
collecting,  preparing  and  administering  my  cancer  toxins. 
The  cancer  tissue  is  pressed  and  triturated  in  purest  vege- 
table glycerine,  and  the  juices  thus  obtained  are  separated  until 
micro-organisms  are  no  longer  found.  The  resultant  fluid  con- 
tains all  the  ptomaines  or  alkaloids  of  the  cancer  virus,  as  well 
as  those  of  other  materia  morbosce— syphilis,  scrofula,  tubercu- 
losis, erysipelas,  malaria,  etc.— associated  with  them  in  the  sub- 
ject from  whom  the  virus  was  collected.  These  ptomaines,  as  a 
collective  group,  cannot  be  rendered  soluble  and  preserved  intact 
by  any  other  known  means  of  preparation.  They  are  highly 
toxic;  but  when  reduced  to  medicinal  strength  and  exhibited 
to  a  cancer  patient  having  history  and  complications  nearly 
identical  with  those  of  the  person  who  furnished  the  toxin,  the 
latter  will  act  as  an  antidote  to  the  poison  generated  by  the  can- 
cer cell.  In  the  cancer  patient,  excluding  complications  and 
hemorrhage,  death  results  from  the  toxaemia  (cachexia)  gen- 
erated by  the  necrotic  cell ;  and  that  toxaemia  is,  to  a  greater  or 
less  extent,  antidoted  by  the  corresponding  toxin. 

The  accuracy  of  this  assertion  is  attested  by  a  very  large  num- 
ber of  cases ;  and  the  competency  of  my  methods,  slightly  varied, 
has  just  received  additional  confirmation  at  other  hands.  Dr. 
Allen  Macf  ayden,  Director  of  the  Jenner  Institute  of  Preventive 
Medicine,  London,  has  recently  followed  me  in  preparing  a 
typhoid  antitoxin.  By  crushing  the  typhoid  bacillus  in  liquid 
air  he  obtains  the  intercellular  juices,  not  only  free  from  organ- 
ized bodies  but  of  increased  toxicity.  Dr.  Macfayden  claims  that 
these  juices  act  as  an  antidote  to  the  poison  generated  by  the 
typhoid  bacillus ;  and  his  claim  is  indorsed  by  Lord  Lister.  But 
he  preserves  his  toxin  as  a  blood  serum,  thus  exchanging  the 
known  for  the  unknown  quantity  by  vitiating  it  with  the  mor- 
bidity of  the  horse  and  the  poison  of  antiseptics.  Is  there  any 
valid  reason  why  antitoxins  should  not  be  preserved  in  their 
original  purity?  Has  blind  adhesion  to  erroneous  precedent 
become  a  fixed  law  in  medicine  t 

The  aetiology  of  carcinoma  has  been  worn  to  the  bone,  and  I 
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allude  to  it  here  only  from  a  sense  of  duty :  because  it  is  appar- 
ent to  me  that  its  true  causation  has  not  yet  been  presented  to 
us.  I  am  fully  convinced  that  the  malignant  neoplasm  rests 
solely  upon  a  basis  of  syphilis  and  scrof ulosis  combined  in  the 
same  person,  plus  an  injury  or  irritation.  Tuberculosis,  erysipe- 
las, malarial  poison  and  some  form  of  nephritis  are  frequent 
attendants  or  complications,  and  they  may  even  be  accessories. 
The  syphilitic  element  may  be  acquired  or  transmitted,  even  to 
the  third  generation,  and  yet  be  equally  potent  as  a  causative 
factor;  while  the  scrofulous  constituent  may  be  supplied  by 
eating  largely  of  swine  flesh— the  most  foul  of  all  animals— or' 
putrescent  cheese ;  or,  in  a  lesser  degree,  by  living  in  dark,  damp 
apartments.  Strict  enquiry  into  the  history  of  all  cancerous 
patients  who  have  come  under  my  observation  has  generally 
elicited  the  fact  that  either  they  or  their  parents  had  eaten 
swine  flesh  to  excess.  The  most  malignant  case  of  general  can- 
cerous degeneration  known  to  me  presented  in  a  butcher,  aged 
fifty-four.  The  entire  surface  of  his  body  was  studded  with 
cancerous  nodules ;  scarcely  a  spot  on  his  body  could  be  touched 
without  finding  a  nodule.  Hutchinson's  teeth,  as  well  as  the 
characteristic  lesions  of  throat  and  nose,  were  in  evidence.  This 
patient  acknowledged  to  me  in  the  presence  of  his  physician, 
Dr.  J.  Edward  Herman,  of  Brooklyn,  who  referred  the  case  to 
me,  that  swine  flesh  was  his  constant  diet;  and  he  added:  "  I 
have  always  eaten  raw  pork."  Diligent  investigation  has  shown 
that  we  rarely  meet  a  case  of  carcinoma  among  the  Jewish  or 
other  non-pork  eating  people.  Dr.  Behla's  geographical  map  of 
cancer  confirms  this  evidence.  Of  the  Mohammedans,  who  never 
eat  swine  flesh,  I  can  say,  of  my  own  knowledge,  that  in  Turkey, 
Egypt  and  Algeria,  cancer  is  practically  unknown  among  them. 
Both  in  private  and  hospital  practice  we  have  repeatedly  wit- 
nessed the  transition  from  syphilis  to  carcinoma  in  strumous 
subjects,  but  never  once  in  others.  These  data  would  seem  to 
amply  justify  us  in  holding  that  carcinoma  is  derived  from  a 
union  of  syphilis  and  scrofulosis  in  the  same  person. 

This  compound  morbidity  may,  however,  be  ingrafted  on  the 
body  by  other  means  than  those  of  voluntary  personal  defilement. 
Apart  from  innocent  and  accidental  infection,  we  are  not  yet  so 
far  removed  from  the  days  of  human  lymph  vaccination  but 
that  its  evil  seed  may  still  be  active ;  and  such  evils  may  be  dupli- 
cated by  the  many  impure  vaccinations  of  to-day.  Up  to  this 
time  I  have,  knowingly,  treated  only  nineteen  cases  of  carcinoma 
among  the  Jewish  people.  Most  of  these  admitted  having  eaten 
freely  of  ham,  bacon  or  sausage ;  but  nearly  all  afforded  history 
of  arm-to-arm  vaccination. 
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In  the  preliminary  paper  referred  to,1  it  was  distinctly  stated 
that,  beyond  relief,  I  made  no  claims  for  these  toxins;  that  a 
statement  of  facts  only  was  presented,  and  that  all  else  was 
deferred  to  the  judgment  of  the  profession.  To  that  position  I 
still  adhere,  preferring  to  wander  from  the  standard  custom  by 
claiming  far  too  little  rather  than  the  merest  trifle  too  much. 
I  am  not  wedded  to  this  or  to  any  other  method,  and  am  ready 
to  abandon  it  the  moment  anything  better  is  presented;  but  it 
is  my  belief  that  a  better  method  has  yet  to  be  discovered.  Aside 
from  operative  procedures,  the  only  assumed  remedies  for  car- 
cinoma at  present  are  the  "  X-rays  "  and  the  radium  rays.  It 
is  laudable  that  these  and  all  available  agents  should  be  studied 
and  subjected  to  crucial— not  commercial— tests;  but  it  is  nox- 
ious that  we  should  be  deluded  by  the  extravagant  claims  of 
undignified  enthusiasts  of  "  cures  "  which  are  wholly  chimerical. 
I  would  not  depreciate  the  rational  work  of  others ;  we  are— or 
should  be— seekers  for  the  truth  in  our  own  way.  But  the  only 
therapeutic  result  thus  far  produced  by  the  Roentgen  and  radium 
rays  has  been  the  occasional  temporary  suppression  of  epithe- 
lioma, soon  to  be  followed  by  local  recurrence,  metastasis  or 
general  diffusion  throughout  the  system.  And  in  view  of  the 
apparent  causation  of  carcinoma,  no  other  results  could  have 
been  anticipated.  The  unknown  has  a  fascination  for  many, 
sometimes  even  for  logicians ;  and  of  these  rays  we  as  yet  know 
practically  nothing— except  their  dangers.  They  are  now  being 
attentively  studied  by  a  number  of  competent  and  trustworthy 
men— men  who  love  facts  and  science  better  than  hyperbole  and 
money— who  will  in  due  time  define  the  sphere  of  usefulness  of 
the  rays— if  they  have  any. 

During  the  past  six  years  the  cancer  toxins  have  been  sup^ 
plied  free  to  many  hospitals,  as  well  as  to  all  physicians,  from 
Canada  to  California  and  beyond  the  Equator,  who  have  so 
requested  them.  Not  a  single  professional  applicant  has  been 
denied  on  account  of  pecuniary  or  other  consideration;  but  the 
laity  have,  for  obvious  reasons,  been  constantly  refused,  except 
through  their  medical  advisors.  This  wide  distribution  of  the 
toxins  has  afforded  much  valuable  experience  from  which  to 
estimate  their  value.  Such  estimate  must,  of  course,  be  modified 
by  the  difficulty— often  the  impossibility— of  obtaining  correct 
family  and  personal  history,  or  even  existing  complications, 
without  a  knowledge  of  which  all  efforts  to  select  the  corre- 
sponding toxin  from  among  a  large  number  may  be  futile.  A 
further  difficulty  is  encountered  in  obstacles  which  preclude  the 
attainment  of  accurate  dosage— a  condition  of  the  highest  impor- 
tance.    The  unrestricted  patient  is  almost  certain  to  take  too 
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much  or  too  little  of  the  remedy ;  and  either  extreme  may  defeat 
our  object.  However  explicit  our  instructions,  they  will  be 
ignored  or  preverted.  In  a  state  of  almost  constant  physical  and 
mental  irritability,  the  average  cancer  patient  is  a  creature  of 
morbid  impulse— morose,  vacillating  and  intractable:  we  can 
trust  nothing  to  their  memory,  judgment  or  obedience.  With- 
out rigid  supervision  and  more  than  ordinary  time  and  attention 
on  the  part  of  the  medical  attendant,  we  can  expect  but  little 
more  than  partial  relief  from  the  toxins,  or  from  anything  else. 

A  carefully  regulated  and  clean  diet,  very  little  animal  food, 
and  absolute  abstinence  are  essentials  to  the  success  of  this 
method.  All  stimulants,  and  especially  malt  liquors,  are  poison 
to  the  cancer  patient  and  serve  to  hasten  the  climax.  In  the 
progress  of  this  disease  complications  are  numerous  and  grave; 
and  unless  these  complications  are  promptly  and  intelligently 
treated  they  may  terminate  life  before  the  toxaemia  can  do  so. 

The  dosage  of  these  toxins  must  conform  to  the  stages  of  the 
disease,  as  well  as  to  the  constitution  and  tolerance  of  the  patient. 
A  suitable  dose  of  the  indicated  toxin  is  usually  administered 
morning  and  evening,  when  the  stomach  is  empty,  until  relief 
or  reaction  is  obtained.  In  either  event,  dosage  must  be  sus- 
pended until  renewed  symptoms  call  for  its  repetition.  Critical 
reaction  may  assume  one  or  all  of  four  different  forms,  each 
tending  to  the  same  end,  i.  e.,  the  elimination  of  morbid  matter : 
(1)  diuresis;  (2)  local  exudative  erythema;  (3)  diarrhoea, 
and  (4)  diaphoresis.  After  the  fourth  to  the  tenth  dose,  mic- 
turition usually  becomes  frequent,  while  the  urine  is  very 
copious,  dense  and  of  a  highly  offensive  odor.  The  erythema, 
which  may  pass  to  an  eruption,  accompanied  by  pain,  swelling, 
free  discharge  and  even  rigors,  is  limited  to  diseased  regions  and 
never  extends  beyond  them.  Diarrhoea  and  sweating  are  less  fre- 
quent ;  but  in  the  presence  of  constipation  or  a  dry  skin  each  dose 
may  act  as  a  laxative  or  a  diaphoretic.  Whatever  the  form  of 
critical  reaction,  all  excreta  are  fetid ;  there  is  rarely  elevation  of 
temperature ;  and  marked  relief  of  all  symptoms,  with  a  feeling 
of  general  well-being,  soon  follows.  If,  however,  a  wrong  toxin  has 
been  administered,  or  when  the  system  is  already  saturated  with 
or  overwhelmed  by  the  cancer  poison,  the  toxin  may  evoke  no 
response,  and  neither  critical  reaction  nor  relief  then  ensues. 
Of  course,  a  toxin  that  does  not  correspond  with  the  condition 
of  the  patient  must,  if  continued  for  a  sufficient  length  of  time, 
produce  toxic  symptoms. 

Case  I.  Mrs.  B.,  age  forty-one.  History  of  grandparents  unknown. 
Her  father  was  said  to  have  been  "pretty  wild,"  and  died  of  pulmonary 
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tuberculosis  at  the  age  of  forty-eight.  Mother  died  about  the  age  of  fifty, 
of  mammary  carcinoma  and  supposed  Bright 's  disease.  Patient  is  mother 
of  four  children:  two  died  of  pulmonary  tuberculosis  and  one  of  paren- 
chymatous nephritis. 

December  6,  1899.  For  many  years  patient  has  had  a  hard  lump  in  left 
breast.  Two  years  ago  a  harsh  medical  examination,  with  severe  pinching 
and  pressing,  caused,  she  claims,  a  rapid  growth  of  the  'Mump."  The 
gland  is  now  twice  its  normal  size,  extremely  hard  and  discharges  a  puru- 
lent, fetid,  bloody  fluid.  Sharp,  lancinating,  burning  pains  recur  at  inter- 
vals. Microscopical  examination  of  scrapings  from  the  wall  of  the  cavity 
show  the  growth  to  be  a  mucoid  carcinoma,  in  my  experience,  the  most 
malignant  type  of  eancer.  The  urine  is  scanty;  faintly  acid;  specific 
gravity,  1010;  one  and  one-fourth  per  cent,  of  albumin;  hyaline  casts. 
She  is  anaemic;  weighs  102  pounds;  former  weight  about  140  pounds. 
Temperature,  100.5°  F.;  bowel  constipated;  skin  dry.  Mentally  she  is 
gloomy,  irritable,  obstinate,  and  thoughts  of  suicide  are  almost  constant. 

A  corresponding  toxin  was  given,  in  weak  solution,  with  orders  to  take 
one  dose  daily,  at  bedtime;  but,  instead,  she  took  three  doses  daily.  The 
sixth  dose  made  her  "deathly  ill,"  as  she  herself  expressed  it:  the  illness 
resembling  that  of  tobacco  narcosis.  This  was  preceded  by  diuresis  and 
followed  by  diarrhoea.  On  the  fourth  day  an  extensive  vesiculo-pustular 
eruption  appeared  on  the  left  chest,  extending  to  the  cervical  lymphatics. 
Discharge  from  the  breast  became  very  copious,  and  for  two  weeks  the  whole 
pectoral  region  was  covered  by  successive  crops  of  large  pustules,  after 
which  time  all  urgent  symptoms  subsided.  Very  gradually  the  gland  soft- 
ened; urine  became  normal;  general  health  and  body  weight  improved; 
and  after  four  months  of  treatment  the  patient  repeatedly  declared  that  she 
had  never  felt  so  well.  Dosage  was  renewed  only  when  pain  recurred  or 
discharge  from  the  breast  ceased.  No  application  was  at  any  time  made 
to  the  breast  beyond  cleansing  its  sinus  with  warm  water. 

June  £8,  190$.  Only  a  faint,  white  cicatrix  is  visible  on  the  site  of  the 
former  ulcer.  The  breast,  urine  and  general  condition  appear  to  be  normal. 
Notwithstanding  a  ceaseless  round  of  social  duties,  late  hours  and  irregular 
habits,  in  which  she  persisted  throughout  her  illness,  her  present  weight  is 
152  pounds. 

Case  II.  F.  F.,  man,  age  sixty  years;  in  care  of  Dr.  Daniel  Lewis.  His 
mother  died  at  the  age  of  fifty  years,  of  pulmonary  tuberculosis;  had  two 
brothers;   both  died,  one  of  recurrent  erysipelas. 

December  19,  1901.  Patient  contracted  malarial  fever  of  a  severe  type, 
twenty-five  years  ago,  at  New  Orleans;  has  frequently  bitten  his  cheek  in 
mastication ,  and  has  all  his  life  eaten  pork,  to  excess.  Carcinoma  of  right 
cheek,  involving  the  inferior  maxilla,  roof  of  mouth  and  antrum.  Trismus 
is  complete  and  permanent,  not  even  a  thin  knife-blade  can  be  forced 
between  the  teeth;  severe  stabbing  and  burning  pain  under  malar  bone, 
extending  to  head,  neck  and  chest;  swelling  of  cheek  nearly  closes  the  eye; 
strong  foetor;  sleepless,  weak,  emaciated  and  cachectric;  urine  scanty, 
neutral,  specific  gravity  1007,  albuminous. 

December  £1.  After  the  third  dose  of  toxin,  a  flood  of  thick,  fetid,  dark 
brown  urine  poured  from  him,  filling  an  ordinary  pail  in  less  than  three 
hours.    On  22d,  pain  almost  ceased  and  did  not  return  to  the  end;   on  25th, 


Digitized  by 


Google 


P.    J.    MCCOURT  353 

three  large  boils  discharged  on  external  surface  of  cheek;  the  jaw  became 
free,  swelling  diminished;  a  copious  purulent  secretion,  of  cadaverous  odor, 
gushed  from  his  mouth  and  continued  in  a  lesser  degree  for  ten  days,  when 
f  cetor  became  less,  and  sleep,  appetite  and  strength  rapidly  returned.  Then 
he  became  neglectful,  taking  the  remedy  only  when  he  saw  fit,  and  nearly 
always  at  the  wrong  time.  Three  teeth  and  several  pieces  of  the  superior 
maxilla  were  detached,  and  the  disease  advanced.  He  last  called  on  May  9, 
1903,  and  soon  after  I  learned  that  he  was  failing.  Previous  to  the  exhi- 
bition of  the  toxin,  this  man's  tenure  of  life  was  not  good  for  thirty  days; 
yet  he  enjoyed  subsequently  a  fair  degree  of  comfort  for  at  least  eighteen 
months. 

Case  III.  Mrs.  C,  age  forty-six.  Paternal  grandfather  died  of  sup- 
posed cancer  of  liver;  grandmother  on  same  side  died  after  operation  for 
unnamed  tumor.  Mother's  father  died  of  pulmonary  tuberculosis.  Father 
died  at  the  age  of  forty-eight,  of  pneumonia,  with  unknown  renal  and 
hepatic  complications;  his  brother  died  of  cancer  and  Bright 's  disease. 
Mother  living,  aged  seventy-three;  has  had  frequent  attacks  of  erysipelas 
and  constant  general  eczema.  Patient's  sister  and  other  members  of  family 
also  suffered  from  recurrent  erysipelas  and  eczema.  In  the  two  later  gen- 
erations the  teeth,  throat  and  nose  give  proof  of  specific  heredity;  while 
all  are  known  to  have  been  extreme  lovers  of  swine  flesh.  The  patient  has 
had  nine  abortions  and  four  living  children;  lacerated  cervix;  peritonitis 
twice;  left  crural  phlebitis;  vesical  catarrh;  pneumonia  three  times; 
malarial  poison  during  the  last  twenty-two  years,  and  frequent  uterine 
hemorrhages. 

February  19,  1901.  Present  condition:  uterine  carcinoma,  of  charac- 
teristic cellular  formation,  excavation  and  odor;  discharge  profuse,  thick, 
bloody  and  fetid;  vesical  and  rectal  tenesmus;  constipation,  with  spas- 
modic constriction  of  anus;  three  bleeding  irritable  urethral  carunculs. 
Sharp,  stabbing,  burning  or  stinging  pains  pervade  the  pelvis  and  radiate 
thence  to  all  parts  of  the  body.  The  mental  phenomena  are  unusual  and 
distressing.  She  is  gloomy,  never  cheerful,  but  cannot  weep;  craves  stimu- 
lants; intensely  jealous;  easily  excited  to  violent  anger,  which  often  gives 
place  to  ungovernable  rage.  During  much  of  her  life  she  has  frequently 
exerted  herself  to  incite  domestic  conflicts,  and  then  become  furious  when 
none  could  be  found  to  join  in  the  strife.  Of  course,  this  mental  state  is 
only  the  language  of  disease— the  cruel  burden  of  a  vicious  heredity— not 
the  natural  reflex  of  a  good  and  just  woman. 

Not  often  can  we  find  a  history  so  complete;  but  that  completeness 
points  unerringly  to  the  corresponding  toxin:  and  of  this  she  absorbed, 
before  reaction,  a  greater  quantity  than  did  any  cancer  patient  I  have  ever 
attended.  Then,  suddenly,  a  deep  cachectic  appearance  overspread  the 
entire  surface  of  the  body,  which  changed  in  fourteen  days  to  a  greenish- 
yellow  color;  and  this  was  followed  by  a  clear,  smooth  skin.  At  once  the 
mental  irritability  gave  place  to  serenity;  she  now  perspires  for  the  first 
time  in  years;  the  bowel  acts  freely;  all  pains  have  ceased;  the  discharge 
is  rapidly  diminishing,  and  the  ulcer  is  slowly  healing. 

September  2,  190S.  The  ulcer  has  completely  closed,  leaving  no  vestige, 
neither  cicatrix  nor  coloration.  Her  body  weight  is  greater,  and  her  general 
health  apparently  better  than  at  any  previous  period  of  her  life. 
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This  lady  had  been  made  fully  aware  of  her  condition  by  other  physicians 
before  coming  into  my  care.  She  familiarized  herself  with  every  detail  of 
the  procedures  employed  for  her  relief,  and  assisted  me  in  preparing  this 
report;  and  she  now  asks  me  in  writing  to  give  her  name  and  address  to 
any  physician  requesting  the  same  for  investigation.  Her  case  is  one  of 
sixty-two,  and  the  most  unpromising  of  them  all,  which  have  afforded 
almost  identical  results. 

Effects  have  been  equally  encouraging  in  twenty-four  cases  of 
mammary  carcinoma  and  eight  cases  of  lupus.  In  recurrent  car- 
cinoma, after  operation,  the  toxins  have  failed,  except  in  two 
instances,  to  afford  complete  relief.  But  their  guarded  exhibi- 
tion after  operation  has  been  of  undoubted  benefit  in  promoting 
rapid  union,  improving  the  general  health  and  preventing  recur- 
rence. Comparatively  few  cases  of  sarcoma  have  been  met  with ; 
and  of  these  nearly  all  were  recurrent  and  advanced.  Partial 
relief  was  prompt  in  every  instance;  but  not  in  one  was  the 
relief  complete. 

Excluding  those  cases  of  which  adequate  history  could  not  be 
secured,  as  well  as  others  whose  professional  supervision  was 
palpably  defective,  the  conservative  results  obtained  by  this 
method  may  be  summarized  thus :  In  five  per  cent.— the  advanced 
and  extremely  malignant— -the  toxins  were  found  to  be  entirely 
valueless.  In  ninety  per  cent.,  relief  from  pain,  fcetor,  hemor- 
rhage, insomnia,  vesical  and  rectal  tenesmus,  etc.,  has  been 
marked  and  life  materially  prolonged.  And  in  fourteen  per 
cent.,  indurated  glands  have  become  normal,  ulcers  have  healed, 
body  weight  has  increased,  a  complete  cessation  of  all  objective 
and  subjective  symptoms  has  ensued,  and  the  patients  are,  appar- 
ently, restored  to  their  former  condition  of  health.  Whether  this 
relief  is  permanent  can  be  answered  only  by  time.  Even  hope 
must  be  in  abeyance  until  years  of  attentive  and  anxious  obser- 
vation have  passed.  Meantime,  I  have  not  told  the  whole  truth 
on  behalf  of  the  cancer  toxins. 


XL.   ARTERIOSCLEROSIS- ANGIOSCLEROSIS 
By  THOMAS  E.  SATTERTHWAITE,  M.  D. 

NEW  YORK 

The  meaning  of  the  word  arteriosclerosis,  originally  applied  to 
proliferative  and  degenerative  changes  in  the  aorta  and  larger 
vessels,  has  been  gradually  expanded  by  our  increasing  knowl- 
edge, so  that  now  while  it  is  strictly  limited,  etymologically  speak- 
ing, to  changes  in  the  arteries,  it  is  intended  to  be  descriptive  of 
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systemic  processes  that  embrace  not  only  arteries,  capillaries  end 
veins,  but  lymphatics  also.  Plainly,  then,  Thoma  was  correct  in 
contending  that  arteriosclerosis  is  no  longer  adequate  to  express 
this  condition  of  the  vessels,  which  is  more  properly  an  angio- 
sclerosis,  if  we  look  at  the  subject  from  the  broad  point  of  view 
taken  by  pathologists.  At  the  same  time,  there  is  no  reason  to 
abandon  the  word  arteriosclerosis,  because  both  from  a  patho- 
logical and  clinical  point  of  view  the  changes  in  the  arteries  are 
the  most  conspicuous  incidents  of  the  affection.  To  be  sure  it 
may  not  have  been  demonstrated  that  angiosclerosis  can  affect 
every  organ  and  tissue  of  the  body,  but  it  is  certainly  true  of  the 
capillaries  and  small  arteries  of  the  pia,  retina,  kidneys,  heart, 
lungs,  spleen,  stomach,  brain  and  spinal  cord,  so  that  is  it  probable 
that  no  organ,  tissue  or  vessel  escapes.  In  the  capillaries  and 
smaller  vessels,  where  the  disease  appears  to  originate,  the 
changes  consist  of  infiltration,  fatty,  calcareous  and  hyalin 
changes,  with  pigmentation,  followed  by  dilatation,  then  contrac- 
tion, perhaps  embolism,  thrombosis  or  even  rupture.  These 
changes  are  less  conspicuous  in  the  veins,  though  they  too  undergo 
hypertrophy,  atrophy  and  degenerative  alteration;  certainly  in 
such  systemic  diseases  as  gout,  syphilis  and  tuberculosis ;  and  all 
vessels  are  in  a  measure  similarly,  though  not  equally,  affected.  In 
syphilis  and  gout,  however,  the  arteries  suffer  most  from  the 
poison.  So  far  as  the  larger  arteries  are  concerned,  the  following 
anatomical  facts  should  be  borne  in  mind.  A  layer  of  flattened 
endothelium  cells  lines  the  vessels.  External  to  them  is  the  tunica 
intima  or  true  internal  coat  composed  of  networks  of  elastic  tissue 
arranged  longitudinally.  These  two  coats  go  to  make  up  the 
internal  coat  of  the  older  writers.  More  externally,  the  middle 
coat  is  made  up  of  muscular  fibres  arranged  transversely,  together 
with  elastic  fibres.  Still  more  external  is  the  outer  coat,  made  up 
of  connective  tissue. 

In  arteriosclerosis,  using  the  term  in  its  restricted  sense,  as 
applied  to  arteries  only,  and  as  seen  by  the  naked  eye,  there  are 
three  stages  into  which  it  can  be  conveniently  divided.  Exposing 
the  interior  of  the  vessel,  the  inner  surface  is  marked  here  and 
there,  in  a  somewhat  irregular  way,  by  greyish-white  or  pellucid 
patches,  which  appear  to  be  actually  adherent  to  the  lining  mem- 
brane. As  a  matter  of  fact,  they  lie  between  the  tunica  intima 
and  media.  This  is  the  first  stage.  The  material  of  which  the 
deposit  is  made  up,  is  a  firm  but  elastic  substance,  the  result  of 
inflammation,  and  developed  from  the  deeper  cells  of  the  tunica 
intima.  The  condition  is  therefore  an  endarteritis,  and  Virchow's 
contention  that  it  is  developed  from  the  tunica  intima  is  correct. 
But  this  newly  formed  tissue  is  not  destined  to  produce  healthy 
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tissue  in  every  instance.  Like  all  the  results  of  inflammatory 
action,  it  is  deficient  in  vitality,  and  is  soon  apt  to  fall  a  prey  to 
fatty  change ;  so  that  the  original  whitish  or  pellucid  substance 
may  become  yellow,  and  its  consistence  pasty.  In  other  words, 
we  have  atheroma— the  second  stage.  Now,  this  atheromatous 
process  once  started  may  continue  to  extend.  At  first  the  endo- 
thelial coat  resists,  while  the  internal  coat  offers  less  resistance; 
but  in  the  end  the  former  gives  way,  leaving  the  inner  surface 
of  the  vessel  rough  and  worm-eaten  in  appearance— the  athero- 
matous ulcer. 

On  the  other  hand,  while  the  patch  may  disintegrate,  it  may  not 
discharge  its  contents  into  the  vessels,  but  may  simply  dry  up 
and  calcify.  This  is  the  third  stage.  The  appearances  are  now 
distinctive.  If  in  the  aorta,  plates  or  spicula  of  bony  hardness, 
possibly  an  inch  or  more  in  length,  may  project  into  the  lumen 
of  the  vessel.  In  the  larger  arteries  these  plates  may  take  the 
form  of  bands  encircling  the  vessels.  Arteriosclerosis  in  the  sec- 
ond and  third  stages  is  quite  common  in  the  aorta.  Indeed,  after 
middle  life  there  is  usually  more  or  less  of  atheroma  or  calcareous 
substance  in  it.  In  fact,  at  this  period  each  of  these  three  stages 
can  often  be  seen  in  the  aorta  of  a  single  person,  the  pearly 
deposits  of  the  first  stages  and  the  bright  yellow  of  the  fatty 
and  calcareous  deposits  of  the  second  and  third  stages  outlined 
against  the  reddened  tissue  of  the  normal  portion  of  the  vessel. 
In  syphilitics  this  process  may  be  seen  in  young  persons,  who  have 
not  undergone  appropriate  treatment.  Sclerosis,  however,  is  not 
evenly  distributed  in  the  arteries,  so  that  the  discovery  of  stiff 
radials  does  not  imply  a  similar  condition  in  every  vessel  of  the 
body.  There  appears  to  be  some  determining  cause  that  relegates 
the  disease  to  a  special  part.  In  point  of  frequency,  however,  so 
far  as  our  present  information  goes,  we  may  safely  say  that  the 
distribution  is  about  as  in  the  order  named,  first,  in  the  aorta, 
then  in  the  cerebral  vessels,  the  coronaries,  renal  vessels,  and 
finally  in  the  arteries  of  the  extremities. 

There  are  various  dangers  to  which  the  arteriosclerotic  indi- 
vidual is  exposed.  Owing  to  the  retardation  of  the  blood  current 
by  obstruction,  and  the  loss  of  elasticity  in  the  vessels,  there  will 
be  failure  in  the  nutrition  of  the  organ.  In  the  brain  this  may 
cause  cerebral  softening,  independently  of  embolism  or  throm- 
bosis; or  in  an  atheromatous  ulcer  of  a  vessel,  the  blood  may 
penetrate  between  the  coats  and  cause  a  dissecting  aneurysm ;  or 
the  external  coat  yielding  may  cause  a  saccular  aneurysm.  Some- 
times the  vessel  bursts.  This  occurs  sometimes  in  cerebral  vessels 
that  have  very  thin  walls.  But  occasionally  a  diseased  coronary 
bursts ;  or  an  artery  may  be  more  or  less  completely  blocked  by 
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fibrin  lodged  on  a  calcareous  spicule  or  a  roughened  surface.  This 
may  cause  senile  gangrene,  and  it  is  observed  in  the  extremities. 
Embolism  in  distant  parts  is  also  another  incident.  Owing  also  to 
the  rigidity  of  the  arteries,  the  left  ventricle  is  forced  to  hyper- 
trophy in  order  to  do  more  work.  Dropsical  effusions  are  also 
common,  not  so  much  from  the  dilated  arteries,  as  from  dilated 
veins,  capillaries  and  lymphatics. 

In  the  capillaries  the  disease  appears  to  begin  with  some  altera- 
tion in  the  contents  of  the  endothelial  cells,  about  the  nuclei ;  the 
whole  body  of  the  cell  being  infiltrated  subsequently  so  as  to  be 
turbid  in  appearance.  In  the  arteries  the  several  coats  are  suc- 
cessively invaded,  until  the  walls  of  the  vessels  become  infiltrated 
with  a  material  that  is  at  first  fibroid,  later  fatty,  and  finally 
calcareous,  if  the  process  proceeds  so  far.  As  for  the  veins,  it  is 
probable  that  the  disease  commences  in  the  same  way— from  the 
endothelium  of  the  inner  coats.  Those  who  maintain  this  theory 
believe  that  the  special  irritation  causing  the  inflammation  is  due 
to  poisonous  bacteria,  or  their  toxins,  coursing  in  the  blood;  or 
as  in  lead  poisoning,  to  the  absorption  of  metallic  substances.  But 
others  believe  that  the  poisons  are  absorbed  by  the  vasa-vasorum 
of  the  vessels,  and  penetrate  from  without  inwards.  This  latter 
explanation  would  only  hold  good  for  arteries  and  veins  and 
not  for  the  capillaries,  for  they  have  no  vasa-vasorum.  On  the 
whole,  if  we  are  to  accept  a  single  theory,  the  former  harmonizes 
best  with  known  facts. 

Arteriosclerosis  is  also  a  senile  change,  due,  perhaps  to  paraly- 
sis or  atony  of  the  muscular  coats  of  the  vessels.  There  are  two 
forms  of  arteriosclerosis,  the  nodular  and  the  diffuse.  The 
nodular  chiefly  affects  the  larger  vessels  of  the  body  tod  extrem- 
ities and  those  at  the  base  of  the  brain.  In  these  nodular  forms 
the  process  seems  to  be  as  follows,  microscopically  speaking. 
The  deeper  layers  of  the  intima  are  thickened  by  the  irritation 
of  bacteria,  or  by  the  morbid  constitutents  of  the  flowing  blood. 
These  poisons  cause  proliferation  of  the  cells,  which  eventually 
develop  into  fibroid  tissue.  Later  the  muscles '  cells  become 
swollen  and  undergo  hyalin  change.  Eventually  the  adventitia 
or  external  coat  is  so  involved  that,  as  already  said,  there  gets  to 
be  general  infiltration  of  the  entire  vessel.  In  the  diffuse  form 
the  change  is  more  uniformly  distributed.  Both  intima  and 
media  undergo  the  same  hyalin  change,  while  the  elastic  coat 
disappears.  When  the  smaller  arteries  are  involved,  their  lumens 
are  apt  to  become  contracted;  though  infiltration  of  a  vessel 
may  take  place  without  appreciable  narrowing  of  the  lumen. 
However,  in  a  certain  number  of  cases  the  contraction  may  be 
so  great  as  to  lead  to  obstruction,  partial  or  complete,  and  so  to 
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thrombosis  and  embolism.  Occasionally  an  artery  may  be  entirely 
obliterated  by  this  process  of  infiltration  and  contraction— 
obliterating   arteritis. 

A  probable  chain  of  events,  so  far  as  the  heart  and  arteries 
are  concerned,  appears  to  be,  first  an  increased  tension  of  the 
arteries,  due  to  obstruction  in  the  capillaries,  followed  by  a  loss 
of  elasticity  in  the  arteries  and  slowing  of  the  blood  stream,  so 
that  the  vessels  no  longer  aid  in  propelling  the  blood.  Influ- 
enced by  these  conditions,  the  left  ventricle  becomes  hypertro- 
phied,  and  later  dilated.  But  increased  tension  leads  to  infil- 
tration, and  this  in  turn  to  degenerative  changes,  by  which,  in 
the  final  stage,  the  artery  may  be  converted  into  a  rigid  tube. 
To  a  certain  extent  the  infiltration  of  the  walls  of  the  vessels 
is  a  compensatory  process,  for  by  it  the  dilated  vessels  are 
strengthened ;  but  unfortunately  this  new  tissue  is  apt  to  suffer 
from  innutrition,  and  degenerates  in  consequence,  so  that  an 
aneurysm  will  form,  or  even  rupture  may  take  place.  In  syphilis 
we  see  examples  of  the  one,  and  in  senile  change,  of  the  other. 
On  the  other  hand,  the  new  tissue  may  become  tolerably  well 
organized,  and  contracting,  aid  in  restoring  a  dilated  vessel  more 
or  less  to  its  former  size.  Unfortunately,  the  beneficial  results 
of  the  cicatricial  contractions  are  apt  to  be  few,  and  the  degen- 
erative changes  many,  so  that  the  calibre  of  the  vessel  is  unevenly 
distended. 

In  some  cases  the  heart  is  not  found  hypertrophied ;  however, 
it  has  probably  been  at  sometime  hypertrophied,  but  has  con* 
tracted.  This  would  explain  why  the  senile  heart  in  arterio- 
sclerosis is  sometimes  small.  But  the  disease  extends  beyond  the 
vessels,  tot  in  every  organ  affected  the  parenchyma  is  sure  to 
suffer,  because  its  nutrition  is  affected.  In  the  brain  it  may  be 
softening,  as  we  have  seen ;  in  the  kidneys,  contraction ;  in  the 
heart,  atrophy  or  degeneration  of  the  muscle  fibres,  with  inter- 
stitial fibroid  deposits  originating  in  the  sheaths  of  the  vessels 
and  penetrating  between  the  muscle  bundles.  When  the  pul- 
monary or  bronchial  arteries  are  affected,  the  lung  parenchyma 
also  suffers.  But  there  are  some  other  matters  relating  to  arterial 
disease  that  should  be  alluded  to  here.  They  are  acute  aortitis 
and  acute  arteritis,  because  they  have  a  bearing  on  the  chronic 
disease.  There  is  no  doubt  that  acute  aortitis  exists,  and  its  occur- 
rence has  been  associated  with  a  sense  of  oppression  or  substernal 
pain,  dyspnea,  some  irregularity  of  the  pulse,  and  fever;  but 
we  have  not  yet  reached  the  point,  I  think,  where  it  can  be  dif- 
ferentiated from  acute  endocarditis  with  any  degree  of  certainty. 

Acute  arteritis,  however,  offers  less  difficulties.  It  may  occur 
in  acute  or  chronic  infective  diseases,  such  as  typhoid  and  influ- 
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enza,  acute  rheumatism  and  diphtheria.  It  appears  to  elect  the 
arteries  of  the  lower  limbs.  In  fact,  the  theory  that  inflamma- 
tion of  the  smaller  arteries  plays  an  important  role  in  the  causa- 
tion of  the  exanthems  of  eruptive  fevers,  due  possibly  to  the 
toxins  of  the  causative  bacteria,  is  plausible.  In  diseases  where 
the  strain  falls  on  the  left  heart,  the  left  ventricle  is  more  prone 
to  this  connective  tissue  infiltration  and  muscular  degeneration. 
But  where  the  burden  falls  on  the  right  heart,  the  right  ventricle 
is  most  often  affected,  as  in  tubercular  and  syphilitic  phthisis. 
The  occurrence  of  hemorrhage  in  arteriosclerosis  is  thus 
explained. 

The  greatest  pressure  on  the  arterial  wall  is  just  in  front  of 
the  thickened  part.  Here  it  begins  to  yield  little  by  little, 
becoming  thinned  and  stretched  and  finally  somewhat  sacculated. 
When  the  sac  gives  way,  hemorrhage  takes  place.  In  arterio- 
sclerosis there  is  an  increased  tension  in  the  vessels.  The  radial 
pulse  is  hard  and  firm ;  in  advanced  eases,  rigid.  The  heart  is 
Usually  hypertrophied,  though  in  senile  cases  it  may  be  of  normal 
size  or  even  atrophied,  owing  to  causes  that  have  been  described. 
The  heart  usually  beats  with  vehemence.  Stiffness  and  tortu- 
osity of  the  radials  is  another  important  sign.  In  determining 
the  character  of  the  peripheral  arteries,  the  pulse  especially, 
three  fingers  are  useful.  If  by  moderate  pressure  with  the  finger 
nearest  the  heart,  you  can  still  feel  the  pulse  beat  with  the  other 
fingers,  there  is  a  moderate  amount  of  arteriosclerosis.  If  by 
moderate  pressure  you  do  not  affect  the  pulse  beat  on  the  distal 
side,  there  is  great  arteriosclerosis.  Other  symptoms  are  vague 
tingling  or  numbness,  especially  in  the  left  arm  and  fingers, 
when  these  parts  are  at  rest,  and  coldness  of  the  limbs  and  feet. 
The  muscles  are  soft  and  there  is  a  tendency  to  corpulency. 
The  pulse  also  is  apt  to  be  slower  than  normal.  Precordial  pain 
is  apt  to  be  developed  by  exercise  or  unusual  exertion.  After 
middle  life  a  ringing  second  sound  over  the  aorta  is  thought  to 
be  very  indicative  of  arteriosclerosis;  if  coupled  with  high 
arterial  tension  it  may  be  regarded  as  pretty  good  evidence  of 
coronary  sclerosis.  Angina  pectoris  has  been  held  to  indicate 
implication  of  the  coronaries,  but  the  connection  is  not  universal. 
In  fact,  angina  is  rather  rare  in  coronary  sclerosis;  and  yet 
coronary  sclerosis  is  very  common  in  angina. 

Among  other  prominent  signs  that  have  been  thought  worthy 
of  note  are  the  sallow  pale  face,  but  it  may  be  red  from  the 
abnormal  development  of  the  arterioles,  the  fades  arterioscle- 
rotica.  Sometimes  peculiar  wreaths  or  festoons  formed  of  dilated 
venous  radicles  are  seen  as  a  girdle  about  the  lower  part  of  the 
chest.    I  have  several  of  such  cases  under  my  observation  now, 
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but  they  are  not  pathognomonic  of  arteriosclerosis ;  at  least  they 
are  to  be  seen  sometimes  in  the  phthisis  of  young  people. 

If  the  heart  gives  way,  the  pulse  will  become  weak,  intermit- 
tent or  deficient ;  attacks  of  gastralgia  may  occur  with  or  with- 
out angina,  with  palpitation  and  cardiac  asthma.  Sometimes 
there  will  be  vertigo,  or  the  Adams-Stokes  syndrome. 

There  are  various  types  of  the  disease.  In  the  first  place  there 
is  the  cardiovascular,  such  as  is  seen  in  the  gangrene  of  the 
extremities,  in  diabetics  and  senility. 

The  following  case  is  illustrative : 

Case  I.— Gangrene  of  feet;  arteriosclerosis,  aortic  and  mitral  endocar- 
ditis. Some  years  ago  I  made  a  post-mortem  examination  in  the  practice 
of  one  of  our  late  surgeons.  An  abstract  of  the  case  is  as  follows:  A  gen- 
tleman, forty-nine  years  of  age,  was  seen  in  consultation  on  August  15,  1877. 
Some  twenty  years  previously  there  had  been  a  rheumatic  attack  and  sub- 
sequently others,  attended  with  cardiac  symptoms.  In  the  previous  spring 
the  patient,  while  in  bed,  became  suddenly  unconscious  and  remained  so 
for  three  hours.  In  the  latter  part  of  June  he  began  to  suffer  pain  in  the 
lower  extremities,  chiefly  in  the  calves,  but  mostly  in  the  left  leg.  A  week 
before,  he  first  noticed  a  violet  discoloration  in  the  fourth  toe  of  the  left 
foot.  When  examined  by  the  attending  physician,  no  pulsation  was  found 
in  the  femorals  below  Scarpa's  space.  Four  days  after  the  beginning  of 
the  gangrene  in  the  left  foot,  a  similar  process  in  a  similar  place  appeared 
in  the  right  foot.  No  cardiac  murmurs  were  detected.  If  present,  it  was 
thought  they  had  been  masked  by  the  feeble  action  of  the  heart.  The 
question  of  amputation  was  entertained,  but  was  not  advised.  The  patient 
lingered  several  months,  to  die  with  symptoms  of  pneumonia.  At  the  post- 
mortem examination  the  heart  was  found  large.  Both  ventricles  were 
dilated,  the  left  considerably  hypertrophied.  Aortic  orifice  contracted  and 
calcified,  also  the  mitral  (button  hole  opening).  In  the  upper  lobe  of  the 
left  lung  there  were  hemorrhagic  infarctions  of  various  sizes,  with  sur- 
rounding pneumonia.  Kidneys  also  contained  infarctions;  surfaces  granu- 
lar; spleen  small,  contracted  and  contained  calcific  deposits  and  cicatrices. 
Abdominal  aorta  marked  by  atheromatous  patches  throughout  its  whole 
extent.  The  right  common  iliac  thickened  by  calcific  deposits  and  at  points 
ulcerated.  Occlusion  of  the  left  femoral  just  below  the  point  where  the 
profunda  was  given  off.  From  this  point  downward  the  vessel  was  filled 
with  a  firm  plug.  In  the  right  femoral  the  plugging  occurred  in  the  lower 
part  of  the  vessel,  above  the  popliteal. 

In  another  case  (case  2)  occurring  in  the  hospital  practice  of 
the  late  Dr.  Alfred  C.  Post,  where  gangrene  had  involved  nearly 
all  of  the  left  hand,  the  patient  was  a  man  fifty-eight  years  of 
age,  who  entered  the  hospital  suffering  from  great  dibility, 
emaciation,  nausea  and  vomiting.  At  the  post-mortem  examina- 
tion all  the  arteries  of  the  extremity  were  found  to  be  thickened 
and  atheromatous,  the  radial  being  occluded  by  a  thrombus.    In 
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these  instances  of  arteriosclerosis  in  peripheral  arteries,  there 
are  apt,  of  course,  to  be  associated  as  in  case  1  symptoms  of 
vascular  disease  in  other  parts.  But  there  may  be  also  the  purely 
gastrointestinal  type,  due  to  interference  with  the  circulation, 
leading  to  congestion  of  internal  viscera,  as  indicated  by  signs 
of  acute  chronic  dyspepsia,  marked  gastralgia,  flatulency,  per- 
haps nausea  and  vomiting.  On  the  other  hand,  these  same  symp- 
toms may  be  due  to  interstitial  thickening  of  the  chylopoetic 
viscera.  However,  the  glycosuria,  so  common  in  aged  arterio- 
sclerotics, may  be  explained  by  the  sclerotic  condition  of  the  pan- 
creatic arteries.  On  the  other  hand,  there  may  be  localized 
ischemia  of  the  stomach,  causing  functional  inadequacy. 

The  theory  that  many  ulcers  may  be  due  to  circulatory  dis- 
turbances is  based  on  sound  theoretical  principles,  in  so  far  as 
such  disturbances  are  competent  to  produce  embolism,  throm- 
bosis or  even  hemorrhage,  anywhere  in  the  body ;  but  as  a  mat- 
ter of  fact,  it  does  not  appear  that  the  stomach  or  intestines 
suffer  much  from  this  condition  of  the  circulation,  probably  on 
account  of  their  excellent  collateral  circulation.  However, 
Berthold,1  of  Berlin,  has  reported  that  of  two  hundred  and 
ninety-four  cases  of  gastric  ulcer,  in  one  hundred  and  seventy 
,(or  fifty-eight  per  cent),  there  were  disorders  of  circulation, 
chiefly  endocarditis  and  atheroma,  and  Steiner2  found  an  even 
larger  percentage  (seventy-one  out  of  110,  or  about  sixty-four 
per  cent). 

The  following  is  an  illustrative  instance  of  this  type : 

Case  III.— Gastric  ulcer;  arteriosclerosis.  Mrs.  D.,  age  sixty-seven, 
English,  an  alcoholic  subject;  was  first  seen  by  her  physician  September  1, 
1883.  She  then  complained  of  pain  in  the  right  side,  loss  of  strength, 
sleeplessness  and  gastric  distress,  associated  with  acid  eructation  and  vomit- 
ing. Constipation  and  colicky  pains,  with  movements  that  were  at  times 
dark,  and  even  black  and  offensive.  The  patient  had  been  dropsical  for 
years  and  had  suffered  from  asthma.    Weight,  about  200  pounds. 

On  examination  there  was  found  a  diffuse  heart  beat,  no  murmurs,  but 
sounds  muffled.  Heart's  action  irregular.  Pulse  eighty  to  one  hundred. 
Small  rigid  radials.  Indications  of  pneumonia  and  cirrhosis.  General 
edema.  Urine  scanty  and  high  colored;  albuminous.  Patient  peevish,  with 
signs  of  hebetude,  but  no  special  brain  symptoms.  She  died  in  coma.  At 
the  post-mortem  examination  the  heart  was  found  enlarged;  aorta  dilated, 
but  valves  were  free.  In  the  lower  lobes  of  both  lungs  small  areas  of  pneu- 
monia. Kidneys  granular.  Liver  cirrhotic.  The  stomach  contained  a  small 
ulcer,  but  it  was  thought  to  be  so  small  that  it  could  have  given  no  signs. 
Its  cause  may,  however,  have  been  the  rupture  of  a  minute  artery  in  the 
organ. 
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The  following  case  of  arteriosclerosis  is  interesting  because 
the  cause  of  death,  while  ascribed  to  some  affection  of  the 
stomach  or  duodenum,  is  still  obscure : 

Case  IV.— Hemorrhage,  probably  from  duodenal  ulcers  due  to  syphilitic 
arteriosclerosis.  A  laborer,  between  forty  and  fifty,  had  been  complaining 
of  a  pain  in  the  cardiac  end  of  the  stomach  for  several  weeks  before  admis- 
sion to  the  hospital.  While  at  his  work,  where  he  was  not  exposed  to  a 
special  strain,  he  began  bringing  up  blood  from  the  month  and  later  passed 
it  per  anum.  He  died  a  few  hours  after  admission,  with  all  the  signs  of 
internal  hemorrhage.  At  the  post-mortem  examination  there  were  found 
clearly  marked  copper-colored  spots  on  the  left  leg.  Left  heart  atrophied. 
All  valves  free  and  sufficient.  In  the  aorta,  atheromatous  patches  and  cal- 
careous plates.  Aortic  arch  dilated  throughout.  At  the  junction  of  the  first 
and  second  portions  of  the  arch  on  the  convex  side,  a  small  succulated  aneu- 
rysm. In  the  remaining  portions  of  tha  artery,  endarteritis.  Colon  and 
lower  portions  of  small  intestines  filled  with  blood.  In  the  stomach,  which 
contained  blood,  the  rugae  were  prominent  and  deeply  stained  with  blood. 
No  ulceration  of  the  stomach,  but  in  the  duodenum  just  below  the  pylorus, 
were  several  suspicious-looking  spots  in  the  mucous  membrane,  with  appar- 
ent loss  of  substance,  possibly  from  the  rupture  of  miliary  aneurysms. 
The  liver  was  larger  than  normal,  but  not  cirrhotic  The  evidences,  there- 
fore, pointed  to  death  caused  by  minute  ulcers  of  the  duodenum,  due  to 
syphilitic  arteriosclerosis. 

In  chronic  renal  disease  with  induration,  there  is  an  early  dis- 
turbance of  renal  functions,  though  the  urine  at  first  shows  noth- 
ing pathological.  There  are  then  no  positive  subjective  symp- 
toms. But  when  there  is  a  low  specific  gravity  and  an  occasional 
trace  of  albumen  with  casts,  renal  sclerosis  is  at  hand.  In  fact, 
a  diagnosis  based  on  these  points  is  pretty  certain;  especially 
if  there  are  hyalin  casts  with  the  granular,  and  the  amount  of 
urine  is  abnormally  large.  But  even  here  there  is  apt  to  be  a 
general  hypertrophy  of  the  cardiovascular  system  more  or  less 
pronounced,  from  the  one  extremity  to  the  other.  The  following 
is  an  illustrative  case: 

Case  V.— Lead  poisoning;  general  arteriosclerosis.  X,  a  male,  painter, 
aged  seventy-nine;  was  treated  by  his  physician  before  admission  to  the 
hospital  for  wrist  drop  from  chronic  lead  poisoning,  and  weak  heart.  Under 
the  use  of  the  iodid  of  potassium,  he  partially  recovered  the  use  of  his 
hand.  Shortly  before  admission,  while  at  work,  he  had  an  attack  of 
aphasia,  became  unconscious,  developed  mania,  and  later  a  right  hemi- 
plegia, which  lasted  until  his  death.  At  the  autopsy,  February  6,  1885,  the 
heart  was  found  enlarged,  but  the  valves  were  free.  The  aorta,  however, 
was  a  mass  of  atheromatous  patches.  In  the  muscle  tissue  of  the  heart  the 
striations  were  indistinct,  and  showed  evidence  of  brown  pigmentation;  so 
that  the  diagnosis  of  brown  atrophy  was  made. 
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Kidneys  small  and  contained  cysts.  Surfaces  granular.  Liver  an  example 
of  red  atrophy.  Dura  mater  thick  and  adherent.  These  changes  may  be 
taken  to  have  implied  vascular  thickening. 

The  following  is  a  more  marked  instance: 

Cask  VT.—Arteriocapttlary  fibrosis  of  kidney;  uremia.  A  patient  of 
sixty-seven  was  attacked  with  continuous  nausea,  vomiting  and  some 
dyspnea.  Varying  quantities  of  a  pale  urine.  Sp.  gr.  1010  to  1018.  Albu- 
men two  to  twenty  per  cent.  All  kinds  of  casts  present.  Obstinate  con- 
stipation. Slight  muscular  twitchings,  relieved  by  morphia.  Pupils  con- 
tracted. Patient  died  semi-comatose.  At  the  post-mortem  examination  the 
heart  was  found  hypertrophied,  the  liver  fatty  and  pigmented.  Aorta 
dilated  and  thinned.  In  lungs  fibroid  induration.  Spleen  hard  and  indu- 
rated. Chronic  diffuse  nephritis  (the  small  contracted  kidney).  The  left 
weighed  only  three,  the  right  four  ounces.  Stomach  small  and  contracted. 
Fibrous  induration  of  the  pylorus,  and  a  constriction  about  a  foot  above 
the  sigmoid  flexure.  Here  in  this  case,  where  the  clinical  symptoms  indi- 
cated an  arteriocapillary  fibrosis  (Gull  and  Sutton),  there  was  also  some 
fibroid  induration  of  internal  organs,  the  aorta  and  peripheral  arteries 
apparently  showing  no  thickening. 

Then  there  is  the  cerebral  type,  associated  with  cerebral  anemia,  hemor- 
rhages, miliary  aneurysms,  and  softening,  as  well  exhibited  in  the  retina  and 
choroid,  with  many  psychic  disturbances,  such  as  the  loss  of  memory  or  senile 
dementia,  vertigo,  pain  in  head  and  neck,  involuntary  tremors,  diplopia,  with 
specks  or  flashes  before  the  eyes. 

Casts  VI L— Cerebral  hemorrhage;  arteriosclerosis.  A  man,  eighty-four 
years  of  age,  was  found  locked  in  a  room  and  unconscious,  with  right  facial 
paralysis  and  right  hemiplegia.  Paralysis  not  very  intense.  Superficial 
reflexes  absent  on  both  sides  and  deep  reflexes  on  the  right  side.  Died  of 
pulmonary  edema  a  few  hours  after  admission  to  the  hospital.  At  the  post- 
mortem examination  the  heart  was  found  but  slightly  hypertrophied,  but 
the  muscular  substance  was  soft,  pale  and  flabby.  Valves  free.  In  the  aorta 
some  fatty  changes,  but  no  atheroma.  Edema  of  both  lungs.  Kidneys 
small  and  granular.  Chronic  diffuse  nephritis.  Liver  small  and  apparently 
cirrhotic.  A  clot  the  size  of  a  hen's  egg  involved  the  anterior  and  external 
portion  of  the  lenticular  nucleus  and  external  capsule,  encroaching  on  the 
convolutions  of  the  Island  of  Reil.  About  the  clot  the  brain  substance  was 
toft. 

Liver  and  kidneys  instances  of  arteriosclerosis  with  a  cerebral  hemor- 
rhage, due,  presumably,  to  the  bursting  of  a  miliary  aneurysm. 

Case  VIII.— Cerebral;  hemorrhage  arteriosclerosis  apoplexy.  Mr.  H., 
a  retired  merchant,  seventy-four  years  of  age,  of  full  habit  and  rather 
obese,  was  sent  me  in  September,  1899,  by  Dr.  H.  V.  Barclay.  He  had  been 
complaining  of  dysphagia  and  obscure  gastric  attacks  coming  on  at  night. 
On  physical  examination,  his  pulse  was  found  to  be  eighty  and  feeble,  with 
hard  radials,  rolling  under  the  fingers.  Respiration,  twenty-four.  Impulse 
at  apex  hard  to  detect.  Apex  one-half  inch  outside  of  the  nipple,  and  one- 
half  inch  below  the  intermammillary  line.  Heart  sounds  indistinct.  Urine: 
one  and  one-fourth  per  cent,  sugar.    Traces  of  albumin;    specific  gravity, 
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1015.  On  October  23d  a  musical  murmur  was  heard  with  systole  at  the 
apex.  He  was  now  put  on  potassium  iodid.  Two  or  three  attacks  of  angina 
had  been  brought  on  by  the  smell  of  cooking,  and  others  by  gastric  ox 
intestinal  distention.  On  October  27th  an  attack  was  induced  in  my  office 
by  a  smell  of  fresh  paint.  Belief  was  always  obtained  by  capsules  of 
nitrate  of  amyl  with  nitroglycerine.  Patient  nervous  and  hysterical.  Prom 
October  30th  for  three  weeks  he  was  free  from  attacks,  but  his  diet  was 
strict.  Under  the  iodid  of  sodium  increased  to  nine  minims  of  the  satu- 
rated solution  three  times  a  day,  the  patient  continued  to  improve,  although 
he  had  occasional  attacks  of  dizziness  and  was  troubled  by  a  sound  like  that 
of  running  water  in  his  right  ear,  indicating  the  gravity  of  the  disease  in 
his  cerebral  arteries.  In  December  he  passed  from  under  my  care,  and  on  Feb- 
ruary 15th  died  of  an  apoplectic  attack.  This  case  has  been  previously 
reported  at  greater  length. 

In  the  spinal  type,  well  exemplified  in  the  locomotor  ataxia  of 
syphilis,  we  have  a  disease  that  presumably  originates  in  the 
vessels  of  the  cord,  as  does  also,  probably,  the  general  paralysis 
of  the  insane. 

In  the  pulmonary  type  evidences  of  endarteritis  and  peri- 
arteritis have  frequently  been  found  in  the  lungs  and  bronchi 
in  emphysema  and  spasmodic  asthma  leading  to  the  conclusion 
that  these  vascular  changes  may  sometimes  be  due  to  gout. 
Similar  changes  are  seen  in  pulmonary  tuberculosis  and  syphilis. 

The  following  case  is  an  example  of  arteriosclerosis  associ- 
ated with  syphilitic  phthisis. 

Case  IX.— Syphilitic  and  tubercular  arteriosclerosis.  Death  from  puU 
monary  hemorrhage.  J.,  age  thirty;  stonecutter,  of  tubercular  ancestry; 
had  suffered  from  pain  and  cough  in  the  right  side  of  the  chest  for  six 
months  before  admission  to  the  hospital.  During  this  time  he  had  lost 
fifteen  pounds  of  flesh.  For  the  last  three  months  had  suffered  from 
dyspnea,  and  for  the  last  four  weeks  from  night  sweats.  He  died  of  pul- 
monary hemorrhage.  At  the  post-mortem  examination  the  heart  was  found 
enlarged,  the  left  side  more  especially.  Valves  free.  At  the  apex  of  the 
left  lung  was  a  large  cavity  surrounded  by  smaller  cavities,  but  the  whole 
lung  was  interspersed  with  fibrous  tissue,  separating  in  a  peculiar  manner 
the  small  lobules.  There  were  also  numerous  nodules  from  the  size  of  a 
pin's  head  to  that  of  a  pea.  Most  of  them  could  be  shelled  out  of  these 
capsules,  leaving  cavities  with  a  smooth  lining.  And  yet  there  were  other 
nodules  that  looked  like  miliary  formations.  The  hemorrhage  had  taken 
place  from  one  of  the  cavities  lined  by  a  smooth  wall.  The  lung  was  thought 
to  be  the  seat  of  both  syphilis  and  tuberculosis,  but  a  diligent  search  for  the 
bacilli  of  tuberculosis,  both  in  the  lung  tissue  and  in  the  sputum,  was  unsuc- 
cessful. The  right  lung  was  in  a  similar  condition.  The  kidneys  were  the  seat 
of  chronic  parenchymatous  disease.  While  no  special  examination  of  the  ves- 
sels was  made,  it  is  a  known  fact  that  the  vessels  in  syphilis  are  usually,  if 
not  always  involved,  so  that  in  the  absence  of  the  bacillus  tuberculosis  after 
diligent  search  had  been  made  for  it,  the  conclusion  seemed  to  be  justified  that 
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the  cause  of  death  was  internal  hemorrhage  due  to  the  rapture  of  a  syphilitic 
vessel.  Though  arteriosclerosis  is  eminently  a  disease  of  advanced  life,  it  may 
occur  earlier,  especially  in  syphilitica  and  in  chronic  nephritis. 

Inasmuch  as  the  longer  we  delay  treatment  in  these  cases,  the 
less  are  the  chances  of  success,  it  behooves  us  to  make  an  early 
diagnosis  and  immediately  set  about  a  regular  plan  of  treatment. 
Of  course,  prophylaxis  aside,  we  should  as  early  as  possible 
endeavor  to  remove  the  cause  of  the  disease,  which  after  all  is 
not  easy  or  always  possible.  Age  and  heredity  are  and  always 
will  be  bars  to  success;  and  it  may  not  be  possible  for  a  painter 
to  give  up  his  profession.  But  over-indulgence  in  food  and 
drink,  the  "  over-strenuous  life,"  can  be  combated,  while  the 
dangers  of  gout  and  syphilis  can  be  minimized,  for  they  are  not 
altogether  intractable.  In  fact,  we  may  say  that  both  of  them, 
together  with  tuberculosis,  can  in  many  instances  be  held  in 
check. 

Apart  from  these  considerations,  the  patient  should  lead  a 
quiet  life,  free  from  its  turmoils.  And  with  good  fortune  and 
little  treatment  an  arteriosclerotic  may  live  to  a  good  old  age. 
All  exercise  should  be  moderate,  but  it  is  at  the  same  time  neces- 
sary. Baths  and  resistance  exercises  are  as  useful  in  the  milder 
cases  as  they  are  useless  or  dangerous  in  advanced  cases.  If  hot 
baths  cause  excitement,  as  they  are  apt  to  do  in  these  cases,  or 
resistance  exercises  cause  pain  or  any  other  untoward  symptoms, 
they  should  be  stopped  and  not  resumed.  If  there  are  any  sus- 
picions of  apoplexy,  both  baths  and  resistance  exercises  should 
be  sternly  interdicted.  In  arteriosclerosis  the  medicine  that  is 
indicated  before  all  others  is  iodin.  It  should  be  used  year  in 
and  year  out,  if  we  are  to  expect  good  results.  Iodid  of  sodium, 
iodid  of  potassium  and  hydriodic  acid  may  be  followed  by  the 
iodids  of  arsenic,  iron  and  strontium.  Iodin  appears  to  lower 
the  blood  pressure  without  diminishing  the  force  of  the  cardiac 
contractions.  Aconite  is  also  useful,  and  camphor,  but  digitalis 
and  convallaria  are  harmful.  The  nitrites,  however,  are  always 
useful.  Together  with  the  iodids,  they  are,  at  present,  our  sheet 
anchors. 

L    Berthold  quoted  by  Welch,  American  Sya.  of  Med.    Vol.  U. 
1    Steiner:    Pepper's,  "  Syitem."   Vol.  II.,  p.  487. 
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XLI.    PRIMARY  TUBERCULAR  MYOSTITIS 
By  W.  B.  BRINSMADE 

BROOKLYN 

L.  T.,  a  colored  woman,  thirty-two  years  of  age,  was  admitted  to  my 
service  at  St.  John's  Hospital,  October  2,  1903.  She  is  a  widow  with  one 
child  nine  years  old.  She  was  born  in  Canada,  and  has  always  been  in  good 
health  except  for  present  illness.  Her  family  history  is  negative  in  regard 
to  tuberculosis.  She  has  been  pregnant  but  once.  No  history  of  syphilis 
could  be  elicited. 

Physical  examination  showed  a  well-developed  woman  without  discover- 
able lesion  in  any  organ.  Temperature  99% °>  pulse  eighty.  Five  months 
before  coming  to  the  hospital  she  was  struck  on  the  outer  aspect  of  the  leg 
by  a  falling  coal  scuttle  and  its  contents.  After  this  accident  she  suffered 
pain  and  soreness  to  a  considerable  degree  in  the  injured  leg  for  a  few 
days,  but  does  not  recall  any  ecchymosis.  Sometime  later  the  leg  commenced 
to  swell  from  the  ankle  to  the  knee,  increasing  constantly  but  very  slowly 
in  size,  with  no  pain,  but  with  more  and  more  muscular  rigidity  until  she 
was  partially  disabled.  Examination  of  the  injured  leg  showed  on  the  outer 
side  a  fairly  symmetrical  enlargement,  extending  from  above  the  ankle  to 
just  below  the  knee.  This  enlargement  seemed  to  consist  of  a  tumor, 
irregular  in  outline,  hard  in  consistency,  which  could  not  be  moved  inde- 
pendently of  the  deep  structure,  but  over  which  the  skin  was  freely  movable. 
The  injured  leg  was  one  and  one-half  inches  greater  in  circumference  than 
the  other.  A  provisional  diagnosis  of  sarcoma  was  made  and  a  section 
removed  from  the  part  of  the  tumor  between  the  tibia  and  fibula,  for  fur- 
ther examination.  The  microscopic  examination  showed,  much  to  my  sur- 
prise, typical  tubercular  inflammation.  Ten  days  later  an  incision  eight 
inches  long  was  made  over  the  fibula,  commencing  at  the  head  of  that  bone. 
On  dissecting  the  skin  back,  I  found  the  muscle  pale  in  color,  soft  and 
studded  with  six  grayish  areas  about  one  and  one-half  inches  apart,  of  the 
sise  of  a  hickory  nut.  These  grayish  areas  were  soft  and  were  situated 
directly  in  the  bellies  of  the  extensor  longus  pollicis,  peroneus  longus  and 
brevis,  and  in  the  intermuscular  septa  between  the  tibia  and  fibula.  On 
cutting  into  these  areas,  soft  caseous  material,  typical  of  tuberculosis,  was 
found.  The  degenerated  muscle  was  extensively  removed  with  scissors, 
almost  without  bleeding.  The  periosteum  was  examined  thoroughly  and 
careful  search  made  around  the  knee  joint  for  some  focus  of  disease,  but 
without  success.  The  wound  was  closed  with  drainage  and  patient  made  an 
uninterrupted  recovery,  leaving  the  hospital  complaining  only  of  some 
numbness  in  her  leg  and  foot.  Dr.  Bhilleo,  who  referred  the  case  to  me, 
tells  me  she  has  remained  well  since  she  left  the  hospital;  that  is  four 
months  ago. 

We  have,  then,  in  this  case,  following  an  injury,  a  tubercular 
inflammation  of  muscle  and  fascia  characterized  by  a  slowly- 
progressing  inflammatory  process  with  deep  infiltration  of 
muscle  and  fascia— tubercular  myositis— a  disease  so  rare  as  to 
be  a  curiosity. 
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XLII.    TOXEMIA  ASSOCIATED  WITH  TUBERCULOSIS 

OF  THE  CERVICAL  LYMPHATIC  GLANDS, 

WITH  REPORT  OF  A  CASE 

By  ARTHUR  W.  ELTING,  M.  D. 

ALBANY 

In  the  voluminous  literature  of  tuberculosis  there  are  but  few 
references  to  the  so-called  toxemia  resulting  from  a  localized 
focus  of  infection  and  due  to  the  products  of  the  life  and  growth 
of  the  tubercle  bacilli  alone.  In  most  instances,  when  the  toxic 
phases  of  the  disease  have  been  especially  pronounced,  it  is  safe 
to  assume  that  the  disease  was  more  or  less  generalized  and  was 
in  reality  a  miliary  tuberculosis,  or  else  there  was  a  secondary 
infection  superadded.  The  following  case,  which  was  referred 
to  me  some  time  since  by  Dr.  W.  H.  Murray,  of  Albany,  illus- 
trates a  phase  of  surgical  tuberculosis  upon  which  but  little 
emphasis  has  hitherto  been  laid : 

W.  W.  G.,  aged  26,  consulted  me  March  7,  1903,  for  an  enlargement  of  the 
right  side  of  the  neck.  The  family  history  was  negative  in  every  respect. 
The  patient  had  had  the  usual  diseases  of  childhood,  but  otherwise  had 
excellent  health.  He  denied  all  venereal  infection  and  did  not  use  alcoholic 
drinks.  His  occupation  for  several  years  had  been  that  of  a  mechanic 
Early  in  December,  1902,  a  barber  had  called  his  attention  to  a  tumor 
situated  on  the  right  side  of  the  neck  just  behind  the  angle  of  the  jaw. 
The  tumor  at  that  time  was  the  size  of  a  small  pigeon's  egg  and  was  of 
firm  consistence,  but  was  not  tender  or  painful.  His  general  health  at  that 
time  was  good  and  he  knew  of  no  cause  for  the  enlargement.  The  tumor 
had  gradually  increased  in  size,  but  had  enlarged  rather  more  rapidly  during 
the  three  weeks  prior  to  his  admission  to  the  Albany  Hospital.  He  had 
worked  steadily  until  a  month  before  admission  to  the  hospital,  when  he 
was  compelled  to  stop  work  because  of  a  progressive  general  weakness. 
His  appetite  had  gradually  failed  and  he  had  lost  between  twenty-five  and 
thirty  pounds  in  weight.  He  had  not  had  any  cough,  but  there  had  been 
marked  shortness  of  breath  on  the  slightest  exertion.  The  bowels  were  regu- 
lar and  there  had  been  no  nausea  or  vomiting.  The  patient  stated  that 
about  three  weeks  before  admission  to  the  hospital  he  had  begun  to  feel 
feverish  at  times  and  had  had  chilly  sensations,  with  a  few  night  sweats. 
During  the  ten  days  prior  to  his  admission  to  the  hospital  the  patient's 
condition  became  rapidly  worse  and  his  fever  continuous,  ranging  from 
101.5°  to  104.4°,  and  his  pulse  from  100  to  130.  Associated  with  his  con* 
dition  there  was  a  marked  prostration,  so  that  the  patient  was  confined  to 
his  bed. 

On  admission  to  the  hospital  his  condition  seemed  most  critical.  His 
temperature  was  103.2°;   pulse  120.    He  was  a  moderate  framed,  decidedly 
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emaciated  young  man.  The  skin  and  mucous  membranes  were  extremely 
pale.  The  tongue  was  covered  with  a  heavy,  moist  coat.  The  expression 
was  dull  and  apathetic  and  he  appeared  extremely  prostrated.  The  lungs 
were  found  to  be  normal.  The  heart  was  somewhat  hypertrophied  and 
slightly  dilated,  and  presented  the  typical  signs  of  a  mitral  stenosis.  The 
abdomen  was  symmetric,  except  that  the  left  costal  groove  was  obliterated. 
The  spleen  was  markedly  enlarged  on  percussion,  and  could  be  seen  and  felt 
fully  three  centimetres  below  the  left  costal  margin.  The  edge  was  rounded. 
The  liver  was  not  enlarged,  and  the  kidneys  could  not  be  palpated.  The 
bones  and  joints  were  normal.  The  reflexes  were  normal.  The  right  side 
of  the  neck  presented  an  extensive  tumor  mass  which  was  most  marked  near 
the  sternocleidomastoid  muscle  and  which  occupied  a  considerable  portion 
of  the  anterior  and  posterior  triangles.  The  tumor  extended  from  the  top 
of  the  right  mastoid  process  to  slightly  behind  the  right  clavicle.  On  pal- 
pation it  was  found  to  be  composed  of  a  series  of  greatly  enlarged  lymphatic 
glands.  Both  the  superficial  and  deep  chains  of  glands  were  involved.  Many 
of  the  glands  were  discrete  and  could  be  palpated  individually,  while  others 
were  somewhat  matted  together.  The  glands  were  of  rather  firm  consistence 
and  not  at  all  tender.  The  skin  was  freely  movable  over  the  glands  and  of 
normal  appearance.  There  was  no  enlargement  of  the  other  glands  of  the 
neck,  nor  of  the  axillary  or  epitrochlear  glands.  There  seemed  to  be  a  very 
slight  enlargement  of  the  left  inguinal  glands,  but  none  of  the  right. 
An  examination  of  the  blood  at  this  time  showed  the  following  condition: 

Bed  blood-corpuscles 3,650,000 

White  blood-corpuscles 3,000 

Hemoglobin 75% 

The  differential  count  of  the  leukocytes  showed  them  to  be  present  in  the 
following  proportions: 

Polymorphonuclear  leukocytes 47% 

Large  mononuclear  leukocytes  48% 

Small  mononuclear  leukocytes  5% 

The  urine  was  normal  in  every  respect. 

The  question  of  diagnosis  seemed  rather  difficult  at  this  time.  Because 
of  the  character  of  the  enlarged  glands,  the  marked  enlargement  of  the 
spleen,  the  blood  picture,  and  the  fever,  the  case  was  regarded  as  most  prob- 
ably one  of  Hodgkin's  disease,  in  which  diagnosis  both  Dr.  Murray  and  Dr. 
Hun  concurred.  The  patient  was  growing  rapidly  worse  and  it  was  evident 
that  death  would  soon  occur  unless  something  could  be  done  to  relieve  the 
condition.    An  immediate  operation  was  advised  and  consented  to. 

On  March  11,  under  ether  anesthesia,  through  an  S-shaped  incision,  the 
enlarged  glands  were  carefully  excised.  The  superficial  and  deep  chains  of 
glands  were  all  enlarged  and  it  became  necesary  to  sever  the  sternocleido- 
mastoid muscle  at  the  junction  of  its  upper  and  middle  thirds  to  facilitate 
the  removal  of  the  glands,  which  were  quite  adherent  to  the  sheath  of  the 
vessels.     After  the  removal  of  all  the  enlarged  glands  the  severed  ends 
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of  the  sternocleidomastoid  muscle  were  sutured  with  catgut  and  the  wound 
dosed  with  a  small  drain  at  the  lower  angle.  The  patient  stood  the  opera* 
tion  well  and  exhibited  but  slight  shock. 

Boring  the  first  twenty-four  hours  after  the  operation  the  patient's  tem- 
perature ranged  from  103.2°  to  104.6°,  and  the  pulse  from  120  to  140.  He 
received  rectal  enemas  of  whiskey  and  salt  solution  every  three  hours,  and 
one  mg.  ( J^  grain)  of  strychnin  every  two  hours.  His  condition,  how- 
ever, at  the  end  of  twenty-four  hours  was  decidedly  critical.  In  the  hope  of 
reducing  the  temperature,  ice  sponges  were  given  every  three  hours,  but  with 
little  effect. 

The  temperature  during  the  second  twenty-four  hours  after  operation 
ranged  from  101.6°  to  104.8° ;  and  the  pulse  from  112  to  128.  The  rectal 
stimulation  was  discontinued  and  the  patient  received  .3  cubic  centimetres 
(5  m.)  of  the  fluid  extract  of  digitalis  hypodermically  every  four  hours. 
The  ice  sponges  were  discontinued  and  ice  packs  every  three  hours  sub- 
stituted. After  this  the  temperature  began  to  fall.  At  the  end  of  forty- 
eight  hours  after  the  operation  the  patient's  condition  was  decidedly  im- 
proved;  the  temperature  was  lower  and  the  pulse  of  better  character. 

The  temperature  and  pulse  continued  to  fall  during  the  third  twenty-four 
hours,  until  seventy-two  hours  after  operation  it  reached  99°  and  the  pulse 
90.  The  patient's  condition  was  greatly  improved  in  every  respect.  He 
took  nourishment  freely  and  slept  well.  Practically  all  of  the  stimulation 
was  discontinued,  as  were  the  ice  packs.  The  patient's  convalescence  from 
thence  was  most  satisfactory.  The  temperature  and  pulse  remained  normal 
and  his  general  condition  improved  rapidly.  He  ate  and  slept  well  and  was 
able  to  sit  out  of  bed  a  week  after  the  operation.  The  drain  was  removed 
from  the  wound  at  the  end  of  forty-eight  hours,  and  the  wound  healed 
satisfactorily. 

At  the  time  of  his  discharge  from  the  hospital,  ten  days  after  admission, 
his  general  condition  was  excellent.  His  temperature  and  pulse  were  normal. 
There  was  slight  induration  along  the  scar,  and  the  action  of  the  sutured 
sternocleidomastoid  muscle  was  satisfactory.  The  spleen  had  decreased 
greatly  in  sue  and  could  not  be  palpated,  although  it  was  found  to  be 
slightly  enlarged  on  percussion. 

An  examination  of  the  glands  removed  at  the  operation  was  made  by  Dr. 
Blumer,  of  the  Bender  Hygienic  Laboratory,  who  reported  that  they  pre- 
sented the  typical  macroscopic  picture  of  tuberculosis  with  extensive  casea- 
tion. There  was,  however,  no  tendency  to  a  softening  of  the  caseous 
material.  Tubercle  bacilli  were  demonstrated  in  this  caseous  material,  but 
they  were  comparatively  few  in  number.  Cultures  from  the  glands  were 
sterile.  The  microscopic  picture  was  that  of  a  typical  tuberculosis  of  the 
lymphatic  glands. 

The  patient's  subsequent  history  was  uneventful.  He  gained  rapidly  in 
weight,  and  June  10,  1903,  three  months  after  the  operation,  he  weighed 
more  than  he  ever  had  in  his  life.  His  general  health  was  excellent.  The 
scar  was  perfect  in  every  respect.  The  action  of  the  sutured  sternocleido- 
mastoid muscle  was  normal  and  the  patient  stated  that  he  had  never  felt  so 
well  in  his  life.  There  was  no  evident  enlargement  of  any  of  the  lymphatic 
glands  of  the  body  and  the  spleen  could  not  be  felt,  the  area  of  dullness 
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being  normal  in  extent.    An  examination  of  the  blood  at  this  time  showed 
the  following  condition: 

Bed  blood-corpuscles 4,550,000 

White  blood-corpuscles 6,000 

Hemoglobin 86% 

A  differential  count  showed  the  relative  proportions  of  the  leukocytes  to 
be  normal. 

January  3,  1904,  the  patient  was  again  seen,  and  he  stated  that  his  health 
had  remained  excellent  since  the  last  examination  in  June.  Physical  ex- 
amination at  this  time  showed  him  to  be  absolutely  normal  in  every  respect, 
except  for  the  signs  of  mitral  stenosis  already  referred  to. 

Of  especial  interest  in  this  case  was  the  blood  picture,  a  hypo- 
leukocytosis  of  3,000,  with  forty-eight  per  cent,  of  large  mono- 
nuclear leukocytes,  conditions  which  would  suggest  Hodgkin's 
disease  rather  than  tuberculosis,  and  which  returned  to  normal 
after  the  removal  of  the  glands.  That  the  process  should  have 
remained  localized  in  the  glands  of  one  side  of  the  neck,  and 
that  no  subsequent  recurrence  of  the  disease  occurred,  seems, 
indeed,  striking  in  view  of  the  fact  that  the  infection  was  of 
such  a  virulent  character. 

Of  importance,  also,  is  the  fact  which  has  frequently  been 
demonstrated,  that  section  of  the  sternocleidomastoid  muscle, 
with  subsequent  suture,  can  be  safely  performed  with  every 
probability  of  the  restoration  of  perfect  function.  This  pro- 
cedure greatly  facilitates  the  removal  of  the  cervical  lymphatic 
glands  when  they  are  extensively  diseased,  and  should  be  more 
frequently  adopted. 

After  a  careful  search  of  the  literature  of  tuberculosis,  I  have 
been  unable  to  find  reference  to  a  similar  case  in  which  so  pro- 
found a  toxemia  has  developed  in  association  with  a  localized 
focus  of  tuberculosis  of  the  lymphatic  glands,  and  in  which  so 
rapid  a  recovery  followed  the  removal  of  the  focus.  There  seems 
no  other  logical  explanation  of  the  grave  symptoms  than  that 
they  were  caused  by  the  absorption  of  toxins  from  the  tuber- 
culous glands,  and  the  presence  of  these  toxins  in  the  circula- 
tion was  undoubtedly  the  cause  of  the  markedly  enlarged  spleen, 
which  must  have  been  of  the  nature  of  an  acute  spleen  tumor. 
The  extremely  desperate  condition  which  followed  immediately 
after  the  operation,  and  which  lasted  nearly  forty-eight  hours, 
was  in  all  probability  due  to  the  introduction  of  a  large  amount 
of  toxin  into  the  circulation  through  the  manipulation  of  the 
glands,  incident  to  their  removal.  The  source  of  the  toxin  having 
been  removed,  and  that  present  in  the  organism  having  been 
eliminated,  a  rapid  convalescence  naturally  ensued. 
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XLIII.  THE  TREATMENT  OF  A  CERTAIN  CLASS  OF 
THE  UNDERFED 

By  WILLIAM  8.  ELY,  M.  D. 

ROCHESTER 

Though,  in  a  spiritual  sense,  man  cannot  live  by  bread  alone, 
in  a  physical  sense  he  does,  and  the  varied  activities  of  the  bread- 
winner represent  the  struggle  for  existence.  With  this  strug- 
gle we  are  all  more  or  less  concerned.  In  the  primitive  stage  of 
mankind,  the  survival  of  the  fittest  designate  those  most  success- 
ful in  the  strife  for  life.  In  the  civilized  state  those  who  for- 
merly would  have  succumbed  have  become  burdens  on  society, 
many  of  them  creating  divisions  of  nosology  and  maintaining 
specialties  in  medicine.  Among  the  less  important  of  the  classes 
referred  to  there  are  two  that  are  opposed— the  overfed  and  the 
underfed— those  who  overeat,  the  obese,  and  those  who  undereat, 
whom  we  may  term  the  subese.  The  variety  of  treatment  recom- 
mended for  both  the  obese  and  the  subese  indicates  that  much 
is  still  to  be  learned  of  their  successful  management. 

In  this  paper  we  are  especially  concerned  with  the  underfed, 
or  the  subese,  some  of  whom,  like  the  poor,  we  have  always  with 
us.  Reference  is  now  had  to  individuals  who  may  never  have 
been  ill,  and  yet  never  have  been  well.  They  are  mostly  women, 
from  eighteen  to  thirty-five  years  of  age,  who  have  simply 
dragged  on  to  adult  life  in  an  uneventful  way,  indefinitely  weak, 
unequal  to  active  exertion;  thin;  always  under  weight;  com- 
fortable when  in  repose,  but  quickly  exhausted  on  slight  effort. 
They  do  not  know  when  they  began  to  run  down,  and  can  only 
give  an  indefinite  history  of  chronic  invalidism.  They  have  not 
dissipated ;  have  had  no  great  emotional,  or  eye  strain ;  are  not 
hysterical;  and  are  not  worn  out  by  child  bearing  and  child 
caring.  Further,  they  are  differentiated  from  the  ordinary 
neurasthenic  patient  in  not  emphasizing  spinal  irritation, ' '  nerve 
tire,"  and  "  womb  ills."  Many  of  them  have  been  brought  up 
in  the  village  or  country,  where  their  existence  has  been  unevent- 
ful, their  condition  debarring  them  from  life's  activities  and 
pleasures.  By  the  average  physician  the  cases  in  question  are 
set  down  as  cases  of  defective  nervous  force,  and,  in  the  absence 
of  organic  disease,  they  are  given  tonics  in  ever  changing  com- 
binations. For  them  prescriptions  of  strychnine,  like  Tennyson's 
brook,  go  on  forever.  Quinine  and  iron,  with  digestive  aids,  are 
taken  in  unlimited  amounts.    Pepsin  and  pancreatin  compounds 
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are  always  by  their  plates  at  table,  and  yet  the  end  of  the  year 
finds  them  as  at  its  beginning,  incapable  of  effort,  thin,  exhausted, 
a  drag  on  family  and  friends.  If,  occasionally,  they  rouse  them- 
selves from  their  lethargy  to  ask  why  they  are  not  well,  they 
may  call  in  a  new  physician,  or  in  desperation  may  break  from 
their  loyalty  to  regular  medicine  and  secretly  resort  to  some  of 
the  advertised  remedies  for  their  class,  giving  them  successive 
trials  until  recurring  disappointments  finally  produce  a  state 
of  hopelessness,  and  they  conclude  with  Solomon  that,  for  them, 
there  is  nothing  new  under  the  sun,  that  what  has  been  must 
continue  to  be;  and  so  they  sink  into  the  old  state  of  chronic 
inertia,  resigned  to  live  on  in  a  passive  way,  either  as  a  family 
burden,  or  as  the  recipient  of  family  devotion  and  care,  "  thank- 
ful,' '  as  Rousseau  says  in  his  Emile,  "  to  the  doctor  who  gives 
to  them  each  day  the  only  pleasure  of  which  they  are  susceptible 
— that  of  not  being  dead."  The  type  of  case  we  have  pictured 
will  be  recognized  by  all  present  without  further  elaboration. 
Let  the  patient  come  into  your  office.  Your  first  impression 
will  be  an  indifferent  one.  If  her  over-worked  and  worn-out 
mother  comes  with  her,  you  would  probably  deem  the  latter  to 
be  the  subject  for  your  care,  but  she  corrects  this  impression, 
and  you  are  introduced  to  a  woman,  eighteen  to  thirty-five  years 
of  age,  who  has  never  been  strong,  never  well,  and  says  that  she 
gives  out  quickly  on  exertion  and  is  good  for  nothing.  She  has 
never  been  actually  sick,  has  an  appetite— good,  bad  or  indif- 
ferent—and some  dyspepsia  or  distress  after  eating.  Her  men- 
struation is  regular,  with  or  without  dysmenorrhea,  and  con- 
stipation has  always  been  present.  Her  pulse,  temperature 
and  respiration  are  normal,  the  urine  negative,  and  the  most 
careful  examination  discloses  no  visceral  disease.  Her  chest 
is  small,  ribs  prominent,  breasts  undeveloped,  waist  con- 
tracted, and  arm  and  leg  muscles  ridiculously  small.  If  the 
patient's  weight  and  height  are  taken  there  will  be  indica- 
tions of  from  fifteen  to  forty  pounds  of  under  weight,  but  the 
statement  will  be  made  that  the  patient  never  weighed  more 
than  at  present.  Now  let  us  return  to  the  digestive  organs  for 
more  specific  explanation  of  the  condition  of  lower  nutrition  that 
exists.  If,  with  pen  in  hand,  we  note  exactly  what  the  patient 
has  eaten  in  the  past  twenty-four  hours  (for  the  memory  cannot 
go  back  of  the  immediate  day)  we  may  be  surprised  by  the 
report.  "  What  did  you  eat  for  dinner  to-day  1  "  "A  little 
soup,  a  small  piece  of  meat,  a  potato  and  a  piece  of  pie."  "And 
for  breakfast!  "  "A  cup  of  coffee,  piece  of  bread  and  butter 
and  a  cookie."  "And  for  supper  last  night?  "  "A  cup  of  tea, 
bread  and  butter,  a  little  cold  meat  (which  by  the  way  I  did 
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not  eat)  and  some  sauce."  How  often  I  have  heard  these  and 
similar  answers,  the  variations  only  emphasizing  their  inade- 
quacy! If  you  hold  these  answers  up  to  the  patient,  with  the 
assertion  that  they  represent  for  her  starvation  diet,  and  are  not 
equivalent  in  nutritive  value  to  the  two  quarts  of  milk  often 
taken  by  an  infant  in  twenty-four  hours,  she  tells  you,  "  But, 
doctor,  I  have  never  eaten  more,  and  do  not  want  more,  and  could 
not  digest  it,  and  have  hard  work  taking  what  I  have  detailed. 
It  almost  makes  me  ill.  My  stomach  won't  hold  it.  A  doctor 
once  told  me  I  must  eat  more,  but  I  tried  and  could  not  do  it." 
I  reply,  "  notwithstanding  what  you  say,  for  me  you  are  a 
starved  woman,  starved  in  the  midst  of  plenty.  You  admit  that 
you  have  never  been  well,  and  you  probably  have  always  been 
below  your  normal  standard,  and  you  never  can  be  better  until 
your  present  standard  is  raised.  This  can  only  be  done  by 
increasing  your  body  weight.  We  must  disregard  your  ideas  of 
what  you  need  and  crave,  and  must  give  you  food  as  medicine— 
a  definite  amount  at  stated  intervals,  finding  the  limit  of  your 
tolerance  and  the  amount  necessary  to  increase  your  weight. 
The  measures  which  do  this  will  enrich  your  blood,  improve  your 
nervous  nutrition,  build  up  your  muscle,  and  thus  increase  your 
strength  and  lift  you  nearer  your  normal  standard  and  teach 
you  how  to  maintain  the  improvement."  "While  there  may  be 
many  ways  to  effect  this  result,  I  have  found  that  it  is  most 
quickly  and  surely  reached  by  absolute  rest  and  a  diet  of  milk, 
chocolate  and  raw  eggs.  As  a  rule,  the  attempt  to  carry  out  the 
treatment  at  home  and  without  a  trained  nurse  has  not  been  suc- 
cessful. The  most  satisfactory  results  have  been  obtained  in  a 
hospital,  where  every  detail  can  receive  attention.  With  a  rea- 
sonable promise  of  success  the  patient  will  usually  yield  to  your 
insistence  and  go  to  the  hospital.  With  the  aid  of  a  selected 
nurse,  the  treatment  which  Weir  Mitchell  has  outlined  in  neu- 
rasthenic cases  is  at  once  instituted.  It  consists  in  having  the 
patient  remain  in  bed,  absolute  repose  giving  the  greatest  amount 
of  nervous  force  for  the  digestion,  which  is  to  be  subjected  to  its 
greatest  test.  Usually  you  can  begin  with  four  to  eight  ounces 
of  milk,  or  chocolate  made  with  milk,  or  two  raw  eggs  every  two 
hours.  I  prefer  alternating  these  foods  in  the  order  named. 
During  the  night— the  period  from  9  p.  m.  to  6  a.  m.— the  inter- 
val may  be  every  three  hours,  the  patient  being  wakened  at 
twelve  and  three.  In  many  cases  it  has  been  impossible  to  give 
sufficient  food  to  obtain  satisfactory  improvement  without  having 
its  administration  go  on  through  the  night.  Patients  soon  become 
accustomed  to  being  wakened  every  three  hours  at  night,  and  do 
not  object  to  it.    As  for  repose  they  are  resting  all  the  time,  and 
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there  is  no  evidence  that  they  suffer  from  want  of  sleep.  In  the 
first  twenty-four  hours  the  endeavor  is  made  to  give  one  quart 
of  milk,  one  quart  of  chocolate  made  with  milk  and  six  raw 
eggs.  Compare  the  nutritive  value  of  this  food  with  the  diet 
on  which  the  patient  has  always  subsisted. 

I  am  aware  that  every  physician  meets  with  patients  who  can- 
not take  milk  in  any  form.  This  suggests  that  for  every  such 
case,  I  can  furnish  four  or  five  others  who  likewise  are  ruled 
by  their  stomachs.  But  I  never  saw  a  patient  of  the  class  to 
which  I  refer— a  subese  patient—to  whom  milk  could  not  be 
given,  plain  or  with  some  modification.  I  expect  patients  to 
rebel,  and  they  are  put  in  a  hospital  and  under  firm  direction 
to  have  the  rebellion  quelled.  The  number  of  doctors  who  have 
been  stampeded  by  their  patients'  stomachs  in  their  conflict  with 
essential  foods  and  medicines,  is  legion.  There  is  no  organ  of 
the  body  that  rules  or  ruins  us  to  a  like  degree.  The  mind  can 
do  with  the  stomach  what  it  will.  A  thought  can  make  some  ill. 
An  odor  can  be  potent  as  a  policeman's  club  in  felling  others. 
Many  persons  are  seasick— so  seasick  as  to  throw  up  their  state- 
rooms—before sailing. 

No  adequate  treatise  has  yet  been  written  on  the  moral  train- 
ing of  the  stomach,  and  there  can  be  no  success  in  the  manage- 
ment of  the  subese,  unless  the  doctor  both  trains  and  disciplines 
the  stomach  into  good  and  proper  behavior.  It  will  resist  doing 
more  work  than  it  has  been  accustomed  to  doing— will  strike  for 
shorter  hours  of  work,  and  longer  periods  of  rest— and  he  must 
be  a  firm  disciplinarian  if  he  would  not  permit  the  stomach  to 
get  the  upper  hand  of  him.  Eminently  true  is  all  this  in  the  cases 
we  are  considering,  and  failure  is  certain  unless  these  facts  are 
borne  in  mind.  Patients  will  complain  of  fulness  and  discomfort. 
I  expect  them  to  have  these  symptoms.  The  digestive  organs 
share  the  general  enfeeblement,  and  we  cannot  look  for  strong 
digestion  in  weak  underfed  bodies.  The  sensations  will  be  less 
troublesome  if  the  food  is  taken  slowly— fifteen  or  twenty  min- 
utes for  a  glass  of  milk— to  "  masticate  it,"  as  some  of  my 
patients  tell  me.  The  milk  may  be  hot  or  cold,  plain  or  aerated, 
or  in  other  forms.  I  am  a  strong  advocate  of  chocolate  made  with 
milk,  chocolate  not  cocoa.  The  former  is  richer  in  fat  and  is  well 
borne.  It  is  also  a  sedative,  and,  with  milk  and  eggs,  furnishes 
the  essential  reconstructive  elements.  To  obviate  the  bilious 
tendencies  of  the  diet  mentioned  and  to  overcome  the  constipa* 
tion  almost  inevitably  present,  rhubarb  and  soda  tablets  may  be 
given  after  each,  or  every  other,  portion  of  food,  from  six  to 
twenty  a  day.  These  and  a  morning  enema  keep  the  bowels  free, 
and  seem  to  aid  the  digestion  of  the  milk.    The  urine  is  greatly 
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increased  with  the  ingestion  of  an  increased  amount  of  liquids. 
A  moderately  coated  tongue  is  expected,  and  does  not  contraindi- 
cate  the  treatment. 

The  patient  is  weighed  semi-weekly.  It  is  not  expected  that 
there  should  be  any  gain  the  first  week.  If  the  second  week  of 
the  treatment  no  gain  is  noted,  the  food  is  gradually  increased. 
This  increase  can  often  be  carried  with  advantage  to,  or  above, 
two  quarts  of  milk,  two  quarts  of  chocolate  made  with  milk  and 
twelve  to  fourteen  raw  eggs  a  day.  Over  and  over  again  I  have 
been  surprised  to  observe  how  well  this  large  amount  of  nour- 
ishment is  borne,  and  the  paradox  is  that  the  patients  of  the 
class  we  are  discussing  sometimes  seem  to  need  from  four  to 
six  quarts  of  milk  and  chocolate  and  a  dozen  raw  eggs  to  effect 
any  improvement.  This  large  amount  is  only  gradually  attained 
by  small  daily  increments  and  gradual  training  of  the  stomach. 

It  is  interesting  to  note  that  when  their  improvement  is  effected 
and  the  limit  of  their  gain  is  reached,  the  amount  of  food  that 
has  been  well  tolerated  is  rejected— absolutely  disagrees— as 
thoroughly  as  it  would  with  any  well  person.  An  increase  of 
from  one  to  three  pounds  a  week  for  from  ten  to  twelve  weeks 
usually  occurs.  As  a  rule  it  is  coincident  with  an  improvement 
in  the  patient's  appearance,  blood,  color,  and  especially  in  the 
digestive  force.  While  mere  increase  in  fat  may  not  be  advan- 
tageous, it  is  the  best  index  of  general  improvement.  We  cannot 
act  on  nutrition  electively,  and  often  in  effecting  desired  changes 
in  the  blood  and  digestive  conditions,  I  have  carried  the  fat  gain 
above  the  normal  limit,  finding  that  the  excess  of  fat  can  readily 
be  dropped  off  while  the  general  gain  abides. 

Dependence  is  not  placed  on  food  and  rest  alone.  The  usual 
aids  in  the  care  of  neurasthenic  patients  are  employed.  They 
are  fully  detailed  in  Weir  Mitchell 's  Fat  and  Blood,  and  How  to 
Make  Them.  Daily  baths,  massage,  passive  and  active  move- 
ments of  the  joints,  and  the  slowly  interrupted  faradaic  current, 
combine  to  consume  the  intervals  between  feedings,  to  shorten 
the  days,  and  to  impress  the  patient's  mind  with  the  treatment 
as  a  whole. 

So  soon  as  the  improvement  is  considerable,  the  patient,  in 
summer,  sits  out  of  doors,  masticates  rare  beef,  and  has  some 
cereal  added  to  her  diet.  But  the  pleasure  she  anticipated  from 
solid  food  is  seldom  realized,  and  the  milk  and  chocolate  regimen 
is  often  better  borne  for  the  little  excursion  into  the  realm  of 
solid  food.  She  learns  by  the  treatment  that  she  can  take  an 
amount  of  food  formerly  thought  impossible,  and  the  educa- 
tional value  of  her  experience  upon  her  future  life  is  invaluable. 
Those  who  have  followed  my  service  in  the  Rochester  City  Hos- 
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pital  since  1894,  when  I  read  before  this  Society  a  paper  on 
The  Fable  of  the  Egg,  have  often  seen  the  successful  results  of 
the  treatment  above  outlined.  All  who  have  bo.th  felt  and  seen 
the  restorative  power  of  food  upon  exhausted  vital  force  must 
conclude  that  no  medicinal  tonic  should  ever  be  given  to  any 
patient  until  after  his  food  supply  has  been  accurately  meas- 
ured, and  its  further  increase  has  been  deemed  inadvisable. 

If  the  physician  does  not  believe  in  this  plan  of  treatment,  he 
will  not  be  successful  with  these  cases.     If,  by  education  or  i 

theory,  he  decides  in  advance  that  four  to  six  quarts  of  milk  j 

and  twelve  eggs  in  twenty-four  hours  should  never  be  given  to 
a  depressed  underfed  patient  from  fifteen  to  forty  pounds  under 
weight ;  if  he  thinks  that  the  stomach  cannot,  or  should  not,  be 
trained  to  digest  through  the  twenty-four  hours,  when  every 
other  function  is  in  repose,  but  should  have  long  intervals  of 
rest;  if  he  concludes  that,  because  the  patient's  tongue  is  coated 
or  the  complaint  of  over  fulness  is  urgent,  the  treatment  is 
wrong,  then  he  should  not  begin  it  because  he  will  surely  fail. 

From  the  tolerance  of  the  digestive  organs  for  long  continued 
excesses  in  eating  and  drinking,  and  from  the  marked  perma- 
nent improvement  in  appetite,  digestion,  and  nutrition  often 
noted  after  typhoid  fever,  and  from  the  general  law  of  latent 
capacity  inherent  in  every  part  of  the  organism,  we  believe  that, 
in  many  of  the  class  we  have  chosen  to  call  the  subese,  digestive 
capacity  can  be  advantageously  increased. 

It  would  seem  as  if  man,  in  rising  in  the  animal  scale,  had 
sometimes  lost  the  equivalent  of  instinct  in  the  animals  below 
him,  in  judging  of  his  food  requirements.  I  am  aware  that  there 
are  those  who,  with  the  appearance  of  being  underfed,  with  the 
fact  of  under  weight,  and  with  chronic  leanness,  still  lead  long, 
useful,  uncomplaining  lives,  with  also  a  minimum  of  sleep.  The 
law  of  variation  must  explain  these  cases.  Our  concern  is  with 
a  class  of  persons  that  exist,  but  do  not  live,  that  unaided  are  as 
imprisoned  by  their  physical  condition  as  are  others  by  stone 
walls.  It  may  be  that  in  selected  subjects  of  this  class  the  man- 
agement and  treatment  which  has  been  recommended  will  be 
found  helpful. 

Discussion 

Dr.  Edward  B.  Angell,  Rochester:  For  the  past  two  or  three  years 
I  have  been  making  a  study  of  the  blood  pressure  in  the  ease  of  the  under- 
fed, and  contrary  to  what  is  usually  laid  down  in  the  books,  I  have  found 
that  there  is  a  marked  reduction  in  the  blood  pressure,  as  indicated  by  the 
Gaertner  tonometer  or  other  similar  instrument.  Instead  of  the  blood 
pressure  being  raised  I  have  found  the  pressure  reduced  almost  one-half. 
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In  one  case  it  was  reduced  to  50  mm.,  the  normal  being  110  to  140  mm.  In 
these  cases,  it  seems  to  me,  there  is  a  more  radical  defect  in  assimilation 
than  in  the  mere  matter  of  putting  food  into  the  stomach.  I  formerly 
treated  many  of  these  cases  in  the  manner  described  in  the  paper,  but  I  now 
endeavor  to  so  arrange  the  regimen  that  the  patient  secures  sufficient  exer- 
cise. The  crying  need  at  the  present  time  is  for  more  fresh  air;  our  fore- 
fathers lived  out-doors,  but  we  live  in  close  rooms  and  do  not  receive 
enough  oxygen. 

Dr.  A.  Jaoobi:  In  some  of  these  cases  the  stomach  is  imperfectly  de- 
veloped. In  quite  a  number  I  have  noticed  that  the  heart  is  rather  under- 
sized. There  are  certainly  cases  of  under-feeding  in  which  there  is  dimin- 
ished blood  pressure,  but  such  patients,  I  understand,  have  been  excluded. 

Dr.  Edward  D.  Fisher:  In  these  cases  it  is  largely  a  question  of  ac- 
customing the  stomach  to  take  enough  food  at  a  time.  His  method  is 
adapted  to  certain  cases,  just  as  Weir  Mitchell's  method  is,  but  the  latter 
seems  to  me  to  fail  utterly  in  many  instances.  It  is  difficult,  if  not  impossi- 
ble, to  determine  in  advance  just  what  ones  will  be  benefited. 


XLIV.  TRAUMATIC  HEMORRHAGE  OVER  THE  THIRD 

ANTERIOR  FRONTAL  CONVOLUTION  OF  THE 

BRAIN;  OPERATION;  REMOVAL;  RECOVERY 

Remarks  on  Present  Status  op  Brain  Surgery 

By  WILLIAM  C.  KRAUSS,  M.  D. 

BUFFALO 

The  surgical  invasion  of  the  brain,  begun  so  auspiciously  under 
the  leadership  of  the  English  surgeons,  Horsley  and  MacEwen, 
has  not  proven  so  successful  as  the  first  reports  seemed  to  indi- 
cate; nevertheless,  immense  strides  have  been  taken  in  this 
direction  and  beneficial  results  have  been  obtained  in  a  once 
barren  and  hopeless  field. 

Tumor,  abscess,  hemorrhage,  epilepsy,  microcephalus  insanity 
and  the  removal  of  the  Gasserian  ganglion  for  tic  douloureux 
are  the  indications  most  frequently  calling  for  surgical  inter- 
vention, and  the  trephine  has  become  an  all-important  agent 
in  the  treatment  of  these  various  lesions.  The  success  in  any  of 
these  conditions  depends  upon:  1.  An  accurate  diagnosis  made 
early  in  the  course  of  the  disease.  2.  An  accessible  lesion  demand- 
ing the  minimum  of  brain  destruction.  3.  A  faultless  surgical 
technique. 

With  these  conditions  anticipated  and  overcome,  results  will 
follow  which  will  restore  to  brain  surgery  much  that  has  been 
lost  by  indiscriminate  surgical  meddling,  which  marked  the 
early  period  of  this  procedure. 
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Up  to  January  1,  1903,  Starr1  found  in  medical  literature  365 
cases  of  brain  tumor  operated  on,  315  being  cerebral  and  fifty 
cerebellar,  with  the  following  results: 

Total.     Cerebral.    Cerebellar. 

Cases  in  which  the  tumor  was  not  found. ....  Ill            91                 20 
Cases  in  which  the  tumor  was  found  but  not 

removed 27             21                  6 

Cases  in  which  the  tumor  was  removed  and 

the  patient  died 59            51                  8 

Cases  in  which  the  tumor  was  removed  and  the 

patient  recovered 168           152                 16 

Percentage  of  failures 38 

Percentage  of   deaths 16 

Percentage  of  recoveries 46 

These  figures  are  sufficient  to  give  confidence  and  to  stimulate 
further  efforts  in  this  direction. 

Woolsey,2  in  an  instructive  paper  on  the  surgery  of  cerebral 
tumors,  including  a  table  of  101  cases  of  cerebral  tumors,  empha- 
sizes the  following  conclusions:  (1)  The  sphere  of  operation  for 
cerebral  tumors  may  be  and  has  been  extended  to  those  parts  of 
the  cortex  where  tumors  are  accessible  and  localizable,  i.  e.,  to  the 
prefontal,  parietal  and  occipital  regions,  in  addition  to  the  motor 
area.  (2)  The  prognosis,  both  immediate  and  remote,  is  as  good 
or  even  better  than  in  operations  for  malignant  growths  in  some 
other  locations.  (3)  This  prognosis  has  improved  with  the 
improvements  in  localization  and  operative  technique,  and  with 
the  limitation  of  the  radical  operation  to  cases  accurately  local- 
ized. (4)  The  palliative  operation  is  strongly  indicated  to 
relieve  symptoms  where  localization  cannot  be  accurately  made 
or  the  tumor  cannot  be  removed.  The  exploratory  operation  is 
contraindicated.  (5)  Practically  all  circumscribed  growths  of 
moderate  size  are  suitable  for  operation.  (6)  The  osteoplastic 
method  should  be  employed  and  the  most  rapid  and  perfect 
technique  adopted  which  the  circumstances  allow. 

The  application  of  surgery  for  the  relief  of  traumatic  insanity 
and  traumatic  epilepsy  has  not  been  as  favorable  as  anticipated, 
and  operations  for  these  conditions  are  becoming  justly  less  and 
less.  In  thirty-three  cases  of  epilepsy  operated  on  at  the  Craig 
Colony,  Sonyea,  N.  Y.,  Dr.  Spratling8  noted  the  following 
results: 

In  twenty-one  there  was  no  improvement  in  the  disease,  either 
temporary  or  permanent. 

In  eight  the  attacks  were  lessened  in  frequency  and  severity, 
the  operation  being  a  part  of  the  treatment  only. 
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In  three  the  disease  was  much  worse  after  the  operation. 

In  one  there  was  apparent  recovery. 

The  writer  reported  a  case  of  traumatic  epilepsy,4  operated 
upon  May  2,  1891,  with  freedom  from  attacks  for  twelve  months 
— then  recurrence;— a  second  operation  on  October  15,  1892, 
with  freedom  from  attacks  for  three  years;  a  third  operation 
was  performed  in  1895  with  favorable  results  for  six  years, 
and  finally  the  attacks  becoming  again  so  frequent  a  fourth 
operation  was  carried  out,  and  the  patient  died  from  the  shock. 
The  opening  in  the  skull  measured  four  inches  in  diameter. 

In  idiocy  and  imbecility,  with  microcephalus,  brain  surgery 
has  been  most  disappointing.  Starting  with  the  enthusiastic 
report  of  Lannelongue,  in  1891,  the  early  reports  looked  favor- 
able. As  time  went  on  the  successes  were  less  frequent,  and 
to-day  the  operation  is  rarely  performed  except  where  there  is 
simple  lack  of  development,  and  not  where  extensive  lesions  exist 
(Dana). 

Spratling5  presents  194  such  cases  in  paper  referred  to  under 
two  heads  in  condensed  form;  the  first  group  including  the 
more  immediate  results  in  111  cases  with  the  following  results: 

19  or  17%  died  in  consequence  of  operation  or  soon  after. 
25  or  22.5%  operated  on  with  no  result. 

10  or  9%  operated  on  with  slight  result,  but  not  satisfactory. 
24  or  21.5%  improved  in  stated  ways. 

30  or  27%  improvement  without  reports  as  to  its  character. 
3  or  3%  no  reports  as  to  result  given  in  general. 

The  second  group  of  eighty-three  cases  with  results  somewhat 
more  permanent  as  follows: 

20  or  24%  died. 

54  or  65%  unimproved. 
9  or  10j4%  improved. 

Lowenstein  voices,  perhaps,  the  popular  notion  regarding  this 
operation :  ' '  With  the  hypothesis  of  the  primary  synostosis  of 
the  sutures  and  f  ontanelles  and  the  secondary  hindrance  of  brain 
development  stands  or  falls  the  right  of  Lannelongue 's  opera- 
tion. The  hypothesis  is  false  and,  therefore,  the  operation  is 
not  a  suitable  one.    Death  or  no  result  follows. ' ' 

The  Krause-Hartley  operation  for  the  removal  or  breaking  up 
of  the  Gasserian  ganglion,  in  cases  of  obstinate  facial  neuralgia, 
has  been  measurably  successful  and  continues  to  receive  atten- 
tion. Two  cases  recehtly  presented  before  the  Buffalo  Academy 
of  Medicine,  by  Drs.  Marcel  Hartwig  and  William  C.  Phelps 
were  entirely  relieved  of  their  torture  by  this  operation. 

Perhaps  the  most  favorable  field  for  the  trephine  is  in  cases 
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of  sub-dural  hemorrhages  due  to  traumatism  or  to  spontaneous 
ruptures  during  violent  spasmodic  seizures,  as  in  whooping- 
cough,  These  hemorrhages,  whether  extra-dural,  sub-dural  or 
cortical,  fall  within  the  jurisdiction  of  the  surgeon,  and,  as  a 
rule,  if  operated  upon  early  give  very  gratifying  results. 
Whether  or  not  these  hemorrhages  would  absorb  without  ope- 
ration depends  upon  the  extent  and  source  of  the  hemorrhages; 
the  surgeon  no  doubt  in  some  cases  does  no  more  than  to  hasten 
what  would  naturally  have  otherwise  occurred. 

Success  in  cases  of  hemorrhage,  as  in  brain  tumors,  depends 
also  upon  an  early  diagnosis,  a  correct  localization  and  a  faultless 
surgical  technique.  The  following  case  of  contre-coup  hemor- 
rhage, due  to  traumatism,  is  deserving  of  publication  and 
resembles  in  some  respects  the  case  reported  by  Starr  in  Brain 
Surgery,  1893,  page  161.  As  in  that  case,  so  in  the  one  to  be 
reported,  a  complete  recovery  followed  the  removal  of  the  clot 

L.  B.,  male,  age  62;  height,  five  feet  eight  inches;  weight,  before  acci- 
dent, 202  pounds;  constitution  strong,  vigorous— heavy-built  man.  He  had 
always  enjoyed  the  best  of  health,  had  never  contracted  syphilis,  but  for 
years  had  been  moderately  addicted  to  the  use  of  liquor. 

On  Monday  evening,  August  10,  1903,  at  about  seven-thirty  o  'clock,  while 
trying  to  pass  from  the  rear  platform  of  an  open  trolley  car  along  the 
running-board  to  a  seat,  he  stumbled  against  the  wheel-guard  and  was 
precipitated  to  the  pavement.  The  car  was  running  at  a  speed  of,  perhaps, 
five  miles  per  hour,  and  he  struck  the  asphalt  pavement  on  the  right  side 
of  the  head,  over  the  region  of  the  right  eye,  and,  in  trying  to  save  himself, 
struck  on  his  right  shoulder  and  right  hand.  As  a  result  of  the  fall  he 
was  somewhat  stunned,  but  declared  to  Dr.  Pf  ohl,  who  was  on  the  car,  that 
he  "was  all  right"  and  not  injured  to  any  extent.  He  was  driven  to  his 
home,  accompanied  by  the  doctor,  who  found  the  following  condition : 

The  right  eye  was  greatly  swollen  and  discolored;  the  upper  eyelid 
stuck  out  like  a  cup.  The  conjunctiva  was  greatly  ecchymosed,  overlapping 
the  cornea,  and  the  eye  was  practically  closed  by  the  effusion.  The  right 
shoulder  was  bruised  and  discolored,  and  one  of  the  metacarpal  bones  of 
the  right  hand  was  fractured.  He  complained  of  great  pain  over  the 
occiput  during  the  night  of  such  intensity  that  the  neighbors  were  dis- 
turbed by  his  cries  and  groans.  He  had  eaten  a  hearty  supper  that  evening 
and  vomited  at  intervals  throughout  the  night. 

The  following  day,  Tuesday,  he  was  more  or  less  under  the  influence  of 
narcotics,  but  vomited  occasionally.  He  conversed  with  his  wife  and  daugh- 
ters on  various  topics  and  appeared  to  be  recovering  rapidly  from  the  fall. 

His  son,  a  careful  observer,  visited  him  at  noon  on  Tuesday  and,  with 
the  exception  of  the  discoloration,  noticed  nothing  wrong  about  him.  He 
talked  about  the  accident  and  business  matters,  and  when  asked  if  his 
employees  should  be  notified  said:  "No,  I  will  be  out  in  a  few  days." 
At  11  o'clock  that  night  he  was  sitting  up  with  his  family,  reading  the 
newspaper  and  engaged  in  general  conversation.  He  slept  fairly  well 
Tuesday  night. 
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On  Wednesday  morning,  August  12,  at  6  o  'clock,  his  wife  approached  his 
bed  and  asked  if  there  was  anything  he  wanted,  to  which  he  made  an  unin- 
telligible reply.  Thinking  he  was  jesting,  his  wife  asked  him  what  lan- 
guage he  was  talking,  Italian  or  Polish?  He  evidently  did  not  recognize 
her,  but  kept  on  jabbering  in  an  unintelligible  and  incoherent  manner. 
To  his  sister,  who  visited  him  this  morning,  he  said,  "Hello,  Clara"  very 
plainly,  then  jabbered  for  some  seconds. 

Wednesday  noon  his  son  called  again,  and  to  the  question  how  he  felt 
replied  quite  distinctly:  "All  right."  On  attempting  further  conversa- 
tion with  the  father,  the  son  noticed  that  the  first  two  or  three  words  of  a 
sentence  would  be  distinctly  spoken  and  the  remaining  words  would  be  an 
unintelligible  jumble,  as  if  spoken  in  a  strange  language.  As  time  went 
on  the  distinctly  spoken  words  became  less  and  less,  and  conversation  was 
stopped.  During  the  day  he  grew  more  confused,  became  partially  unman- 
ageable, insisted  on  going  to  the  toilet  room,  refused  all  nourishment,  left 
the  bed  several  times  and  tried  to  clothe  himself.  Being  a  strong,  powerful 
man,  he  was  unopposed  in  his  desires  and  actions.  He  did  not  complain 
of  any  headache,  and  had  not  vomited  this  day. 

The  case  having  assumed  a  more  serious  aspect,  Br.  Marcel  Hartwig  was 
called  into  consultation.  The  following  day,  Thursday,  August  13th,  I 
was  asked  to  meet  Drs.  Pfohl  and  Hartwig  in  consultation. 

The  patient  was  in  bed,  but  during  my  stay  at  the  house  arose  twice 
and,  slightly  assisted,  went  to  the  toilet  room  at  the  other  end  of  the  house. 
He  did  not  show  any  peculiarity  of  gait,  did  not  stagger,  nor  go  sideways, 
and  did  not  fatigue  perceptibly  by  the  exertion.  He  would  not  use  the 
bed-pan,  and,  although  recognizing  the  danger  of  further  hemorrhage, 
still  we  did  not  deem  it  wise  to  force  matters  with  kirn. 

His  face  was  badly  disfigured  and  discolored,  especially  about  the  region 
of  the  right  orbit.  He  did  not  seem  to  know  me  or  to  appreciate  his  sur- 
roundings. He  was  stuporous,  breathing  heavily,  his  cheeks  ballooning  in 
expiration,  and  only  with  difficulty  was  his  attention  riveted  for  a  few 
moments.  He  did  not  reply  to  questions  put  to  him,  and  only  once  did  he 
mutter  something  in  reply  to  Dr.  Hartwig. 

There  was  no  paralysis  of  the  facial  muscles,  or  of  the  arms  or  legs,  neither 
was  there  any  tremor  or  twitching  of  any  of  these  muscles.  Pupils  equal 
and  react  to  light.  The  tendon  reflexes  and  deep  reflexes  were  normal,  and 
no  disturbance  of  sensation.  The  pulse  was  72;  temperature,  98.5°  F.,  and 
respiration,  20. 

The  following  day,  Friday,  found  him  in  practically  the  same  condition, 
perhaps  somewhat  more  stuporous,  and  a  temperature  of  100  4-5°  F.  in  the 
morning  and  101  3-5°  F.  at  6:  30  P.  M.  He  drank  milk  and  water  freely, 
and  did  not  complain  of  headache.  Early  in  the  evening  his  son  noticed  a 
slight  tremor  of  the  chin,  and  later  on  the  family  observed  that  at  frequent 
intervals  he  would,  without  moving  his  head,  slowly  turn  his  eyes  toward 
the  right.  They,  thinking  he  was  annoyed  by  a  picture  on  the  wall,  removed 
it,  but  it  had  no  effect  on  the  patient.  At  times  his  lips  trembled  and  he 
uttered  a  cry  like  "mum-mum-mum."  The  nurse  had  been  instructed  to 
watch  the  right  arm  careful  for  twitching  or  contractions,  and  to  report 
at  once  their  appearance. 

At   10:  40  Saturday  morning  the  nurse  noticed  that  the  patient  would 
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have  convulsive  seizures  of  the  right  side  of  the  face,  instead  of  the  arm,  ! 

becoming  more  and  more  frequent  and  at  once  telephoned  for  the  physicians. 
Arriving  at  the  house,  I  found  Drs.  Hartwig  and  Pf ohl,  who  had  been  eye- 
witnesses to  several  of  these  attacks,  and  it  was  not  long  before  another 
one  made  its  appearance.    The  patient  was  lying  on  his  back,  quietly,  then  j 

slowly  moved  his  head  slightly  toward  the  right.     The  eyeballs  in   turn  | 

moved  toward  the  right  and  then  the  ejelids  were  closed.    This  spasmodic  I 

action  lasted  but  a  few  seconds  and  was  followed  by  a  series  of  clonic  con-  | 

vulsions.  The  forehead  was  not  involved  except  by  transmission.  The  whole 
right  face  moved  up  and  down  convulsively.  The  mouth  was  drawn  to  the 
right  and  the  jaw  worked  in  unison  with  the  face.  A  peculiar  sound  was 
made  by  the  working  of  the  lips,  as  if  smacking,  and  the  tongue  could  be 
seen  between  the  teeth,  jerking  and  pointing  toward  the  right.  The  right 
pupil  was  dilated,  but,  as  the  left  eye  had  been  atropinised  the  day  before, 
no  comparison  of  the  two  pupils  could  be  made. 

Following  the  clonic  seizure,  which  lasted,  perhaps,  thirty  seconds,  the 
patient  resumed  his  normal  appearance  and  breathed  heavily  for  a  few 
moments.  There  was  no  involvement  of  the  right  arm  or  leg,  no  foaming 
at  the  mouth  and  no  involuntary  urination. 

It  was  now  definitely  decided  to  urge  upon  the  family  the  necessity  of 
an  immediate  operation.  Consent  having  been  willingly  given,  it  was 
decided  to  operate  at  three  o'clock  that  afternoon.  While  this  conversation 
was  going  on  in  the  sick  room,  unfortunately,  the  patient  overheard  and 
understood  its  full  import,  as  he  was  seen  to  cry  and  sobbed  for  some  time. 
He  assisted  in  dressing  himself,  and,  on  looking  out  of  the  window  and 
seeing  the  ambulance  before  the  house,  said  very  plainly  and  distinctly: 
"No  hospital  for  me."  He  was  greatly  agitated  and  aroused  and  fought 
all  efforts  to  go.  A  carriage  was  thereupon  ordered,  and  it  was  thought  he 
might  be  induced  to  enter  under  the  guise  of  going  for  a  drive,  but  he  waved 
his  hand  and  said  again,  very  distinctly  but  pitifully,  so  that  all  in  his 
vicinity  could  hear  him:  "You  can't  fool  me."  He  was  then  forcibly 
picked  up,  carried  into  the  ambulance  and  hurriedly  driven  to  the  German 
Hospital. 

Surgical  report,  by  Dr.  Marcel  Hartwig.  Concerning  the  surgical  fea- 
tures of  this  interesting  case,  which  is  the  second  in  my  experience,  not  much 
is  to  be  said.  Contrecoup  bleedings  are  frequently  due  to  ruptures  of 
the  art.  meninges  media  or  its  branches.  In  this  case  I  could  not  establish 
this  fact,  although  the  quantity  of  blood-clots  between  pia  and  dura 
amounted  to  about  three  teaspoons,  and  the  flow  of  subdermal  blood  was 
considerable.  We  have,  therefore,  to  conclude  that  some  venue  communi- 
cantes  were  torn,  the  surface  of  the  brain  itself  looking  too  good  in  the 
trephine  opening  to  believe  that  a  rupture  of  the  brain  itself  should  have 
existed  in  the  covered  neighborhood.  Drainage  by  two  catgut-loops,  one 
forward,  one  backward  was  sufficient  to  take  care  of  the  leakage  after  the 
trephining.  A  fissure  in  the  bone  was  not  discovered.  Healing  under  the 
first  dressing.  The  dura  was  partly  united  by  catgut.  The  thinned  catgut 
strands  were  withdrawn  on  the  fifth  day.  Two  convulsive  seizures  of  light 
type  occurred  the  first  night  not  to  appear  again.    The  skilled  assistance  of 
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Dr.  H.  J.  Waterman,  of  New  York,  was  my  pleasant  privilege  to  have  at  this 
occasion. 

Fallowing  the  operation  he  had  no  spasm  until  10:  50  P.  M.,  when  the 
usual  convulsive  seizure  appeared.  This  was  followed  by  another  seizure 
at  12 :  30  A.  M.  and  1 :  25  A.  M.  Sunday.  His  pulse  during  the  night  ranged 
from  72  to  90;  temperature  from  103°  to  104°  F.  He  muttered  unintel- 
ligibly during  the  night,  was  restless,  passed  urine  involuntarily  and  tried 
to  tear  off  bandages.  During  the  night  from  Sunday  to  Monday  he  muttered 
many  intelligible  words,  as,  i  i  I  must  go  down  to  the  store, ' '  and  concerning 
business  matters.  He  made  many  motions  about  giving  out  and  receiving 
money;  imagined  he  was  smoking,  going  through  the  motions  of  putting 
the  right  hand  to  his  lips  and  then  knocking  off  the  ashes  from  cigar.  The 
hospital  physician  noticed  some  twitching  and  blinking  of  the  right  eye 
with  some  involvement  of  the  face  and  chin  of  the  right  side.  These 
attacks  were  very  slight  and  lasted  only  a  few  seconds.  These  light  seiz- 
ures, it  may  here  be  stated,  were  the  last  to  be  observed,  occurring  about 
forty-eight  hours  after  the  operation. 

Pulse  on  Monday,  August  17,  ranged  from  76  to  88;  temperature  from 
102°  to  103°  F. 

On  Tuesday,  the  18th,  he  spoke  at  times  very  plainly,  calling  for  his 
children  and  talking  at  random  about  his  business  affairs. 

Wednesday,  August  19,  the  dressings  were  changed  by  Dr.  Hartwig  and 
showed  slight  staining  with  cerebro-spinal  fluid.  No  further  hemorrhage 
had  taken  place.  The  wound  was  healing  rapidly  by  first  intention  and, 
with  exception  of  a  semi-stuporous  condition  at  times,  the  patient  was  pro- 
gressing satisfactorily.  On  being  roused  he  answered  questions  plainly. 
For  instance,  he  said:  "I  want  a  drink  of  cold  water,"  "I  am  tired;  " 
asked  what  time  it  was,  and  when  told  it  was  8  o'clock  said:  "I  want  to 
go  to  breakfast."  Pulse  to-day  ranged  from  80  to  94;  temperature,  from 
101°  to  101  3-5°  F. 

On  Thursday,  August  20,  he  gave  his  name  and  address  correctly,  and, 
spelling  his  name,  spoke  quite  audibly  on  being  questioned.  A  mild 
delirium  comes  over  him  frequently  during  the  day,  characterized  by  inco- 
herent language  about  his  business  affairs,  tearing  off  bandages  and  escap- 
ing into  the  corridors.  At  night  he  imagines  people  looking  in  through  the 
window.  Thinks  he  is  under  arrest  and  offers  to  settle.  He  becomes  very 
restless  and  is  with  difficulty  quieted. 

On  August  27  the  wound  had  thoroughly  healed,  the  temperature  had 
fallen  to  99°  F.;  pulse  72  to  75,  and  urination  ceased  to  be  involuntary. 
A  decided  general  improvement  had  taken  place  in  his  general  condition, 
the  delirium  had  passed  away  and  all  irregularity  of  speech  had  ceased. 

On  September  2,  4:30  P.  M.,  the  nurse  reported  as  follows:  "For  the 
first  time,  as  the  newspaper  was  lying  on  the  sofa,  the  patient  reached  out 
and  took  it.  He  opened  it  and  read  aloud  from  the  first  page  as  correctly 
and  as  good  as  one  could  ask  without  glasses." 

He  wrote  some  short  letters  on  September  5th,  and  on  the  9th  accom- 
panied his  wife  to  the  street  car. 

On  September  12th  he  was  dismissed,  cured. 
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His  urine  daring  his  stay  at  hospital  contained  a  small  amount  of 
albumin. 

September  15,  1903,  accompanied  by  his  nurse,  he  reported  at  my  office, 
when  I  made  the  following  examination:  The  flap  on  the  left  side  of  the 
head  has  healed  perfectly.  It  is  two  inches  wide  at  the  base  and  two  inches 
long.  The  rounded  apex  is  three  and  one-fourth  inches  above  the  external 
auditory  meatus.  The  distance  from  the  upper  incision  to  the  external 
auditory  meatus  is  three  and  three-eighths  inches.  The  pupils  are  equal, 
react  to  light  and  accommodation.  The  fundi  are  normal,  papillae  not 
inflamed.  The  two  sides  of  the  face  are  symmetrical  and  functionate 
equally.  Tongue  when  protruded  shows  no  deviation  and  the  uvula  hangs 
straight.  There  is  no  perceptible  change  in  the  character  or  volume  of  his 
voice,  and  says  that  friends  to-day  recognized  his  voice  over  the  telephone 
without  knowing  beforehand  who  was  at  the  phone.  There  is  no  difference 
between  the  sensation  of  both  facial  halves.  A  mental  peculiarity  still 
present  is  his  inability  to  remember  names.  He  forgets  name  of  nurse, 
of  the  firms  with  whom  he  transacts  business  and  of  old  acquaintances. 
He  complains  of  pain  over  and  about  the  seat  of  the  wound,  commencing 
over  the  left  eye  and  travelling  backwards  beyond  the  scar.  He  says  that 
before  the  operation  he  was  very  near-sighted,  now  is  much  better  in 
regard  to  vision  and  can  see  to  read  names  across  the  street.  The  nurse 
was  retained  for  two  weeks,  during  which  time  the  patient's  memory 
returned  to  its  normal,  and  he  began  his  ordinary  routine  work  the  fore 
part  of  October,  1903. 

July  25,  1904.  The  patient  is  in  first-class  physical  condition  and  his 
recovery  is  therefore  absolute. 

The  case  is  a  remarkable  one  in  many  respects.  That  a  basilar 
fracture  of  the  skull  did  not  follow  the  heavy  blow  of  his  head 
on  the  pavement  is  unusual.  Severe  concussion  of  the  brain 
did  not  even  follow  as  he  was  not  rendered  unconscious,  and 
said  after  being  picked  up:  "  Oh,  I  am  not  hurt  much."  The 
pain  and  attacks  of  vomiting  the  following  day  were  the  only 
evidence  of  any  cerebral  injury,  and  were  it  not  for  his  con- 
tused eye  and  face  he  would  have  been  at  his  business  on  Sunday, 
August  11.  What  happened  was  a  small  localized  hemorrhage 
of  the  brain  membranes  on  the  side  of  the  head  opposite  to  the 
infliction  of  the  blow  commonly  known  as  contre-coup  hemor- 
rhage. This  occurred  almost  immediately  over  the  cap  of  Broca, 
third  anterior  frontal  convolution  of  left  hemisphere.  The  hemor- 
rhage was  slowly  progressive,  as  no  difficulty  of  spech  was  noticed 
until  some  sixty  hours  after  the  injury,  producing  symptoms  of 
aphasia  and  paraphasia.  The  extension  of  the  hemorrhage  back- 
ward and  downward,  involving  the  facial  center,  was  no  doubt 
due  to  the  gravity,  owing  to  patient's  recumbent  position.  The 
vessel  injured  was  undoubtedly  a  small  vein  of  the  pia,  situated, 
perhaps,  just  anterior  to  the  speech  center  and  not  producing 
localizing  symptoms  until  involvement  by  pressure  of  the  neigh- 
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boring  brain  cortex.  The  slowly  oncoming  procession  of  symp- 
toms would  vouch  for  this  conclusion,  as  headache  and  vomiting. 
The  second  day  aphasia,  and  paraphasia  the  third  day,  and  facial 
epilepsy  of  the  Jacksonian  type  on  the  fourth  day  after  the 
injury.  Whether  the  arm  and  other  center  would  have  become  % 
involved  later  is  questionable.  As  the  dressings  on  the  fourth  day 
after  the  operation  showed  no  blood  stains  only  those  of  cerebro- 
spinal fluid,  it  is  safe  to  assume  that  the  pressure  of  the  clot 
upon  the  injured  vessel  was  sufficient  to  stay  further  hemorrhage 
and  that  no  other  centers  were  liable  to  compression. 

The  diagnosis  of  hysteria  was  not  wholly  disrgarded. 

The  tardy  appearance  of  symptoms  after  a  railway  injury- 
peculiar  behavior  of  patient,  his  inability  to  converse  or  even 
to  utter  intelligible  words— from  Wednesday  night  until  he  saw 
the  ambulance  in  front  of  door,  and  then  distinctly  saying, 
"  No  hospital  for  me  "  and  "  You  can't  fool  me,"  could  all 
be  easily  regarded  with  suspicion ;  and  the  diagnosis  of  hysteria 
was  never  wholly  lost  sight  of  until  the  appearance  of  the  facial 
epilepsy  of  the  right  side.  This  fact,  coupled  with  the  aphasia 
showing  successive  involvement  of  neighboring  brain  centers  of 
the  left  hemisphere,  was  absolutely  conclusive  and  made  the  diag- 
nosis unconditional.  The  pressure  of  the  clot  over  the  speech- 
center  had  the  effect  of  producing  a  functional  aphasia,  and  the 
excitement  attendant  upon  removal  of  patient  to  the  hospital 
was  sufficient  to  overcome  the  speech  defect  for  the  time  being. 
The  finding  of  the  clot  with  small  loss  of  the  calvarium,  its% 
speedy  removal,  the  hasty  healing  of  the  wound — absence  of  all 
sepsis  and  complete  restoration  of  the  patient  to  perfect  health, 
all  within  a  few  weeks,— shows  surgical  skill  of  marked  degree. 

1.  Journal  of  Nervous  and  Mental  Diseases,  July,  1908.  page  398. 

S.  American  Journal  of  the  Medical  Sciences,  Vol.  128,  page  966. 

8.  American  Journal  of  Insanity,  Jnly,  1908,  page  27. 

4.  Buffalo  Medical  Journal,  November,  189). 
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XLV.   OTITIC  SEROUS  MENINGITIS;   LUMBAR 
PUNCTURE,  RECOVERY 

By  FRANCIS  HUBER,  M.  D. 

NEW  YORK  CITY 

Lumbar  puncture,  unquestionably,  must  be  looked  upon  as  a 
most  useful  adjunct  to  the  methods  employed  in  making  a  dif- 
ferential diagnosis  in  the  various  acute  inflammatory  states 
involving  the  meninges.  The  procedure  enables  us  to  arrive  at 
a  positive  diagnosis  (1)  by  microscopic  examination  of  the  sedi- 
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ments;  (2)  by  cultures  taken  from  the  fluid,  and  finally  by 
inoculation  experiments  upon  animals. 

The  discovery  of  the  pathogenic  microorganism  in  the  cerebro- 
spinal liquid  definitely  establishes  the  nature  of  the  infection— a 
fact  which  cannot  be  determined  in  any  other  way  during  life. 
Therapeutically,  it  may  be  of  direct  value  as  a  palliative,  in 
temporarily  relieving  symptoms  of  congestion,  edema,  pressure, 
coma,  etc.  In  other  instances  it  has  a  decided  beneficial  influ- 
ence, and  must  be  considered  a  curative  measure  in  the  sense  in 
which  we  regard  aspiration  of  the  pleural  cavity. 

"  The  explanation  of  the  beneficial  effect  resulting  from  the 
puncture  is  probably  due  to  a  reduction  of  the  fluid  tension  by 
means  of  which  absorption  again  takes  place,  and  equilibrium 
is  established  analogous  to  what  occurs  in  many  instances  in 
pleurisy  and  ascites.' '    (S.  0.  Goldan.) 

To  say  that  the  procedure  possesses  but  little  therapeutic  value 
is  certainly  taking  a  pessimistic  view.  The  brilliant  results 
obtained  in  the  following  case  are  instructive  and  convincing: 

Case.— L  B.,  aged  2%,  born  in  New  York,  of  Russian  parentage,  was  ad- 
mitted to  the  children's  ward  of  the  Beth  Israel  Hospital,  January  8,  1903. 
There  is  no  history  of  tuberculosis  in  the  family.  However,  there  is  a  history 
of  insanity  in  the  grandmother,  an  uncle  died  insane,  and  an  aunt  suffers 
from  epilepsy.  Her  father  is  addicted  to  the  use  of  alcohol. 

Personal  History.— She  was  born  after  a  difficult  labor,  though  instru- 
ments were  not  employed,  was  cyanosed  for  several  days,  her  cry  was  feeble. 
She  was  breast-fed  for  nine  months,  and  began  to  walk  after  seventeen 
months.  For  more  than  two  years  she  had  had  a  foul-smelling  discharge 
from  the  right  ear,  the  original  cause  of  which  could  not  be  made  out  at 
the  time.  There  is  no  history  of  any  of  the  eruptive  fevers.  A  subsequent 
examination  revealed  large  adenoids. 

Present  History.— Fourteen  days  before  admission  the  child  became  rest- 
less, began  to  cry  considerably,  and  acted  as  though  greatly  frightened. 
Four  days  later  she  began  to  have  convulsions.  The  seizures  were  general, 
and  recurred  every  thirty  minutes.  The  attacks  were  characterized  by  a 
loud  cry,  the  child  would  fall  to  the  ground  suddenly.  The  movements 
were  both  clonic  and  tonic,  and  lasted  about  three  minutes*  Of  late  the 
attacks  have  been  increasing  in  frequency,  but  are  of  shorter  duration. 
Occasionally  vomiting  occurs  after  an  attack,  at  other  times  the  child  would 
cry  and  fall  asleep.  The  convulsive  seizures  occur  at  night  as  well  as  dur- 
ing the  day,  and  are  brought  on  by  any  external  source  of  irritation. 

Examinations.— General  nutrition  is  good.  Face  is  suffused,  expression 
dull,  child  is  apathetic  and  in  a  semicomatose  state.  Extremities  are  cold 
and  blue.  Surface  is  generally  mottled.  Tongue  is  coated  and  moist. 
Eyes  show  convergent  strabismus,  and  moderate  lateral  nystagmus.  Pupils 
are  dilated,  the  right  more  than  the  left.  Under  light  test  they  contract 
slowly  and  to  moderate  extent,  then  slowly  dilate  again,  and  again  con- 
tract.    Taches  cerebrales  are  easily  produced.    There  is  an  offensive  puru- 


Digitized  by 


Google 


FRANCIS    HUBER  387 

lent  discharge  from  the  right  ear,  no  tenderness  over  the  mastoid  region  or 
the  side  of  skulL  There  is  no  edema  of  this  area.  Pulse  is  rapid,  no  irregu- 
larity of  intermission.  Reflexes  in  general  are  exaggerated.  Moving  the 
patient  or  attempts  at  feeding  are  followed  by  convulsive  seizures.  Lumbar 
puncture  was  proposed  for  diagnostic  purposes,  but  could  not  be  carried 
out,  as  the  violent  character  of  the  attacks  brought  on  in  attempting  to  put 
the  child  in  position,  interf erred  with  the  necessary  manipulations. 

The  neuropathic  family  history  of  insanity,  epilepsy,  etc.,  in 
the  parents  and  near  relatives  suggested  a  condition  of  status 
epilepticus.  The  latter,  however,  could  be  excluded  from  the 
history  of  the  case,  and  the  fact  that  the  convulsions  dated  back 
only  two  weeks.  Careful  inquiry  failed  to  elicit  a  history  of  a 
fall,  blow  or  traumatism  of  any  kind.  By  exclusion,  therefore, 
we  were  compelled  to  look  upon  the  chronic  suppuration  in  the 
ear  as  a  probable  etiologic  factor,  though  no  focal  symptoms  were 
present.  The  statistics  of  Pitt  estimate  that  five  per  cent,  of  all 
cases  of  meningitis  are  of  otitic  origin.  Dr.  W.  Preudenthal 
(consulting  physician  to  the  hospital),  to  whom  I  herewith  extend 
my  thanks  for  his  wise  and  conservative  counsel,  was  now 
requested  to  examine  the  patient. 

Report  of  Dr.  Wolff  Freudenthal : 

On  January  10, 1903, 1  saw  the  child  at  the  request  of  Dr.  Francis  Huber. 
She  had  had  convulsions,  which  were  increasing  in  number  and  severity, 
the  pulse  was  getting  irregular,  and  the  whole  aspect  of  the  case  appeared 
worse  than  at  the  beginning.  There  being  a  suspicion  of  mastoiditis,  I 
was  called  in.  After  removing  from  the  right  ear  the  offensive  discharge 
that  had  lasted  for  the  past  two  years,  an  exceptionally  large  perforation 
of  the  drum  membrane  could  be  seen,  out  of  which  pus  oozed.  There  was 
no  swelling  over  the  mastoid,  no  tenderness  or  pain  over  any  part,  the 
temperature  was  100°,  pulse  130,  and  the  child  cried  inceSsantly.  Beside, 
she  had  had  seven  attacks  during  the  past  night  and  eight  during  the  day. 
As  the  mastoid  symptoms  were  not  very  well  marked,  it  was  thought  there 
could  be  no  risk  in  waiting  twenty-four  hours  longer.  At  the  end  of  this 
period  the  attacks  had  increased  in  frequency,  and  the  general  prostration 
was  more  marked.  The  general  belief  of  all  concerned  in  the  case  was 
that  the  only  salvation  for  the  child  must  come  from  the  opening  of  the 
mastoid.  At  2:30  P.  M.  on  January  11  the  operation  was  performed  in  the 
usual  manner.  After  chiseling  away  all  the  diseased  bone,  the  dura  mater 
was  seen  to  bulge  outward,  and  it  was  apparent  that  there  was  pressure 
from  within.  T  hesitated,  however,  to  withdraw  any  fluid,  because  an  in- 
fection was  possible,  and  surely  not  desirable.  The  wound  was  packed, 
and  at  4  p.  M.  the  house  physician,  Dr.  Nisonoff,  under  the  supervision  of 
Dr.  Huber,  withdrew  about  thirty  gms.  of  spinal  fluid  by  means  of  lumbar 
puncture.  Within  the  next  two  hours  the  child  had  three  convulsive  attacks. 
Six  hours  later  twitching  of  the  extremities  set  in,  beginning  at  12  midnight 
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and  ending  1  a.  m.  She  became  quiet  after  repeated  hypnotic  medica- 
tion. Another  such  severe  attack  commenced  at  4:45  in  the  morning  and 
lasted  three  quarters  of  an  hour.  At  noon  the  next  day  (January  12) 
sixteen  gms.  of  spinal  fluid  were  withdrawn,  after  which  the  symptoms 
gradually  improved,  and  the  child  was  discharged  on  February  2,  twenty- 
two  days  after  the  operation  was  performed. 

"When  seen  by  me  about  two  months  later,  she  was  bright  and  active, 
running  about  and  playing,  and  presented  no  evidences  of  her  severe  illness. 

In  the  treatment  of  the  patient  there  is  no  doubt  that,  in 
spite  of  the  nonexistence  of  any  local  evidences  of  mastoid 
trouble,  the  operation  was  justified.  In  addition  to  getting  rid 
of  the  local  diseased  focus  in  the  ear,  we  were  enabled  to 
eliminate  a  possible  pachymeningitis,  and  at  the  same  time 
relieve  the  intracranial  pressure  to  a  limited  extent.  In  resort- 
ing to  lumbar  puncture,  an  accidental  infection  during  the  ope- 
ration or  subsequent  dressings  of  the  cerebral  meninges  was 
avoided.  The  favorable  therapeutic  effects  following  the  with- 
drawal of  the  cerebrospinal  fluid  were  manifested  in  a  very  few 
days.  On  January  14  the  child  was  still  somewhat  restless.  On 
January  16  it  was  bright,  took  interest  in  its  surroundings  and 
could  with  difficulty  be  kept  in  bed. 

Subsequently  in  looking  over  the  literature  (though  at  the  time 
of  the  operation  not  aware  of  the  facts)  the  following  valuable 
abstract  was  met : 

Schwartze,  of .  Halle,1  made  an  interesting  communication 
with  reference  to  the  importance  of  lumbar  puncture  in  otology. 
He  has  employed  the  method  for  several  years  in  his  clinic,  and 
he  is  impressed  with  its  value.  When  the  puncture  results  in 
the  outflow  of  a  normal,  clear  liquid,  we  can  exclude  diffuse 
purulent  meningitis  in  cases  of  otitis  with  intracranial  compli- 
cations. When  the  fluid,  however,  is  clouded,  tad  is  rich  in 
leukocytes,  and  contains  organisms,  we  may  suspect  the  pres- 
ence of  either  a  diffuse  purulent  meningitis  or  of  cerebrospinal 
meningitis.  When  the  fluid  is  slightly  opalescent  we  may  say 
in  all  probability  that  we  have  a  case  of  tuberculous  meningitis 
complicating  the  otitis.  A  considerable  increase  in  the  cerebro- 
spinal fluid  points  to  the  presence  of  sinus  thrombosis. 

Since  this  was  written  Babinski2  has  reported  cases  in  which 
the  abstraction  of  a  small  quantity  of  cerebrospinal  fluid,  for 
the  relief  of  certain  affections  of  the  ears  accompanied  by  tin- 
nitus and  vertigo,  has  been  attended  with  gratifying  results. 

In  dispensary  and  hospital  practice  meningeal  complications 
following  chronic  suppuration  of  the  ear  are  not  uncommon.  A 
few  remarks  from  some  recent  papers  are  in  order.  The  prog- 
nosis of  chronic  middle-ear  suppuration  may  be  expressed  in  the 
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following  words  of  MacEwen :  * '  One  who  has  chronic  purulent 
otitis  media  is  liable  to  have,  with  very  little  warning,  a  most 
serious  or  even  fatal  illness.'1 

The  serious  nature  of  the  lesion  is  evident  from  a  perusal  of 
the  following  excerpt :  '  *  When  meningitis  was  present,  and  it 
could  not  be  localized,  little  could  be  gained  by  a  surgical  pro- 
cedure. An  ice  cap  should  be  applied  and  large  doses  of  potas- 
sium iodid  given  internally.  A  meningeal  complication  was 
almost  always  fatal.  Leptomeningitis  was  almost  invariably 
fatal,  yet  it  would  seem  natural  when  recognized  early  to  explore 
and  drain  the  region. ' '    ( McKernon.8 ) 

To  quote  from  the  excellent  paper  of  Dr.  Lewis  :4 

It  is  remarkable,  not  that  so  many  eases  of  intracranial  and  other  com- 
plications arise  in  the  course  of  a  chronic  purulent  inflammation  of  the 
middle  ear,  but  that  many  more  cases  do  not  occur,  for  upon  reflection  it 
must  be  admitted  that  almost  ideal  conditions  exist  in  and  near  the  middle 
ear  for  the  propagation  of  pathogenic  germs,  and  for  their  penetration  into 
neighboring  regions.  It  is  also  a  fact  that  this  invasion  into  neighboring 
regions  is  still  further  promoted  by  gross  negligence  on  the  part  of  the 
laity,  and,  to  a  certain  extent,  by  the  failure  of  medical  men  to  realise  the 
dangerous  nature  of  this  class  of  cases.  Fortunately  the  latter  statement 
is  growing  day  by  day  less. 

Following  is  a  review  of  the  complications  abstracted  from 
the  article  referred  to : 

Chronic  middle-ear  suppurations,  in  addition  to  the  changes 
in  the  tympanic  membrane,  the  mucous  membrane  lining  the 
tympanum,  and  the  adjacent  related  cavities,  are  attended  with 
more  or  less  destruction  of  the  ossicles  and  necrosis  of  the  tym- 
panic walls  and  with  the  formation  of  granulations  and  polypi. 
The  other  auditory  structures,  as  the  petrous  portion  of  the  tem- 
poral bone,  may  be  involved  with  resulting  destruction  of  the 
auditory  nerve.  Cholesteatomas  may  form  or  mastoiditis  result. 
Finally  one  of  the  sinuses  at  the  base  may  be  implicated  in  a 
septic  inflammation  with  the  incidental  dangers.  The  dura  mater 
may  be  the  seat  of  a  general  or  localized  pachymeningitis  or 
extradural  abscess;  the  pia  and  arachnoid  may  be  involved, 
giving  rise  to  a  leptomeningitis,  or  the  septic  infection  may 
invade  the  cerebral  structures  with  the  formation  of  abscess  of 
the  brain. 

The  erosion  of  the  fallopian  canal  may  cause  a  facial  paraly- 
sis. Pyemia  or  septic  pneumonia  and  pleurisy  or  metastatic 
abscesses  of  the  joints  or  internal  organs  are  not  uncommon. 

Of  the  various  intracranial  complications  pachymeningitis  is 
the  one  commonly  met  (including  the  localized  or  so-called  extra- 
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dural  abscess  and  perisinus  abscess,  a  local  pachymeningitis  lim- 
ited to  the  site  of  the  sinus).  In  leptomeningitis  the  arachnoid 
and  pia  are  involved  with  a  high  rate  of  mortality.  Cases  of 
serous  meningitis  of  otitic  origin,  as  Lewis  believes,  occur  more 
often  than  we  have  heretofore  supposed.  However,  if  such  cases 
are  recognized  early,  and  operation  is  done  in  such  a  manner 
as  to  secure  good  drainage,  the  patients  stand  a  fair  chance  of 
recovery. 

In  our  case,  though  no  focal  symptoms  were  present,  the  indi- 
cations pointing  to  a  diffuse  meningitis,  it  was  considered  advis- 
able to  explore  the  mastoid,  first  to  determine  the  exact  condition 
of  the  bony  structure,  and  second  to  eliminate  a  possible  extra- 
dural abscess.  The  dura  was  found  to  be  tense  and  bulged  into 
the  wound.  A  probe  could  be  readily  passed  between  it  and  the 
bone  in  every  direction,  except  upward.  No  pus  was  present. 
Further  local  operative  measures  upon  the  meninges  were  not 
adopted.  The  close  proximity  of  the  foul-smelling  discharge 
from  the  external  auditory  passages  and  the  deeper  structures 
was  considered  to  be  a  source  of  danger  of  immediate  or  remote 
infection  of  the  meninges,  and  therefore  a  counterindication  to 
tapping  or  draining  the  dura  through  the  wound.  The  explora- 
tory operation  upon  the  mastoid  cleared  up  the  case  in  some 
respects,  though  the  intracranial  pressure  was  not  fully  relieved. 
It  was  therefore  suggested,  that  a  lumbar  puncture  be  performed. 
This  was  accordingly  carried  out  with  a  most  gratifying  result. 
No  tubercle  bacilli  were  found  in  the  fluid. 

j 
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Discussion 

Dr.  A.  Jacobi  of  New  York:  There  are  a  number  of  cases  of  serous 
meningitis  on  record  in  which  lumbar  puncture  has  proved  curative  and, 
hence,  this  procedure  should  be  tried  in  every  supposed  case  of  this  kind. 
Even  cases  of  streptococcus  meningitis  may  recover  after  lumbar  puncture. 
In  my  ward  in  Roosevelt  Hospital  there  has  been  observed  a  decided  im- 
provement, a  diminution  of  the  convulsions  and  of  the  spasticity  of  the 
muscles.  I  have  not  saved  such  cases,  but  from  the  improvement  noted  I 
believe  there  are  certain  cases  in  which  even  tuberculous  meningitis  may  be 
cured  by  such  procedure. 

Dr.  E.  B.  Angell,  Rochester:  I  had  under  my  care  in  the  City  Hospital 
last  spring  an  Italian  child  in  whom  the  diagnosis  of  meningitis  was  made. 
After  the  usual  local  applications  I  resolved  upon  lumbar  puncture.    The 
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interpreter  told  the  mother  what  I  purposed  to  do,  and  while  we  were 
making  preparations  for  the  operation,  the  mother  seized  her  child  and 
left  the  hospital.  A  few  weeks  later  she  brought  the  child  back  entirely 
well.  I  .wish,  by  reporting  this  case,  to  bring  out  the  -point  that  these 
cases  will  sometimes  recover  without  such  treatment. 

Dr.  Huber  (closing) :  1  question  very  much  whether  that  case  I  re- 
ported would  have  recovered  without  lumbar  puncture.  I  have  seen  cases 
similar  to  the  one  referred  to  by  Dr.  Angell.  The  symptoms  were,  how- 
ever mild,  and  when  the  discharge  appeared  from  the  ear  the  child  did 
nicely  without  lumbar  puncture.  It  is  well  known  that  meningitis,  secondary 
to  ear  trouble,  may  be  induced  either  by  some  process  in  the  neighborhood, 
or  through  the  blood.  As  we  could  not  find  any  other  cause  for  the  trouble, 
I  simply  referred  to  the  presence  of  an  intensely  foul  process  in  the  imme- 
diate neighborhood. 


XLVI.    TIC  DOULOUREUX  AND  OTHER  NEURALGIAS 

FROM  INTRA-NASAL  AND  ACCESSORY 

SINUS  PRESSURES 

By  SARGENT  F.  SNOW,  M.  D. 

SYRACUSE 

The  miserable  existence  of  people  suffering  with  tic  doulou- 
reux, buffetted  about  as  they  have  been  by  the  dentist,  who  has 
extracted  all  teeth  from  that  half  of  their  face,  and  the  nerve 
specialist,  who  has  put  them  through  all  kinds  of  hair-standing 
electrical  treatments,  not  to  mention  the  general  practitioner  with 
his  array  of  analgesics,  is  sufficient  to  impress  us  all  and  gives 
me  courage  to  present  a  brief  resume  of  my  further  observations 
on  neuralgic  affections  of  the  head.  I  say  further  observations, 
because,  in  1894,  under  the  title  of  "  Hemicrania  and  Other 
Neuralgic  Affections  of  the  Head  relieved  by  Intra-Nasal  Sur- 
gery "  (see  New  York  Medical  Journal,  March  31),  I  called 
attention  to  the  great  frequency  of  painful  condition  arising 
from  pressure  in  the  middle  turbinate  regions.  Again  in  1897, 
under  the  title  of  "  Headaches  from  Nasal  Causes  "  (see 
Medical  News,  July  10),  thirty  cases  were  reported  giving  per- 
centages, etc.,  of  improvement  from  purely  intra-nasal  opera- 
tions. I  also  had  the  honor,  in  1899,  to  present  a  paper  on 
"  Cephalagia  and  Tic  Douloureux  from  Accessory  Sinus  Affec- 
tions.,,  In  that  paper  attention  was  called  to  intra  or  endo 
sinus  pressures  as  a  cause  for  that  dreaded  and  agonizing  disease 
known  as  tic  douloureux.  Much  to  my  regret,  this  paper  could 
only  be  read  by  title  and  soon  became  buried  in  the  Transactions 
of  the  A.  M.  A. 
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It  is  useless  for  me  to  go  into  detail  as  to  the  possible  causes 
and  what  has  been  ascribed  proper  attempts  at  relief  of  this, 
our  most  painful  neuralgia.  While  it  is  not  my  intention  to  deny 
that  there  may  be  cases  caused  by  dental  caries,  pressures  on 
nerve  trunks,  etc.,  in  the  twenty  cases  that  I  have  observed  and 
treated,  I  have  seen  none  that  came  from  such  causes  nor  that 
required  an  excision  of  the  nerve  to  obtain  relief.  Each  and 
every  one  had  well-marked  intra-nasal  pressures  or  a  collection 
within  some  of  the  accessory  sinuses,  more  frequently  the  latter. 

Tic  douloureux,  with  its  paroxysms,  exists  in  the  acute,  sub- 
acute and  chronic  forms,  varying  from  sharp  twinges  to  the 
three  to  five  minute  seizures  of  supreme  agony.  The  acute  forms, 
as  seen  by  myself,  accompany  colds  with  sinus  accumulation  and 
passes  away  with  abatement  of  the  inflammation  or  the  renewal 
of  proper  nasal  drainage.  The  sub-acute  form  may  represent  an 
equal  degree  of  pain,  but  does  not  clear  up  with  the  removal  of 
nasal  obstruction ;  starts  anew  upon  slight  provocation,  showing 
us  that  a  better  outlet  must  be  made  from  an  affected  sinus  or 
some  nasal  pressure  demands  relief.  With  the  chronic  cases  any 
or  all  intra  sinus  morbid  states  from  pus,  granulations  and 
polyps  to  diseased  bone  may  be  expected,  and  in  these  chronic 
cases,  a  most  patient,  thorough  clearing  out  is  our  only  hope. 
Local  sprays  or  systemic  remedies  aid  only  as  they  reduce  con- 
gestion of  nasal  membranes,  prevent  bone  softening  or  improve 
the  general  health. 

A  pain  shooting  from  the  bridge  of  the  nose  outward  and 
upward  usually  indicates  an  involvement  of  the  anterior  eth- 
moids.  A  deeper  and  more  intense  pain  under  or  behind  the 
eye,  and  sometimes  apparently  in  the  ear  or  temple,  points  to 
the  middle  and  posterior  ethmoids ;  while  a  still  deeper  splitting 
pain,  radiating  outward  from  the  center  sometimes  reflected 
around  the  anterior  third  of  the  lower  jaw,  is  commonly  relieved 
by  opening  the  sphenoid.  Accumulations  within  the  maxillary 
antrum  are  characterized  by  paroxysms  of  localized  pain,  with 
sometimes  intense  muscular  tremor  and  successions  of  spasms, 
shaking  the  head  from  side  to  side. 

As  stated  before,  it  has  been  my  good  fortune  to  see  and  relieve 
twenty  of  these  chronic  cases  of  tic  douloureux  in  the  past  five 
years  by  such  methods  as  described,  and  no  line  of  work  has 
made  me  feel  more  personal  gratification.  To  see  the  strong  and 
the  feeble  racked  by  pains  so  intense  that  they  stop,  clutch  their 
face,  moan  and  cry  out  in  agony,  will  excite  the  sympathy  of  the 
most  calloused  surgeon,  and  I  feel  like  urging  a  renewal  of  effort 
and  a  more  thorough  investigation  of  the  upper  air  passages  for 
etiological  factors. 
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That  chronic,  recurring,  paroxysm  headaches  do  come  from 
nasal  causes  is  too  well  understood  to  admit  of  a  doubt.  Within 
the  past  three  years  many  men  have  brought  forward  proofs 
that  are  incontrovertible.  While  some  have  probably  been  dis- 
appointed that  the  removal  of  a  septal  spur,  deviation  or  enlarged 
middle  turbinate  did  not  clear  up  all  the  trouble,  it  should  not 
be  forgotten  that  there  can  still  remain  a  very  sensitive  state  of 
the  membranes;  these  sensitive  states  may  come  from  frequent 
colds,  constipation,  clogged  liver,  over-eating,  auto-intoxication, 
etc.,  any  or  all  of  them  sufficient  to  cause  intra-nasal  pressure 
and  prevent  proper  ventilation  or  drainage  of  the  accessory 
sinuses.  In  other  words,  our  best  treatment  and  surgical  skill 
will  sometimes  fail  to  complete  a  cure  if  we  neglect  their  sys- 
temic disorders. 

While  we  must  admit  that  hemicrania  is  sometimes  caused  by 
eye  strain  and  cerebral  tumors,  it  would  not  be  surprising  if  the 
future  showed  that  a  large  majority  of  all  headaches  and  facial 
pains  depended  upon  an  intermediate  nasal  pressure,  which  pres- 
sure had  to  be  removed  before  complete  relief  could  be  obtained 
from  any  plan  of  treatment.  These  intermediate  nasal  pres- 
sures may  be  from  only  a  temporary  engorgement  of  the  middle 
turbinate,  that  at  the  time  of  the  rhinologist's  examination  may 
be  absent,  but  when  they  do  come  on  are  sufficient  to  throw 
people  of  a  high  nervous  organization  into  an  attack  of  sick 
headache. 

The  middle  turbinate  may  seem  an  innocent  body  with  plenty 
of  room  between  it  and  the  septum  or  external  wall  when  the 
patient  has  just  been  exercising  or  is  in  a  sitting  posture;  but 
it  often  becomes  enlarged  and  crowded  from  functional  dis- 
turbances, or  when  he  remains  quiet  for  a  time  this  swollen  body 
then  may  effectually  block  all  drainage  from  and  ventilation  of 
the  anterior,  middle  and  posterior  ethmoids,  bringing  as  a  con- 
sequence varying  morbid  states  and  accumulations  with  attend- 
ant symptoms.  Further  than  this,  while  a  middle  turbinate  may 
present  no  appearance  of  enlargement,  or  as  being  pressed 
anteriorly,  probing  will  show  much  deep  crowding  either 
against  tfie  septum  or  outer  nasal  wall.  Pressure  on  nerve  fila- 
ments elsewhere  in  the  body  causes  reflected  pain,  why  not  here  t 
In  fact,  gentlemen,  a  close  observation  of  the  results  of  intra- 
nasal operative  work  during  the  past  twelve  years  has  deeply 
impressed  me  with  the  frequency  with  which  morbid  conditions 
within  the  upper  respiratory  tract  are  the  determining  etologi- 
cal  factors. 

The  intense  aggravated  forms  of  headaches  characterized  by 
convulsions,  rigidity  of  muscles,  etc.,  as  mentioned  in  the  previ- 
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ous  paper  spoken  of,  may  be  termed  cephalagra,  and  all  the 
cases  that  I  have  observed  have  been  in  females,  where  a  com- 
bination of  both  marked  nasal  and  uterine  factors  existed. 

That  many  cases  of  tic  douloureux  arise  from  intra-nasal  and 
sinus  pressures  is  without  question.  What  exact  per  cent,  arise 
from  such  causes  the  author  can  not  state.  Statistics  for  arriving 
at  a  definite  figure  seem  impossible  to  obtain,  as  in  1899,  when 
preparing  my  first  article  on  this  subject,  a  search  of  the  litera- 
ture at  my  command  failed  to  show  that  any  such  cases  had  been 
reported,  and  I  have  seen  no  such  reports  since.  Personally  I 
believe  that  eighty  per  cent,  would  be  a  modest  estimate.  At 
all  events,  we  have  good  cause  for  suspecting  either  intra-nasal 
or  sinus  pressures  and  advising  their  removal. 


XLVII.  FACULTIES  OF  THE  MIND  NOT  UNDERSTOOD 

AND  NOT  USED  WITH  SPECIAL  REFERENCE 

TO  THE  CURABILITY  OF  EPILEPSY 

By  M.  A.  VEEDER>  M.  D. 

LYONS 

Various  experiments  have  been  made  by  the  writer  with  refer- 
ence to  the  possible  existence  of  rudimentary  faculties  of  the 
mind  not  understood  and  not  used.  The  facts  brought  out  in 
the  course  of  such  experimentation  have  not  escaped  notice 
entirely  heretofore,  but  rather  when  encountered  have  been  mis- 
interpreted or  disregarded.  Just  as  there  are  rudimentary 
organs  of  the  body  there  are  rudimentary  faculties  of  the  mind. 
Such  organ,  or  faculty,  may  be  a  vestigial  remnant,  outgrown 
and  disused  in  the  course  of  development,  or  it  may  be  the  fore- 
runner of  development  yet  to  come.  Many  of  the  curious  phe- 
nomena now  coming  to  be  grouped  in  a  confused  way  under  the 
term  telepathy,  for  example,  are  forms  really  of  imperfect  sense 
perception  of  different  kinds,  so  incompletely  developed  that  we 
have  no  name  for  them. 

In  a  very  few  individuals,  and  very  exceptionally,  these  embry- 
onic powers  of  the  mind  are  developed  sufficiently  to  manifest 
themselves  spontaneously,  as  do  the  ordinary  faculties.  In  this 
case  it  becomes  a  question  simply  of  the  recognition  of  their  true 
nature.  Popularly,  as  a  rule,  they  are  referred  to  some  occult 
or  miraculous  agency.  Such,  for  example,  as  mediumistic  spirit 
control,  and  the  like,  whereas  they  are  rudimentary  powers  not 
as  yet  understood  and  not  used,  but  are  possessed  in  some  slight 
degree  by  all  men,  so  that  they  are  not  entirely  abnormal  and 
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exceptional,  as  is  commonly  supposed.  On  the  contrary,  they 
are  a  part  of  the  regular  order  of  nature,  and  are  not  a  form  of 
special  or  miraculous  interposition,  as  is  often  assumed. 

It  becomes  a  question  of  very  great  interest  as  to  the  possi- 
bility of  intensifying  the  activity  of  these  vestigial  attributes  of 
mind  so  as  to  make  them  clearly  apparent  and  bring  them  under 
control. 

Mental  action  is  very  largely  a  process  of  co-ordination.  Even 
in  the  simplest  mental  act  there  is  an  exceedingly  intricate  com- 
plex arrangement  of  co-ordinating  process.  The  eye,  in  and  of 
itself,  is  of  the  nature  of  an  organ  of  touch  concerned  merely 
with  the  presence  or  absence  of  light-waves.  But  behind  and 
above  the  eye  there  are  brain  convolutions  and  processes  which 
distinguish  color,  a  very  different  thing  from  determining  the 
mere  presence  or  absence  of  light.  In  like  manner  the  ear  makes 
known  the  presence  or  absence  of  sound-waves,  while  the  brain 
behind  it  distinguishes  tune.  Vision  may  be  acute  in  persons 
who  are  color-blind,  and  hearing  acute  in  persons  who  cannot 
distinguish  tune. 

The  initiatory  sensory  impulses  that  constitute  the  crude 
material  of  thought  undergo  much  elaboration  through  brain 
processes.  Such  elaboration  is  the  true  source  of  mental  power. 
One  would  suppose  from  reading  certain  authors  that  man  is 
capable  only  of  hypnotic  automatism.  But  passive  receptivity 
is  not  the  chief  function  of  mind.  The  highest  attributes  of 
mentality  are  distinctively  motor.  It  is  in  virtue  of  the  power 
which  the  mind  has  of  originating  and  co-ordinating  action  that 
sensory  impressions  become  knowledge.  Without  such  power  the 
eye  is  unseeing,  and  the  ear  does  not  hear.  With  it  every  attri- 
bute of  mind,  rudimentary  or  otherwise,  is  strengthened. 

From  this  point  of  view  it  becomes  necessary  to  devise  methods 
of  exercising  and  testing  the  co-ordinating  powers  of  the  mind. 
It  is  well  to  begin  in  the  simplest  manner  possible.  Suppose  a 
pencil  to  be  held  before  the  eye  and  then  removed  out  of  sight. 
It  can  be  known  instantly  whether  a  correct  image  of  the  pencil 
has  been  formed  in  the  mind,  and  whether  the  co-ordinating  pro- 
cesses involved  have  been  performed  perfectly,  by  asking  the 
subject  of  the  experiment  to  put  the  tip  of  the  forefinger  of 
each  hand  at  the  ends  of  the  imaginary  pencil  as  he  sees  it.  The 
actual  pencil  will  take  the  place  of  the  imaginary  pencil  and  fit 
perfectly  between  the  ends  of  the  fingers,  if  the  requisite  mental 
imagery  has  been  perfectly  formed. 

Simple  as  this  experiment  may  seem,  it  brings  to  light  powers 
which  are  the  crowning  glory  of  human  existence.  If  made 
somewhat  more  elaborate,  as  for  example,  by  asking  that  a  line 
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be  traced  about  the  edges  of  an  imaginary  object  resting  on  a 
sheet  of  paper,  the  subject  of  the  experiment,  if  he  has  the  proper 
aptitude,  will  not  only  make  a  correct  drawing,  but  will  experi- 
ence a  sence  of  exhilaration  and  mastery  in  so  doing  that  consti- 
tutes the  true  artist. 

In  like  manner  the  number  of  objects  in  a  group  may  be  known, 
not  by  counting  them  one  after  another,  but  at  a  glance  by 
instant  formation  of  a  vivid  mental  picture,  constituting  the 
possessor  of  this  aptitude  a  mathematical  genius.  There  are 
persons  who  are  able  to  estimate  and  put  together  numbers  in  a 
manner  that  is  marvelous.  Gauss,  the  famous  mathematician, 
had  this  power  to  such  an  extent  that  when  assigned  a  problem 
supposed  to  require  at  least  two  hours  for  its  proper  solution  he 
wrote  the  answer  at  once  with  as  much  ease  as  the  ordinary  per- 
son puts  two  and  two  together,  such  addition  of  two  requiring 
the  same  sort  of  ability  as  that  possessed  by  Gauss,  but  in  less 
degree. 

Especially  important  are  these  motor  and  co-ordinating  func- 
tions of  the  mind  in  connection  with  the  development  of  ideas 
of  motion,  resistance  and  force,  the  identification  of  the  force  in 
operation  in  any  particular  instance  being  the  basis  of  all  truly 
scientific  classification  and  knowledge.  It  is  not  so  much  environ- 
ment as  it  is  ability  to  see.  A  noted  chemist,  when  asked  to 
exhibit  his  laboratory,  brought  in  a  few  test  tubes  on  a  tray- 
Newton  saw  in  the  fall  of  an  apple  the  force  of  gravitation.  To 
Watts  a  teakettle  became  a  steam  engine.  To  minds  less  fully 
in  action  the  material  substance  of  the  apple,  or  of  the  steam 
jet,  is  all  that  is  seen  in  such  a  case,  the  forces  in  operation  being 
disregarded  or  looked  upon  as  pure  theory,  whereas,  there  can 
be  no  successful  use  of  knowledge  of  any  kind  unless  based  upon 
identification  of  the  forces  concerned.  The  swing  of  the  pendu- 
lum, the  fall  of  the  apple,  the  play  of  the  jet  of  steam,  are  mere 
fortuitous  circumstances  without  utility  or  significance  unless 
the  force  that  is  in  them  be  recognized  and  rightly  employed. 
The  recognition  of  energy,  potential  and  actual,  is  the  very  basis 
of  modern  scientific  achievement. 

•It  was  a  favorite  axiom  of  Agassiz  that  all  science  is  com- 
parative. He  might  have  gone  further  and  said  that  all  thinking 
is  comparative.  The  principle  of  co-ordination  and  harmonious 
adjustment  is  accessory  to  all  mental  action.  It  appears  in  qius- 
cular  control,  in  articulate  utterance  of  speech,  in  the  gesticu- 
lations of  the  speaker,  and  in  many  other  ways.  It  is  the  source 
of  ideas  of  space,  time,  number,  force  and  being,  and  of  such 
qualities  as  truthfulness  and  accuracy.  Creative  genius  in  art, 
science,  literature  and  philosophy  depends  upon  it.    The  eye  of 
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the  sculptor  sees  in  an  uncouth  block  of  marble,  that  nobody 
had  been  able  to  use,  the  form  of  the  famous  statue  of  David  of 
Michael  Angelo.  The  architect  sees  in  rough  bricks  and  mortar 
splendid  forms  and  realizes  them  in  actual  construction.  The 
pigments  that  the  painter  puts  on  the  canvass  may  be  dull  and 
seemingly  unpromising,  but  out  of  them  there  comes  a  picture 
that  is  the  glory  of  the  ages.  The  writer  and  the  speaker,  if  they 
have  what  is  termed  literary  form,  utter  words  that  will  live. 
With  the  mind  fully  in  operation  there  is  something  more  than 
mechanical  process  of  verbal  articulation.  It  appears  also  that 
classification,  comparison  and  invention  are  based  on  a  sense  of 
the  limitations  actually  existent  in  the  nature  of  things,  and  in 
the  powers  of  the  mind,  and  are  not  based  on  philosophical  trans- 
cendentalism, or  other  like  subterfuge,  by  which  it  is  sought  to 
avoid  the  toil  involved  in  the  distinctively  fruitful  use  of  the 
motor  functions  of  the  mind.  If  there  is  to  be  precision  and 
vividness  of  thought  the  proper  price  must  be  paid. 

Sad  to  say,  however,  educational  methods  do  not  always 
develope  these  powers.  On  the  contrary,  many  a  budding 
genius,  tinder  their  influence,  deteriorates  and  disappoints  fond 
expectation.  A  curious  instance  of  this  is  in  the  case  of  those 
mathematical  geniuses  to  whom  reference  has  been  made.  Ordi- 
narily they  lose  their  marvelous  powers  of  computation  to  a 
considerable  extent,  if  not  entirely  after  they  have  been  at  school 
for  a  time.  Archbishop  Whately,  the  well-known  writer  on 
logic,  experienced  this  in  his  own  person.  He  says  that  he 
became  a  perfect  dunce  at  figures,  although  gifted  with  marvel- 
ous mathematical  ability  early  in  life.  Education  may  kill  as 
well  as  make  alive. 

It  is  not  for  purposes  of  general  academic  discussion  that  these 
references  are  made ;  they  have  an  important  bearing  on  medical 
theory  and  practice.  There  is  some  recognition  of  the  principle 
involved  in  the  advice  commonly  given  to  patients  to  try  the 
benefits  of  change  of  scene  and  occupation.  In  athletic  training 
it  is  also  coming  to  be  the  recognized  practice  to  advise  that  the 
full  force  of  the  mind  be  concentrated  as  far  as  possible  on  the 
action  of  each  muscle  as  it  is  brought  into  use.  The  benefit  of 
mere  mechanical  movements,  as,  for  example,  in  swinging  clubs, 
is  as  nothing  in  comparison.  It  is  not  the  size  of  the  muscle, 
but  its  nerve  supply,  that  determines  its  real  strength  and 
efficiency.    If  this  is  cut  off  it  is  paralyzed  completely. 

Alertness  of  mind  and  capacity  for  real  thinking  are  essen- 
tially motor  and  creative,  strengthening  all  the  powers  both  of 
body  and  mind.  Especially  interesting  is  the  quickening  of 
sense  action,  not  only  of  the  ordinary  senses,  but  bringing  to 
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light  other  forms  of  sense  perception  not  as  yet  sufficiently 
developed  in  the  human  race  to  be  understood  and  used. 

To  demonstrate  this  the  subject  of  experiment  must  be  exer- 
cised in  co-ordinating  processes  until  it  is  perfectly  evident  that 
he  does  not  receive  ideas  passively,  but  creates  them,  not  fic- 
titiously, as  visions  and  castles  in  the  air,  but  conforming  to  fact 
and  reality,  and  capable  of  verification.  A  very  good  method 
to  begin  with  is  to  suggest  the  possibility  of  seeing  with  the  mind 
instead  of  the  eye,  as  do  the  blind.  The  effort  to  substitute  other 
faculties  and  powers  for  eyesight  necessitates  just  the  attitude 
of  mind  that  will  strengthen  those  powers  and  bring  to  light 
rudimentary  faculties,  if  such  there  are.  In  this  way  the  mus- 
cular sense,  and  the  sense  of  touch,  may  acquire  such  marvelous 
development  as  to  undergo  modification  practically  into  various 
forms  of  special  sense. 

As  the  result  of  experimentation  of  this  general  character 
along  the  lines  that  have  been  indicated,  it  has  been  found  that  a 
sense  of  direction  corresponding  to  the  instinct  of  homing  pigeons 
may  be  developed.  Also  there  is  a  sense  of  light,  affecting  the 
general  sensorium,  corresponding  to  heliotropism  in  plants,  that 
is  very  curious.  But  most  interesting  of  all,  perhaps,  is  a  certain 
sense  of  mental  activity  on  the  part  of  other  persons.  In  some 
respects  this  appears  to  be  akin  to  the  extreme  suggestibility 
observed  in  hypnotic  subjects.  But  it  can  be  best  developed,  in 
those  who  have  the  necessary  aptitude,  by  the  stimulation  of 
co-ordinating  processes,  which  put  the  mind  in  a  state  which 
appears  to  be  as  nearly  as  possible  the  exact  opposite  of  hypnot- 
ism, the  subject  being  very  much  awake  and  exceedingly  active 
and  interested,  instead  of  passive.  The  results  thus  obtained 
have  been  supposed  to  justify  various  theories  of  thought  trans- 
ference. But  when  stripped  of  adventitious  accessories,  and 
reduced  to  plain  matter  of  fact,  these  theories  prove  to  have  as 
their  basis  certain  forms  of  hypersensitiveness  of  the  ordinary 
senses  with  some  evidence  of  the  existence  of  other  forms  of  sense 
perception  as  yet  rudimentary. 

The  results  of  the  activity  of  these  rudimentary  forms  of  sense 
perception  resemble  the  feats  of  the  juggler  and  gymnast,  being 
curious  rather  than  of  practical  value.  Nevertheless,  experi- 
mentation and  study  in  this  line  is  of  interest  because  of  the 
light  it  may  throw  on  the  nature  and  results  of  co-ordinating 
processes,  which  form  such  an  important  part  of  mental  action 
of  every  kind. 

Such  co-ordination  requires  time  and  effort  for  its  perform- 
ance. It  is  as  though  feelers,  the  flagellae  of  neurones  perhaps, 
were  put  forth,  making  some  form  of  contact  at  certain  points  in 
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the  brain  and  nervous  system,  such  effort  being  attended  by 
weariness  and  exhaustion,  as  is  exercise  of  the  muscles.  This  is 
the  physiological  side  of  the  subject,  but  it  has  its  pathological 
relations  also. 

There  are  what  may  be  termed  mental  dislocations,  of  which 
f orgetfulness  is  a  familiar  example.  Just  the  sort  of  control  of 
mental  imagery  that  has  been  indicated  throughout  the  course 
of  the  present  discussion  is  indispensable  to  the  processes  of 
association  on  which  memory  depends.  Thus  regularly  and  in 
the  ordinary  conditions  of  the  mind  there  are  adjustments  which 
are  of  the  nature  of  the  reduction  of  mental  dislocations.  Ap 
to  the  extent  to  which  they  are  possible  in  disease  conditions 
depends  upon  the  presence  of  actual  destruction  of  tissue.  But 
even  in  such  cases  there  may  be  compensatory  arrangements, 
so  that  some  degree  of  improvement  may  be  possible  even  in 
organic  disease. 

It  is  especially  in  that  disorder  of  the  motor  functions  known 
as  epilepsy  that  the  writer  has  encountered  results  that  are  most 
curiously  suggestive  from  the  point  of  view  that  has  been  indi- 
cated. Not  unf requently  any  change  of  care  or  treatment  in 
these  cases  may  have  considerable  temporary  effect  in  mitigating 
the  seizures,  showing  that  mental  control  and  adjustment  plays 
a  part  in  connection  with  them.  Occasionally,  however,  the 
results  are  even  more  decisive,  a  strong  mental  impression  being 
attended  by  entire  cessation.  In  a  case  of  ten  years  duration, 
in  which  there  had  been  loss  of  consciousness  daily  for  several 
years,  an  attempt  was  made  to  test  the  co-ordinating  processes 
along  the  lines  that  have  been  indicated,  with  the  result  that 
there  has  been  entire  cessation  of  the  seizures  for  about  two 
years.  In  another  case  under  mental  stress  the  patient  attempted 
suicide,  and  there  have  been  no  more  fits  for  ten  years  as  the 
result  apparently  of  readjustment  of  mental  processes. 

It  is  to  be  understood  that  the  present  paper  is  a  mere  hint. 
The  subject  is  too  large  and  complicated  to  be  treated  ade- 
quately, even  in  barest  outline,  within  the  limits  here  possible. 

Discussion 

Dr.  Edward  D.  Fisher,  New  York:  I  think  all  will  agree  to  what  has 
been  said  about  the  functions  of  the  mind,  but  its  application  to  epilepsy 
is  not  so  very  easy.  In  a  normal  individual  the  faculties  can  be  trained 
to  almost  any  degree  of  perfection,  but  epilepsy  is  a  disease,  which  accord- 
ing to  modern  views,  is  of  an  organic  character.  It  is  an  organic  disease, 
a  deterioration  either  cortical  or  subcortical.  While  I  believe  we  should 
train  every  epileptic  to  some  systematic  idea  of  labor  or  occupation,  we 
have  not,   under   the  most   favorable   circumstances,   obtained  very   good 
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results.  I  refer  you  to  the  colonies  of  Craig  and  Bielefeld.  I  can  not  under- 
stand from  our  knowledge  of  the  actions  of  the  mind,  and  of  the  pathologi- 
cal conditions  in  epilepsy,  that  this  system  can  be  more  than  one  of  the 
helps  towards  a  possible  cure  of  the  milder  forms  of  epilepsy. 

De.  E.  B.  Anoell,  of  Rochester:  Dr.  Veeder's  work  has  been  very  care- 
fully done,  and  will  probably  yield  some  satisfactory  results,  but  if  we 
analyze  the  paper  I  think  we  shall  find  that  it  simply  means  a  change  in 
our  terminology.  It  is  not  proper  to  consider  epilepsy  as  a  psychopatholog- 
ical  condition,  for  it  is  now  looked  upon  as  a  physiological  or  organic  change 
in  the  structure  of  the  brain  tissue.  We  all  know  what  has  been  accomplished 
in  locomotor  ataxia  by  direct  education  of  the  mind  as  afforded  by  Fraenkel's 
movements.  Much  has  been  done  in  this  way  for  the  epileptic  in  reducing 
the  number  of  the  seizures  by  properly  directed  muscular  effort,  but  that 
epilepsy  is  curable  by  this  method  I  do  not  think  is  at  all  probable. 


XLVIII.    FIFTEEN  YEARS'  EXPERIENCE  WITH 
UTERINE  FIBROIDS 

By  WILLIS  E.  FORD,  M.D. 

utica 

The  methods  of  dealing  with  fibroid  tumors  of  the  uterus  are 
so  thoroughly  agreed  upon  by  the  profession  of  this  day,  and  the 
methods  of  operating  for  their  removal  have  become  so  perfected, 
that  there  is  but  little  disagreement  as  to  what  is  best  to  do  for  a 
woman  who  has  a  fibroid.  Such  was  not  the  case,  however,  even 
a  few  years  ago,  and  those  of  us  who  have  lived  long  enough  to 
hear  the  question  discussed  as  to  whether  an  operation  was  justi- 
fiable or  not,  and  what  operation  was  attended  with  the  least 
mortality,  and  what  the  ultimate  results  of  these  various  pro- 
cedures have  been,  marvel  at  the  accounts  written  fifteen  years 
ago  by  the  very  best  men  in  our  profession.  I  have  had  in  mind 
for  a  long  time  the  idea  of  collecting  my  own  cases  of  fibroid 
tumors,  especially  for  the  purpose  of  giving  the  after-history  of 
the  patients,  whether  treated  by  the  conservative  or  tentative 
method  or  by  radical  means.  While  I  have  been  working  on  this 
for  some  time  I  have  found  it  a  very  difficult  thing  to  do,  and  I 
finally  excluded  all  the  cases  in  my  private  practice  and  am  able 
to  present  only  part  of  the  cases  that  have  occurred  in  my  ser- 
vices at  St.  Luke's  Hospital  during  the  past  fifteen  years.  The 
number  is  not  large  enough  to  draw  many  definite  conclusions 
from,  and  I  shall  make  no  attempt  to  do  this ;  but  the  fact  that 
I  have  been  able  to  follow  the  history  of  so  many  patients  after 
they  have  left  the  hospital,  and  to  know  of  their  condition  years 
later,  has  seemed  to  me  a  matter  worth  recording. 
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My  impression  is,  that  there  was  a  greater  number  of  fibroid 
tumors  of  the  uterus  fifteen  years  ago  than  at  the  present  time- 
just  as  there  were  many  more  cases  of  ovarian  tumors  in  the 
community  twenty-five  years  ago  than  at  the  present  day.  Both 
kinds  of  tumors  had  been  neglected  for  so  many  years  that  there 
was  what  might  be  called  an  accumulation  of  cases.  There  are 
now  so  many  excellent  operators  throughout  the  country  who 
remove  these  growths  when  they  are  comparatively  small  that 
the  very  large  ones  are  seldom  found. 

In  1888  I  was  an  enthusiastic  believer  in  the  treatment  of  these 
tumors  by  means  of  electricity,  and  it  is  fair  to  say,  that  I  dis- 
covered very  early  that  those  fibroids  that  had  a  pedicle  and 
those  that  were  called  subserous  growths  were  affected  but  little, 
or  not  at  all,  by  electricity,  and  that,  therefore,  the  patients  I 
actually  treated  had  cases  of  the  intramural  variety.  While  I 
had  done  some  abdominal  surgery,  and  occasionally  had  found 
a  fibrocyst  or  a  suppurating  fibroid  which  I  had  mistaken  for  an 
ovarian  tumor  and  had  attempted  an  operation  for  its  removal, 
I  had  not  done  up  to  this  time  a  deliberate  operation  for  a  solid 
fibroid  by  abdominal  section.  It  is  true,  that  as  far  back  as  1884 
the  question  of  the  removal  of  fibroid  tumors  by  abdominal  sec- 
tion was  engaging  the  attention  of  a  few  men,  especially  Tait, 
Keith,  Bantock  and  Martin,  but  the  operation  was  not  looked 
upon  with  favor  by  any  considerable  number  on  this  side  of  the 
Atlantic.  In  1884  Dr.  Stanbury  Sutton  read  a  paper  before  the 
American  Gynecological  Society  upon  this  subject.1  In  this 
paper  he  enthusiastically  advocated  the  extirpation  of  these 
growths  by  surgical  procedure.  He  had  recently  returned  from 
abroad,  where  he  had  witnessed  these  operations  in  the  hands 
of  the  masters  of  the  profession,  and  was  convinced  that  it  was 
the  coming  method.  The  operation  at  that  time  was  done  by 
bringing  the  stump  of  the  amputated  uterus  out  of  the  wound 
and  fixing  it,  generally  with  a  serre-nwud  or  some  variety  of 
clamp,  known  as  the  extraperitoneal  method.  The  other  pro- 
cedure for  the  relief- of  fibroids  was  oophorectomy,  with  the  idea 
of  stopping  the  growth  of  the  tumor ;  or  in  the  submucous  vari- 
eties the  evulsion  of  the  tumor  from  its  bed  and  its  delivery 
through  the  vagina. 

In  1887,  Bantock,  of  London,  read  a  paper  before  the  Ameri- 
can Gynecological  Society  in  New  York,2  and  in  the  discussion 
such  men  as  Martin,  of  Berlin,  and  Simpson,  of  Edinburgh, 
took  part.  The  methods  of  operating  were  extraperitoneal 
mainly,  and  he  reported  fifty-seven  cases  of  his  own,  with  twelve 
deaths  by  supravaginal  hysterectomy  and  by  the  extraperitoneal 
method.    It  is  not  strange  when  so  few  men  were  operating  for 
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the  removal  of  fibroids  with  such  a  high  death-rate,  that  Keith, 
of  Edinburgh,  said  that  the  method  of  operating  must  be  so 
improved  that  the  death-rate  from  operation  would  be  less  than 
the  death-rate  caused  by  fibroids  that  were  left  unmolested, 
before  the  operation  could  be  justified.  It  is  not  strange,  there- 
fore, that  those  of  us  who  at  that  time  had  a  limited  experience 
in  abdominal  surgery,  and  that  mainly  for  the  removal  of  ovarian 
tumors,  tried  every  method  other  than  abdominal  section  for  the 
treatment  and  cure  of  these  growths.  In  1884,  Keith3  advo- 
cated electricity  vigorously,  and  the  lesser  operation  of  removing 
the  ovaries.  I  quote  from  page  430:  "  The  ultimate  results  of 
the  complete  removal  of  the  ovaries  in  small  tumors  is  extremely 
beneficial.  The  symptoms  are  cured,  the  growth  is  arrested,  and 
in  a  considerable  number  of  cases  the  uterus  gradually  returns 
to  its  natural  size." 

I  have  just  glanced  at  the  attitude  of  the  medical  profession 
at  that  time  regarding  these  growths  in  order  to  explain  why  I 
was  so  zealous  in  the  use  of  electricity  for  a  number  of  years 
subsequent  to  1888,  for  at  this  time,  as  shown  in  the  repeated 
discussions  on  this  subject  by  such  men  as  Emmet,  Lusk,  Thomas 
and  Wilson,  a  reluctant  assent  was  given  to  the  operation,  as  is 
shown  by  the  "  Transactions  of  the  American  Gynecological 
Society  "  in  1884,  1886,  1887,  1892  and  1893.  Dr.  Seth  Gordon, 
of  Portland,  Maine,  one  of  the  most  successful  abdominal  sur- 
geons, and  at  that  early  time  an  enthusiastic  advocate  of  the 
method  of  treating  these  tumors  by  operation,  made  the  following 
statement  as  late  as  1893 :4  * '  One  year  ago  I  read  a  short  paper 
before  the  American  Medical  Association  (Section  on  Obstet- 
rics and  Diseases  of  Women),  in  which  I  claimed  that  hysterec- 
tomy for  uterine  fibroids  is  the  only  proper  conservative  surgery,  # 
and  that  it  can  be  made  equally  safe  with  that  of  ovariotomy 
at  the  present  day.  In  the  course  of  the  discussion  I  found  but 
one  or  two  who  were  favorable  to  this  presentation  of  the  case, 
while  the  general  tenor  of  the  arguments  was  that  only  in  a 
comparatively  few  cases  were  such  radical  -measures  justifiable, 
inasmuch  as  the  mortality  and  suffering  were  so  very  insignifi- 
cant when  the  cases  are  left  to  run  their  course.' '  The  most 
notable  papers  to  my  mind  that  were  presented  on  this  subject, 
either  before  or  since  that  time,  were  read  in  1892  before  the 
American  Gynecological  Society,  by  Dr.  William  M.  Polk  and 
Dr.  Baer.  The  former  advocated  total  hysterectomy,  and  the 
latter  advocated  what  he  called  the  "  new  method  "  (as  it  prac- 
tically was)  by  supravaginal  amputation,  after  tying  off  the 
broad  ligaments  and  the  uterine  arteries— -the  operation  which 
is  to-day  the  most  popular  in  the  hands  of  all  operators.    Since 
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that  time  American  operators  have  been  generally  agreed  that 
the  proper  treatment  of  fibroids  which  give  symptoms  is  hys- 
terectomy or  myomectomy. 

While  I  had  done  a  few  operations  by  the  extraperitoneal 
method  previous  to  1896,  it  was  in  January  of  that  year  that  I 
did  my  first  operation  tay  Baer's  method,  which  I  have  steadily 
adhered  to  in  all  operations  of  this  kind  since.  The  whole  num- 
ber of  patients  with  fibroid  tumors  whom  I  have  treated  at  St. 
Luke's  hospital  since  1888  for  a  sufficient  length  of  time  to 
enable  me  to  say  that  they  were  under  treatment  long  enough 
to  get  a  definite  result,  and  whose  subsequent  histories  I  have 
been  able  to  ascertain,  is  162.  Of  these,  114  were  married, 
thirty-seven  were  single  and  eleven  were  widows.  One  was  under 
twenty  years  of  age,  thirteen  were  between  twenty  and  thirty, 
fifty-six  were  between  thirty  and  forty,  fifty-seven  were  between 
forty  and  fifty,  twenty-four  were  between  fifty  and  sixty  and 
eight  were  between  sixty  and  seventy.  Of  this  number  ninety- 
six  were  treated  by  galvanism,  most  of  them  during  the  early 
years  of  my  experience.  It  is  fair  to  say  that  the  treatment  by 
Apostolus  method  I  had  witnessed  in  his  clinic,  and  that  the 
current  I  used  was  a  six-ampere,  forty-volt  current,  with  the 
milliampere  meter  in  circuit  registering  from  fifty  to  one  hun- 
dred milliamperes.  Seven  of  these  patients  recovered  as  indi- 
cated by  the  disappearance  of  the  symptoms  and  the  tumor. 
Twenty-six  were  improved  as  to  the  symptoms  of  hemorrhage, 
pain,  etc.,  so  as  to  be  able  to  resume  their  duties  in  life.  Some 
few  of  this  class  suffered  relapse  and  after  a  year  or  two  were 
treated  again  in  the  same  manner,  and  then  remained  well  for  a 
period  of  five  years  at  least  afterward. 

The  next  class  of  cases,  and  by  far  the  most  important,  num- 
bers twenty-five  patients  whose  histories  I  have  been  able  to  fol- 
low for  at  least  five  years  subsequent  to  their  treatment,  and 
who  were  improved,  as  indicated  by  the  facts  that  the  tumor 
was  smaller  and  continued  to  diminish  in  size  after  treatment 
was  discontinued,  and  who  remained  in  good  health  and  were 
able  to  do  their  work.  I  could  add  materially  to  this  list  from 
my  private  practice.  Six  were  unimproved  in  any  particular. 
One  patient  died  as  the  direct  result  of  infection.  The  cause  of 
death  in  this  one  case  was  due  to  the  lighting  up  of  an  acute 
inflammation  in  an  old  gonorrheal  salpingitis,  which  in  those 
early  years  I  did  not  have  the  skill  to  diagnose,  and  which  pro- 
duced a  rapid  sepsis.  This  is  the  only  instance  of  accident  or 
injury  of  a  serious  nature  that  has  occurred  to  me  in  my  use  of 
this  very  heavy  current  of  electricity.  During  that  time,  when 
the  discussion  as  to  the  treatment  of  these  tumors  by  surgical 
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means  was  hottest,  and  along  about  1890  to  1895,  it  was  charged 
by  many  who  advocated  operative  procedure  and  who  were  skilled 
operators,  that  electricity  had  done  harm  in  a  number  of  the 
cases  in  which  they  operated  afterward,  and  had  lessened  the 
chances  of  recovery  by  operation.  I  was  not  so  well  qualified 
to  speak  at  that  time  on  this  question  as  I  am  now,  but  my 
impression  was  that  the  changes  found  in  the  tumors  operated, 
and  which  were  attributed  to  the  deleterious  influences  of  elec- 
tricity, were  not  due  to  the  current,  but  were  caused  either  by 
an  infection  from  its  improper  use  or  to  the  degenerative  changes 
in  the  ovaries,  tubes,  or  the  tumor  itself,  which  we  now  know  to 
be  most  common  in  patients  who  have  had  no  treatment  until 
the  operation  for  the  removal.  I  still  have  this  opinion,  and 
while  I  now  practice  the  operative  treatment  of  fibroids,  I  can- 
not condemn  the  use  of  electricity  on  these  grounds. 

In  the  next  group  of  thirty-one  cases  the  patients  were  treated 
by  curetment  by  tying  the  uterine  arteries  by  vagina,  and  the 
medicinal  treatment  by  ergot,  thyroid  extract,  etc.  Of  these, 
twenty-four  were  temporarily  improved,  and  seven  were  unim- 
proved, though  in  the  improved  cases  the  tumors  were  not  appre- 
ciably diminished  in  size.  I  have  grouped  together  the  cases  thus 
treated  by  various  means,  because  I  consider  that  one  method  is 
not  much  more  important  than  another— or,  at  least,  the  results 
obtained  were  about  the  same,  though,  of  course,  the  same 
method  was  not  applicable  for  all  cases. 

The  use  of  the  curet  in  hemorrhagic  cases  gives  temporary 
relief,  providing  the  operation  is  carefully  done.  It  is  a  safe 
procedure  if  carefully  performed,  but  nlight  prove  a  great  dan- 
ger unless  the  cases  were  carefully  selected.  I  have  seen  a 
sloughing  fibroid  after  a  miscarriage,  in  which  a  curet  had  been 
vigorously  used,  and  I  thought  with  great  harm.  The  hemor- 
rhage comes  from  a  diseased  endometrium  in  these  cases  oftener 
than  from  a  split  capsule,  and  hemorrhage  from  the  tumor  direct. 
I  would  not  use  the  curet  if  I  found  the  tumor  projecting  into 
the  cavity  and  its  capsule  ruptured.  I  do  not  think  that  ergot 
ever  starved  out  a  fibroid  tumor  so  that  it  could  be  said  to  be  of 
any  permanent  help.  It  is  true  that  in  a  few  cases  in  which  the 
tumor  is  intramural  and  has  a  tendency  to  force  its  way  into  the 
cavity  of  the  uterus,  a  long  use  of  ergot  aids  this  process  so  that 
a  small  tumor  is  thus  forced  forward  and  may  be  caught  and 
removed  through  the  dilated  uterine  canal.  It  seems  to  me, 
however,  that  this  is  the  limit  of  the  use  in  the  administration 
of  ergot. 

So  far  as  the  theory  of  tying  off  the  uterine  arteries  for  the 
purpose  of  starving  the  tumor  is  concerned,  my  own  experience 
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is  that  the  operation,  which  I  tried  faithfully  in  a  few  cases,  was 
not  fortunate.  In  the  first  place,  it  is  a  very  difficult  thing  to 
catch  the  uterine  arteries  by  vagina,  especially  if  the  tumor  is 
low  down.  I  abandoned  it  soon  as  a  useless  process,  and  one  that 
was  hazardous  and  difficult.  Regarding  the  use  of  thyroid 
extract,  I  am  in  doubt  now  as  to  whether  I  got  any  permanent 
results  or  not.  I  do  not  think  it  lessened  the  hemorrhage  in  any 
considerable  number  of  cases.  I  have  been  able  to  stop  the 
bleeding  lately  by  the  use  of  adrenalin  or  the  extract  of  supra- 
renal capsule,  and  I  am  quite  positive  that  this  animal  extract 
has  a  decided  influence  in  checking  uterine  hemorrhage,  though 
none  of  these  things  has  any  special  bearing  on  the  cure  of  the 
tumor.  As  for  other  medicines,  I  cannot  say  positively  that  I 
have  had  any  results  worth  reporting,  though  I  have  tried  various 
things. 

The  number  of  patients  operated  upon  is  sixty-one.  Six  of 
these  were  my  early  operations  by  abdominal  section,  with 
external  treatment  of  the  stump.  Two  of  these  died.  It  is  fair 
to  say  that  in  one  case  the  operation  itself  could  not  be  wholly 
blamed,  because  the  woman  had  an  apoplexy  a  few  days  after- 
ward, and  I  then  learned  that  she  had  had  a  cerebral  hemor- 
rhage several  years  before,  though  I  did  not  know  this  at  the 
time  of  the  operation.  The  other  was  a  very  large  tumor  in  a 
woman  who  had  been 'operated  on  before  in  New  York  for  the 
removal  of  the  ovaries,  and  the  fibroid  was  sloughing,  and  death 
was  caused  by  sepsis.  Since  that  time  all  abdominal  operations 
have  been  done  by  supravaginal  amputation,  after  Baer's  method. 
These  numbered  thirty-four,  with  four  deaths.  By  vaginal  hys- 
terectomy I  have  removed  ten,  with  one  death.  These  cases  were 
attempted  for  tumors  of  considerable  size,  and  soon  after  the 
reading  of  Jacob's  paper  in  this  country,  and  after  I  had  seen 
him  operate  in  Brussels,  and  Segon  and  Richellot,  in  Paris,  for 
very  large  fibroids,  by  morcellement.  I  think  too  much  was 
expected  from  this  operation,  and  the  American  method  by 
abdominal  section  proved  to  be  safer.  The  one  death  was  due 
to  hemorrhage.  Eleven  patients  were  operated  upon  by  dilation 
of  the  uterus  and  the  enucleation  of  the  tumor.  Two  of  the 
tumors  were  very  large,  the  others  being  small  in  size— that  is 
to  say,  not  larger,  perhaps,  than  an  orange.  My  experience  with 
the  operation,  however,  was  not  satisfactory,  excepting  in  women 
who  had  borne  children  and  had  a  large,  short  vagina,  and  in 
whom  the  tumor  could  be  easily  mapped  out  by  the  finger  after 
dilating  the  uterus.  Of  course,  I  do  not  refer  to  the  polypoid 
growths  protruding  into  the  vagina  and  held  by  a  pedicle.  It 
was  harder  to  perform  than  abdominal  section,  and  I  think  more 
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dangerous.  In  one  case  I  got  a  very  large  tumor  detached  and 
could  not  deliver  it,  and  the  hemorrhoge  was  so  profuse  that 
I  had  to  tampon  the  entire  cavity  and  wait  until  the  next  day, 
when,  by  slit#ng  the  cervix  extensively,  I  was  able  to  de- 
liver the  tumor  with  forceps.  I  had  no  deaths  from  this  pro- 
cedure. 

The  number  of  patients  operated  upon  out  of  the  whole  num- 
ber shows  a  larger  ratio  than  is  normal.  These  cases  were 
selected  from  a  larger  number  seen  in  private  practice  and  sent 
to  the  hospital  for  treatment.  It  is  generally  conceded  that  the 
majority  of  fibroids  do  not  need  treatment  and  that  radical  ope- 
ration is  demanded  only  when  there  are  well-marked  symptoms 
due  to  pressure,  hemorrhage,  etc.,  or  some  peculiarity  of  the 
growth  which  threatens  life.  I  think  the  following  statement, 
by  Dr.  Barton  Cooke  Hirst,  fairly  represents  the  attitude  of  the 
best  men  in  the  profession  to-day  :5 

"  There  is  no  excuse  for  dogmatism,  prejudice,  or  self-interest, 
in  deciding  this  important  question.  A  conscientious  surgeon, 
who  carefully  considers  the  interests  of  the  patient  alone,  will 
probably  not  operate  in  much  more  than  twenty  per  cent,  of  his 
cases.  Malignant  degeneration,  telangiectasis,  cystic  degenera- 
tion and  necrosis  are  positive  indication,  but,  as  Olshausen  points 
out,  all  these  dangerous  degenerations  together  do  not  affect 
more  than  five  per  cent,  of  all  cases.  A  bleeding  that  is  reducing 
the  woman  to  invalidism  or  endangers  her  life,  and  that  is 
not  controlled  by  palliative  treatment,  indicates  an  operation. 
Impaction  of  the  tumor  in  the  pelvis,  with  pressure  symptoms 
in  the  bowels  and  urinary  tract,  may  demand  operation.  A 
steady  growth  which  promises  the  attainment  of  great  size  by 
the  tumor  indicates  an  operation  before  the  bulk  of  the  growth 
becomes  excessive." 

The  complications  of  fibroid  tumors  are  seen  more  frequently 
in  private  practice*  Pregnancy  is,  perhaps,  one  of  the  most 
serious  complications,  and  three  cases  occurred  in  the  hospital 
during  the  period  reported,  though  only  one  is  included  in  the 
number  having  radical  operation  with  recovery.  The  fetus  was 
about  the  third  month.  In  this  case  the  fibroid  was  so  low  down 
in  the  neck  of  the  uterus  that  it  blocked  the  birth  canal.  One 
other  carrw  in  for  radical  operation,  the  tumor  being  rather 
large,  springing  from  the  uterus  in  front,  about  on  a  level  with 
the  internal  os,  and  was  locked  under  the  symphysis  pubis.  She 
was  in  the  fifth  month,  had  some  fever  and  was  decidedly  sick. 
Under  ether  the  tumor  was  disengaged  without  operation.  The 
cervical  canal  was  comparatively  free  and  she  was  allowed  to  go 
to  time.    She  was  delivered  of  a  living  child  without  accident. 
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The  third  patient  had  a  small  fibroid  near  the  fundus  and 
required  no  treatment. 

I  have  seen  a  number  of  cases  in  private  practice  in  which 
women  with  large  fibroids  have  been  safely  delivered.  As  a 
rule,  I  believe  that  fibroid  tumors  grow  very  much  less,  and  in 
one  case  a  very  large  fibroid  has  entirely  disappeared  twelve 
years  after  I  delivered  the  patient  of  a  living  child.  I  have 
already  made  a  report  to  the  Society  on  the  complication  of 
fibroids,  and  I  will  not  take  time  for  its  discussion  now.6 

The  most  serious  complication  that  occurred  during  all  this 
time  is  not  reported  in  these  cases  because  the  woman  was  not 
operated  upon  for  fibroid,  but  was  operated  upon  for  appendi- 
citis.   The  fibroid  was  not  touched. 

The  woman,  aged  34,  was  nulliparous,  and  the  fibroid,  which  was  very 
symmetric,  round  and  hard,  extended  as  far  as  the  umbilicus.  She  had  no 
symptoms  from  this  growth  and  was  in  perfect  health,  and  refused  to  have 
anything  done  for  it.  She  had  an  ordinary  attack  of  catarrhal  appendicitis, 
which  ran  along  until  the  appendix  became  infected;  an  abscess  formed, 
and  she  was  very  septic  when  admitted  to  the  hospital.  Fecal  matter  was 
passing  out  from  the  bladder  as  well  as  from  the  rectum.  The  mass  was  as 
large  as  an  orange.  I  did  not  touch  the  fibroid,  but  opened  down  upon  the 
appendix,  washed  out  the  pus  cavity  and  found  that  the  opening  of  the 
intestine  into  the  bladder  was  beyond  my  reach  unless  I  removed  the  fibroid. 
I  tamponed  the  opening  with  gauze  and  left  her  with  an  open  wound.  She 
was  pretty  sick  for  several  weeks,  but  recovered  without  any  fistulous  open- 
ing, and  had  perfect  control  of  the  bladder  with  quite  a  decided  diminution 
in  the  size  of  the  fibroid.  She  has  now  been  in  very  good  health  for  some 
three  years.  In  a  case  like  this,  operation  ought  to  be  done  early  in  the 
history  of  the  appendicitis  and  the  tumor  dealt  with  afterward. 

Another  complication  of  fibroid,  for  which  I  operated  several 
years  ago,  was  one  with  extensive  adhesions  so  that  the  tumor 
could  not  be  raised  out  of  its  bed,  and  no  cleft  could  be  found 
between  the  layers  of  the  peritoneum  and  the  capsule  of  the 
tumor,  even  when  I  had  cut  down  half  an  inch  from  this  almost 
fibrous  mass  of  adhesions.  I  only  saw  this  one  case,  and  after 
working  half  an  hour  with  no  success  I  closed  the  wound  up 
and  the  woman  recovered,  not  only  from  the  operation,  but  her 
fibroid  rapidly  diminished  in  size,  and  she  returned  after  a  few 
years  to  good  health. 

It  is  certain  that  fibroid  tumors  have  a  definite  period  of 
growth,  but  the  law  which  governs  this  growth  is  not  yet  clearly 
understood.  There  seems  to  be  in  a  large  number  of  such  tumors 
a  long  period  of  what  may  be  called  maturity  or  a  stationary 
state,  in  which  there  are  no  symptoms  given  by  the  patient  that 
refer  to  the  fibroid,  and  in  some  cases  (but  not  a  large  number) 
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the  fibroid  disappears,  leaving  the  woman  well.  It  is  not  pos- 
sible to  tell  in  advance  what  will  happen  to  a  medium-sized 
tumor  when  it  is  first  found.  My  rule  now  is  to  remove  by 
operation  any  fibroid  that  is  threatening  life  by  hemorrhage,  any 
soft  myoma  that  is  rapidly  growing,  any  very  large  tumor  that 
causes  pressure  upon  the  adjacent  organs  so  as  to  make  an 
invalid  of  the  woman,  or  any  tumor  that  seems  to  be  under- 
going a  degenerative  change,  as  is  evidenced  by  general  sickness, 
and  especially  by  rise  of  temperature  and  soreness  across  the 
abdomen. 

On  the  other  hand,  small  fibroids  have  remained  almost  sta- 
tionary under  my  personal  observation  for  fifteen  years  and  are 
still  in  pretty  much  the  same  condition  as  I  first  found  them. 
A  few  tumors  have  disappeared  without  my  knowing  the  ade- 
quate cause.  It  is  my  firm  conviction  that  no  treatment  other 
than  surgical  is  of  much  service;  but  if  a  patient  declines  for 
any  reason,  such  as  heart  lesion  or  kidney  disease,  to  ha\e  sur- 
gery done,  then  galvanism  will  do  more  than  any  other  remedy 
in  intramural  growths.  In  those  that  are  most  likely  to  require 
emergency  treatment  in  hemorrhage,  etc.,  galvanism,  if  intelli- 
gently and  persistently  used,  relieves  a  large  number  of  women 
of  their  symptoms,  and  cures  a  few  patients. 
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XLIX.    THE  CAUSES  AND  PREVENTION  OF  INFANT 
MORTALITY   IN  ASYLUMS 

By  ELIAS  H.  BARTLEY,  M.  D. 

BROOKLYN 

It  is  a  well-known  fact  that  the  mortality  in  infant  asylums 
and  homes  is  very  high.  While  it  is  very  difficult  to  obtain 
entirely  reliable  statistics,  I  find,  from  a  study  of  the  reports 
of  the  State  Board  of  Charities,  that  the  average  mortality  in 
the  asylums  and  homes  in  this  city  is  about  sixty-four  per  cent, 
for  children  under  two  years  of  age.  The  figures  vary  from 
eleven  per  cent,  in  one  instance  to  as  high  as  eighty  per  cent,  in 
others,  while  in  two  institutions,  in  the  year  1900,  it  was  nearly 
one  hundred  per  cent. 
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If  we  accept  the  death-rate  for  the  whole  city,  for  those  under 
two  years  of  age,  as  thirty-four  per  cent  (Holt),  we  see  that  the 
mortality  in  the  institutions  is  about  twice  that  in  private 
families,  including  the  large  number  living  in  the  tenement 
houses.  If  we  could  compare  the  statistics  of  the  large  asylums 
with  that  of  families  in  which  the  children  receive  the  same 
intelligent  care  bestowed  upon  them  as  in  the  former,  the  con- 
trast would  be  much  more  striking. 

It  is  noticeable  that  the  death-rate  is  higher  in  the  larger  than 
it  is  in  the  smaller  institutions.  The  deatl^rate  in  two  of  the 
smaller  institutions  in  Brooklyn  was,  for  the  years  examined, 
eleven  per  cent,  and  eighteen  per  cent,  respectively,  for  children 
under  two  years  of  age,  while  that  of  the  larger  institutions  in 
Manhattan  was  from  forty  to  eighty  per  cent,  for  the  same  ages. ' 

What  are  the  causes  for  the  great  difference  in  the  death-rate 
between  the  different  institutions  and  between  these  and  the 
average  family?  We  may  name  the  following  as  the  chief 
causes  of  the  high  mortality  above  referred  to: 

1.  An  inherited  weakness,  or  a  congenital  or  acquired  diathe- 
sis, as  syphilis,  tuberculosis  or  rachitis.  To  these  may  be  added 
starvation,  exposure,  neglect,  or  abuse  before  admittance. 

2.  The  infectious  and  contagious  diseases  which  are  always 
more  disastrous  in  crowded  communities. 

3.  Overcrowding.    4.    Inadequate  care.    5.  Diet. 

It  is  probable  that  more  children  of  the  class  met  with  in  the 
large  nurseries  are  the  subjects  of  inherited  weakness  than  in 
the  general  infant  as  met  with  outside  of  these  nurseries.  Many 
of  them  are  the  offspring  of  inebriates,  or  of  tubercular  or 
syphilitic  ancestry.  A  few,  especially  the  foundlings,  have  been 
maltreated,  exposed  to  inclement  weather,  or  otherwise  neg- 
lected, until  they  are  handicapped  when  received.  This,  how- 
ever, cannot  apply  to  so  many  cases.  Furthermore,  the  same 
influences  apply  to  a  great  many  of  the  tenement-house  popu- 
lation, and  to  many  others.  These  causes  of  mortality  are 
beyond  the  control  of  the  authorities  of  the  institutions,  and 
the  best  that  can  be  done  is  to  recognize  and  treat  such  cases  as 
soon  as  they  enter. 

A  second  cause  of  death  among  institution  children  is  con- 
tagious or  infectious  fevers;  the  eruptive  fevers,  diphtheria, 
mumps,  etc.,  will  occasionally  be  introduced,  and,  as  is  well 
known,  they  arc  apt  to  be  more  severe  among  children  crowded 
together.  The  lowered  vitality  of  many  of  the  children  from 
other  causes,  to  be  mentioned  below,  makes  them  more  suscep- 
tible and  less  resistant  to  contagions.  The  death-rate  from  these 
diseases  is  probably  higher  in  institutions  than  in  children  reared 
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in  the  family,  although  I  have  no  statistics  on  the  subject. 
Those  familiar  with  such  institutions  know  how  often  after  an 
epidemic  of  measles  or  rotheln,  comparatively  mild  in  them- 
selves, some  children  slowly  but  surely  fail  in  health,  grow  thin, 
and  finally  die  of  malnutrition,  or  from  some  intercurrent  slight 
ailment. 

The  indirect  deaths  are  often  as  numerous  as  those  due  to  the 
primary  diseases.  The  children  should  be  frequently  and  care- 
fully inspected  after  epidemics,  to  detect  such  cases  of  malnu- 
trition before  they#have  progressed  too  far.  The  requirement 
of  the  State  Board  of  Charities,  that  all  children  admitted  to 
these  institutions  shall  be  quarantined  for  ten  days,  is  an  excel- 
m  lent  one,  and  has  been  a  great  safeguard  against  introduction  of 
contagious  fevers.  The  quarantine  should  be  extended  to  cer- 
tain, if  not  all,  diarrhoeal  diseases,  because  they  are  either  infec- 
tious from  the  outset  or  soon  become  so.  One  such  case  in  a 
ward  will  infect  the  whole  ward,  unless  great  care  be  taken  to 
prevent  it.  This  may  be  done  to  a  certain  extent  by  taking  the 
infants  out  of  the  ward  to  change  their  soiled  linen,  and  the 
immediate  disinfection  of  the  latter.  This  disinfection  of  soiled 
linen  is  especially  necessary  in  warm  weather,  when  flies  are 
present  to  carry  the  contagion  from  one  cot  to  another. 

The  exclusion  of  flies  is  important  from  a  sanitary  standpoint, 
and  when  screens  are  not  effectual  they  should  occasionally  be 
killed  by  sulphur  or  chlorine  disinfection.  Such  disinfection 
once  in  two  weeks  is  useful  at  all  seasons  in  preventing  the  so- 
called  "  baby  smell  "  in  the  room,  or  to  destroy  it  when  present. 
To  accomplish  this,  the  children  are  removed  to  the  yard  or 
some  convenient  room  for  a  few  hours,  sulphur  is  burned  in  the 
ward,  which  is  allowed  to  remain  closed  about  two  hours,  aired, 
and  the  children  returned.  ^ 

Chlorine  disinfection  is  even  simpler  and  more  effectual  wheta 
properly  done.  For  this  purpose  a  pound  of  chlorine  of  lime 
for  each  one  thousand  cubic  feet  of  space  is  placed  in  an  ordiV 
nary  wash-bowl,  and  about  four  ounces  of  muriatic  acid  poured^ 
upon  it,  when  the  operator  retires  quickly  from  the  room,  which', 
is  tightly  closed  for  one  or  two  hours,  when  the  windows  are 
opened.  After  an  hour  the  children  may  be  returned  to  the 
room :  I  practiced  this  fumigation  several  years  ago  during  the 
prevalence  of  epidemics  at  the  Sheltering  Arms  Nursery,  and 
saw  it  modify  the  severity  of  the  epidemic  after  a  few  days. 
During  the  epidemics  of  diphtheria  and  scarlatina,  I  believe  that 
it  limited  the  spread  of  the  disease  in  a  marked  degree.  Over- 
crowding and  the  consequent  lack  of  proper  ventilation  is  a 
fruitful  source  of  illnesses,  such  as  anaemia,  malnutrition,  bron- 
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chitis,  ophthalmia  and  skin  eruptions.  Fortunately  this  matter 
has  been  somewhat  regulated  by  the  State  Board  of  Charities, 
so  far  as  overcrowding  is  concerned. 

Ventilation  cannot  be  secured  by  legislation.  Free  ventilation, 
by  doors  or  windows,  should  be  insisted  upon,  day  and  night, 
with  the  use  of  screens  to  protect  the  babies  from  direct  draughts. 
Children  will  not  thrive  in  a  stagnant  air,  and  where  a  system 
of  mechanical  ventilation  is  not  at  hand,  and  steam  or  hot  water 
is  the  source  of  heat,  it  is  very  difficult  to  secure  proper  ventila- 
tion with  safety.  I  regard  this  as  an  all-important  matter,  and 
one  that  demands  constant  attention  from  those  in  authority. 
Nurses  and  caretakers  cannot  be  depended  upon  to  secure  proper 
ventilation  without  going  to  the  extreme  of  reckless  exposure. 
I  am  of  the  opinion  that  no  ward  or  room  should  contain  more 
than  three  infants.  This  means  that  the  rooms  should  be  rela- 
tively small,  not  exceeding  two  thousand  cubic  feet,  i.  e., 
12  x  15  x  10  feet,  and  provided  with  at  least  two  windows.  It 
would  be  better  to  have  two  connecting  rooms  of  this  size  occupied 
by  six  children,  %thus  providing  for  better  ventilation.  This 
arrangement  has  the  advantage  of  slightly  increasing  the  dangers 
of  communicable  diseases. 

Attendants.  No  caretaker  should  be  expected  to  care  for 
more  than  three  infants,  or,  better,  two  infants  and  one  old 
enough  to  walk  about.  I  have  seen  one'  woman  assigned  to  the 
care  of  ten  bottle-fed  babies,  with  an  appalling  mortality.  Under 
these  circumstances  the  babies  must  spend  nearly  all  their  time 
in  the  recumbent  posture,  with  little  or  no  exercise  except  that 
obtained  in  sucking  and  working  their  heart  and  lungs.  The 
little  exercise  obtained  in  the  daily  bath  and  occasional  chang- 
ing, cannot  much  exceed  one  hour  in  the  twenty-four.  This  lack 
of  exercise  leads  to  digestive  derangements,  with  cold  hands  and 
feet,  constipation,  congestion  of  the  lungs  and  other  organs, 
poorly-developed  muscles,  etc.  The  resistance  of  such  an  infant 
must  be  very  much  weakened,  and  it  is  an  easy  prey  for  any 
disease,  and  is  sensitive  to  variations  in  temperature,  food, 
clothing,  etc. 

Compare  the  existence  of  such  an  infant  with  that  of  an 
average  one,  even  in  a  tenement  house,  where  it  is  tumbled 
about  in  the  mother's  arms  or  trotted  on  her  knee  a  large  part 
of  the  time,  with  open  doors  or  windows  and  a  good  family 
cooking  stove  to  assist  in  the  ventilation,  and  the  causes  for  a 
difference  in  nutrition  and  development  of  the  two  will  be  self- 
evident. 

The  proper  exercise,  ventilation  and  out-door  air,  in  the  latter 
case  certainly  atone  for  a  variety  of  other  vices  in  their  food, 
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bathing,  clothing,  exposure,  etc.,  and  one  is  tempted  to  ask  if 
civilization  is  not  a  failure  so  far  as  raising  babies  is  concerned 

The  necessity  for  exercise,  out-door  air,  and  sunshine  is  very 
much  overlooked  and  neglected  by  institution  managers.  This 
is  largely  due  to  the  economy  practiced  in  the  number  of  nurses 
supplied. 

Feeding.  The  digestive  organs  are  very  sensitive,  and  liable 
to  serious  derangements  during  the  first  year  of  life.  This  is 
especially  true  of  institutional  children,  who  are  more  or  less 
enfeebled  by  lack  of  exercise,  proper  ventilation,  out-door  air, 
sunshine  and  motherly  care.  The  depression  in  the  vigor  or 
tone  of  the  sympathetic  nervous  system  caused  by  such  condi- 
tions greatly  promotes  disturbances  of  the  intestinal  functions. 
There  are  at  least  three  factors  in  production  of  the  serious  acute 
gastro-enteric  diseases. 

1.  Some  depression  in  the  vigor  or  tone  of  the  sympathetic 
nervous  system. 

2.  A  perversion  of  or  a  failure  of  normal  digestion  beeause 
of  this  depression. 

3.  Abnormal  bacterial  growth  in  the  contents  of  the  gastro- 
intestinal canal  induced  by  a  failure  of  digestion,  or  by  intro- 
duction of  infectious  bacteria  with  the  food. 

The  chief  causes  in  institutional  life  which  depress  the  nervous 
system  are:  impure,  germ-laden,  odoriferous  humid  air,  dis- 
turbed rest,  and  lack  of  the  contentment  induced  by  a  mother's 
fondling  care,  lack  of  exercise,  out-door  air  and  sunshine. 

Some  of  these  causes  are  unavoidable.  Pure  out-door  air, 
sunshine,  exercise,  quiet  sleep,  sufficient  care  and  cleanliness 
ought  to  be  secured.  We  know  that  infants  taken  from  nur- 
series and  placed  with  an  intelligent  woman  in  the  ordinary 
tenement  house,  will,  in  most  cases,  do  better  than  in  the  asylum, 
and  that  notwithstanding  a  general  lack  of  cleanliness  and 
unsanitary  surroundings. 

For  this  reason  some  of  the  institutions,  or  the  city  authorities, 
have  adopted  the  practice  of  placing  as  many  as  possible  of 
infant  wards  in  private  families  to  board,  and  with  good  results. 

The  second  factor  in  the  production  of  gastro-intestinal  dis- 
turbances, the  perversion  of  digestion  because  of  an  exhaustion 
or  depression  of  the  sympathetic  nervous  system,  is  dependent 
upon  the  above  causes. 

The  third  factor,  the  bacterial  infections  of  the  gastro-intes- 
tinal canal,  may  be  the  result  of  the  overgrowth  or  increased 
virulence  of  the  normal  colon  bacilli,  or  of  foreign  bacteria 
introduced  with  the  food  or  drink.  The  best  barrier  to  intes- 
tinal fermentations  is  the  normal  peristalsis.    When  the  sym- 
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pathetic  nervous  system  is  exhausted  or  depressed  by  the  causes 
before  mentioned,  the  liability  to  an  injurious  overgrowth  of 
intestinal  bacteria  is  greatly  increased.  Excessive  heat,  fright 
and  dentition  probably  produce  their  results  largely  through 
the  nervous  system. 

Infection  of  the  food  is  an  accident  which  can  and  should  be 
prevented.  The  chemical  composition  of  the  food  is  not  the  only 
thing  to  be  considered.  The  cleanliness  is  of  equal  importance. 
It  is  only  within  the  past  few  years  that  this  has  received  the 
attention  that  its  importance  deserves.  The  milk  or  other  food 
for  children  should  be  clean  and  free  from  any  contamination. 
The  milk  may  be  diluted  or  modified,  but  if  it  be  dirty  in  a  bac- 
teriological sense  no  method  of  modification  will  make  it  a  fit  food. 
Every  institution  for  the  care  of  infants  or  young  children 
should  procure  the  best,  cleanest  and  freshest  milk  obtainable. 
It  should  then  be  intrusted  to  an  intelligent,  conscientious 
attendant,  and  she  should  be  provided  with  a  well-equipped  diet 
kitchen.  With  cleanliness,  careful  watching,  intelligent  feeding, 
occasional  fumigation  of  the  nursery  wards,  out-door  air  and 
sunshine,  much  of  the  mortality  among  institution  children  may 
be  prevented. 

I  am  convinced  by  the  results  obtained  in  their  application 
in  the  nursery  with  which  I  am  connected,  that  the  death-rate 
can  be  reduced  to  one-third  what  it  now  is  in  some  of  the  insti- 
tutions of  this  city.  The  summer  diarrhoeas,  which  years  ago 
were  the  scourge  of  this  nursery,  are  now  almost  unknown.  No 
death  from  such  a  cause  has  occurred  in  three  or  more  years. 
With  an  average  of  about  twenty  children  under  two  years  of 
age,  and  seventy  of  all  ages  under  seven,  there  has  not  been  a 
death  in  over  a  year. 

I  believe  that  attention  to  the  matters  above  discussed  in  this 
brief  way  will  produce  similar  results  in  any  institution  where 
these  common-sense  rules  are  carried  out,  and  we  shall  hear  less 
of  the  frightful  mortality  in  infant  asylums. 


L.   POTABLE  WATERS 
By  E.  S.  WILLAED,  M.  D. 

WATERTOWN 


Judging  from  the  ignorance  or  carelessness  of  the  laity  in 
regard  to  the  use  of  potable  water,  it  might  be  supposed  that 
science  had  but  recently  revealed  the  danger  of  an  impure 
supply.  Yet  the  stately  aqueducts  of  Borne,  the  collossal  reser- 
voirs of  Ceylon,  the  great  cisterns  of  ancient  Carthage,  the  arti- 
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ficial  lakes  of  Assyria  and  the  great  reservoirs  recently  discov- 
ered in  New  Mexico  and  Arizona,  all  witness  the  energy  and 
skill  displayed  by  the  ancients  in  procuring  a  copious  supply 
of  pure  water.  And  the  fact  is  further  evidenced  in  their  writ- 
ings. While  many  ancient  authors  dilate  on  the  pure  and 
sparkling  quality  of  certain  springs,  Hippocrates,  400  years 
B.  C,  advised  boiling  and  filtering  polluted  waters  before  drink- 
ing, methods  which  we  regard  as  quite  the  science  of  the  day. 

As  population  has  increased  with  the  attendant  pollution  of 
large  streams  and  bodies  of  water,  the  question  of  a  pure  water 
supply  becomes  each  day  greater.  And  this  brings  us  to  the 
question,  "  What  is  pure  water?  "  We  may  state  roughly  that 
a  pure  water  is  one  not  productive  of  disease,  and  here  we  must 
confess  our  ignorance,  for  despite  the  arduous  labors  of  distin- 
guished chemists,  biologists  and  bacteriologists,  we  do  not  yet 
understand  the  quality  of  water.  It  is  subject  to  such  constant 
chapges— it  may  comply  with  all  standards  of  potability  at  one 
time,  and  yet  become  thoroughly  dangerous  at  another.  Abso- 
lutely pure  water  is  not  found  in  nature ;  even  fresh  rain  water 
is  subject  to  criticism. 

The  extraneous  sources  of  infection  in  water  supply  are  from 
the  atmosphere,  surface  drainage  and  sewage.  Not  less  than 
twenty  pathogenic  organisms  have  been  located  in  impure  water. 
The  putrefactive  bacteria  distinguishing  sewage  sources  produce 
disorders  of  the  digestive  tract.  The  ptomains  have  not  as  yet 
been  located  in  water,  though  many  eminent  writers  suspect 
their  existence  from  the  presence  of  putrefying  organic  matter 
on  the  shores  of  lakes  and  rivers.  Water  containing  quantities 
of  lime  or  other  minerals  is  not  suitable  for  continuous  use.  In 
youth  the  excess  of  salts  is  readily  eliminated,  but  in  advanced 
life  the  system  does  not  so  readily  adjust  itself  to  extra  demands, 
and  we  find  embolism,  apoplexy  and  paralysis  resulting  from 
excess  of  mineral  products.  We,  therefore,  conclude  a  pure  soft 
water  is  better  for  the  system  than  so-called  hard  waters.  Water 
may  be  tested  by  chemical  and  biological  methods.  The  first 
method  indicates  the  nature  and  amount  of  mineral  and  nitro- 
genous matter,  the  second  determines  the  number  and  kind  of 
organism  present,  and  is  the  more  useful  analysis  of  water  for 
domestic  purposes.  There  is  a  third  test,  more  popular,  appar- 
ently, than  either  of  the  above,  in.  which  we  carelessly  force  a 
water  supply  upon  any  given  population,  while  the  city  clerk 
tabulates  the  death  statistics.  We  can  scarcely  call  this  a  scien- 
tific test. 

The  sources  of  water  supply,  according  to  their  purity,  are 
thus  briefly  summarized  by  Fuertes :  mountain  springs,  ground 
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waters,  impounding  reservoirs,  cisterns  and  wells,  great  rivers 
and  lakes. 

Springs  of  a  mountainous  source  are  probably  the  purest 
natural  water,  but  these  are  too  far  distant  from  the  majority 
of  cities  to  render  their  introduction  feasible.  Surface  water 
impounded  in  reservoirs  at  a  great  elevation  avoids  many  sources 
of  pollution,  yet  the  effects  of  atmospheric  pollution,  the  ever- 
present  bird  or  winged  insect  with  his  load  of  bacteria,  and  the 
probable  growth  and  decay  of  vegetable  material  on  the  bottom 
and  sides  of  reservoirs,  all  indicate  possible  sources  of  contam- 
ination. Deep-driven  wells  and  deep-seated  ground  waters  are 
also  subject  to  contamination  from  percolation  through  the  soil 
downward  of  washings  from  rainfall,  or  the  steady  percolation 
of  drainage  and  refuse  through  the  natural  drift  of  the  rock. 
As  regards  domestic  cisterns  which  form  a  great  source  of  sup- 
ply in  small  towns,  much  depends  upon  the  material  used  in 
construction.  The  wooden  tank  is  liable  to  organic  develop- 
ments; the  metal  one,  if  of  iron,  rusts  and  colors  the  water; 
if  of  zinc  or  galvanized  iron  it  is  quickly  attacked  by  soft  water; 
pure  tin  is  too  expensive  and  tin  plate  is  not  sufficiently  sub- 
stantial. If  metal  is  used,  the  cistern  and  pipe  should  be  well 
coated  witih  asphaltum  paint.  Stone  or  slate  cisterns  are  not 
always  available,  and  cement  is,  perhaps,  most  commonly  used 
and  is  subject  only  to  the  criticism  of  hardening  the  water. 
Frequent  inspection  and  cleaning  is  the  price  of  a  pure  cistern. 
It  should  be  like  Caesar's  wife,  above  suspicion.  Rivers  and 
lakes  constitute  the  greatest  sources  of  water  supply,  and  these 
are  without  exception  contaminated  by  the  washings  of  rainfall 
on  their  drainage  area,  as  well  as  by  the  sewage  and  garbage 
of  cities  and  towns  upon  their  banks. 

In  considering  the  characteristics  of  water,  the  presence  of 
sewage  contamination  is  the  great  evil  which  at  once  attracts 
attention.  That  polluted  water  is  the  fruitful  source  of  epi- 
demics of  cholera  and  typhoid  fever  is  now  so  generally  conceded 
that  it  is  unnecessary  in  a  paper  of  this  length  to  cite  special 
instances  to  prove  the  point.  Can  a  water  thus  polluted  be  ren- 
dered potable,  and  in  what  manner  can  it  be  purified!  These 
are  the  vital  questions  with  which  sanitarians  the  world  over 
are  grappling  to-day.  The  self-purification  of  water  by  rapid 
flow  and  aeration,  also  by  sedimentation,  was  at  one  time  a 
commonly  accepted  belief.  But  Dr.  Drown,  in  his  extensive 
researches  for  the  Massachusetts  Board  of  Health,  successfully 
controverted  this  theory,  though  the  beneficial  action  of  sun- 
light and  air  in  regard  to  the  taste  and  odor  of  water  is  still 
recognized. 
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Sedimentation  also  has  its  advantages,  as  evidenced  from  the 
number  of  settling  basins,  constructed  in  many  large  plants. 
Experimentation  has  taught  that  water  may  be  purified  by 
sterilization,  distillation  or  filtration.  By  the  first  method  living 
organisms  in  the  fluid  are  rendered  harmless;  by  the  second  a 
new  pure  product  is  formed  from  an  impure,  and  by  the  third 
system  impurities  are  removed.  Sterilization  is  a  simple  method; 
the  household  teakettle  may  be  the  factor  in  the  case,  but  it  is 
open  to  the  objection  of  producing  a  flat  insipid  fluid,  and  the 
greater  objection  of  the  unreliability  of  those  most  concerned  in 
its  use.  Mason  says  that  from  the  sanitary  standpoint  distilla- 
tion excels  all  other  systems  of  water  purification.  The  peculiar 
taste  of  freshly-distilled  water  is  objected  to  by  many,  though 
aeration  and  a  little  time  removes  this  objection.  The  loss  of 
mineral  salts  in  the  process  has  been  urged  as  a  deadly  fault. 
But  when  we  consider  that  natural  water  contains  about  1.37 
grains  of  solid  matter  per  quart,  and  that  the  general  diet  pro- 
vides salt  in  a  fair  quantity,  would  the  lack  1.37  grains  be  a 
matter  of  great  solicitude?  Again  it  is  urged  that  fish  will  not 
live  in  distilled  water.  Neither,  Mr.  President,  will  they  live  in 
beer,  yet  there  are  those  who  venture  to  drink  beer.  The  vessels 
of  the  United  States  navy  use  distilled  water,  and  it  was  a  mat- 
ter of  congratulation  among  surgeons  of  the  navy  that  the 
marine  battalion  using  distilled  water  from  the  ships  while  on 
shore  duty  at  Guantanamo,  Cuba,  were  free  from  the  enteric 
fever  prevalent  in  the  Fifth  army  corps.  I  quote  these  facts 
from  Mason. 

I  have  spoken  thus  at  length  upon  the  subject  of  distilled 
water  because,  Mr.  President,  I  believe  that  in  small  towns  where 
potable  water  is  a  vexed  question  the  domestic  still,  under  the 
direction  of  the  family  physician  or  the  efficient  health  officer, 
may  become  a  great  sanitary  factor.  The  cost  of  distillation  has 
been  urged  against  its  introduction  in  a  municipality,  although 
Mr.  Hill,  in  an  able  paper  read  before  the  American  Society  of 
Civil  Engineers,  estimates  the  cost  at  one-eighth  cent  per  gallon. 

Filtration,  the  third  method  of  artificial  purification,  having 
been  practiced  in  Europe  for  the  past  fifty  years  with  eminently 
satisfactory  results,  would  seem  to  offer  the  best  solution  of  the 
problem  to-day.  Though  there  are  many  methods  of  filtration  in 
use,  we  may  roughly  divide  them  into  two  systems :  the  English 
and  American.  The  English  is,  perhaps,  better  known  as  slow 
sand  filtration;  the  American  is  mechanical  filtration,  because 
of  the  use  of  mechanical  apparatus  in  connection  with  sand,  a 
much  more  rapid  result  is  attained.  The  special  peculiarity  of 
this  system  lies  in  the  use  of  a  coagulant  by  which  all  suspended 
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matter  is  entangled  and  deposited  on  the  surface  of  the  sand. 
The  use  of  a  coagulant  seems  a  necessity,  because  the  rapidity 
with  which  the  American  apparatus  acts  would  not  otherwise 
preclude  the  passage  of  bacteria.  Much  has  been  said  of  the 
vicious  effects  of  alum  upon  the  system,  when  used  as  a  coagu- 
lant. But  no  more  alum  is  requisite  than  can  be  decomposed  by 
the  carbonates  in  the  water;  it  will  then  never  pass  beyond  the 
sand  bed.  Any  system  of  filtration  to  be  effective  requires  con- 
stant skilled  attendance.  It  is,  indeed,  this  fact  which  renders 
filtration  of  a  public  water  supply  valuable.  The  plant  at  Law- 
rence, Mass.  (Hill),  is  probably  as  successful  an  attempt  at  slow 
sand  filtration  as  this  country  can  produce,  and  we  are  indebted 
to  the  costly  experiments  in  connection  with  this  plant  for  much 
of  our  knowledge  of  water  purification. 

In  the  Transactions  of  American  Society  of  Engineers,  pub- 
lished June,  1903,  may  be  found  a  very  exhaustive  account  of 
the  construction  of  the  mechanical  filtration  plant  at  Little  Falls, 
New  Jersey,  where  it  is  estimated  25,000,000  gallons  of  filtered 
water  will  be  furnished  daily  to  neighboring  towns  and  cities. 
This  is  by  far  the  greatest  mechanical  filtration  plant  in  the 
world. 

The  differing  conditions  found  in  water  supplies  render  each 
a  problem  by  itself.  In  my  own  part  of  the  State,  the  Adiron- 
dack water-shed,  through  the  medium  of  Black  River  and  its 
tributaries,  supplies  a  brown,  peaty  water,  which  forms  the 
public  supply  of  the  little  city  of  Watertown.  Strangers  com- 
plained years  ago  of  mild  enteric  disorders  resulting  from  its 
use,  due  possibly  to  decayed  vegetable  products.  But  with  the 
growth  of  villages,  the  rapid  increase  of  the  paper  industry  and 
the  consequent  establishment  of  scores  of  mills,  and  villages  of 
workmen  along  the  banks  of  Black  river  and  its  tributaries,  with 
consequent  pollution  of  the  water,  a  marked  increase  in  typhoid 
has  appeared  and  a  high  death-rate  therefrom. 

Several  varieties  of  spring  water  are  sold,  and  through  the 
columns  of  the  press  the  public  have  been  advised  to  filter,  dis- 
till, or  boil  the  water.  But  the  public  are  slow  to  educate,  as 
the  annual  outcrop  of  fever  evidences.  The  water  has  been 
pumped  directly  from  the  settling  basin  to  the  mains.  Recently 
steps  have  been  taken  to  install  a  mechanical  filtration  plant  on 
the  same  principal  as  the  New  Jersey  plant  above  mentioned, 
and  we  hopefully  await  results.  Americans  are  accustomed  to 
look  at  matters  from  a  commercial  standpoint.  From  this  point 
of  view  we  might  ask,  will  the  community  gain  a  fair  per  cent, 
on  the  investment  made  in  a  filtration  plant?  It  is  conceded 
that  typhoid  is  fatal  in  nine  to  twelve  per  cent,  of  cases,  and  the 
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majority  of  these  cases  among  wage  earners  in  their  prime.  Such 
lives  form  the  richest  assets  of  the  country;  to  diminish  them, 
Mr.  President,  is  to  impair  the  nation's  capital.  Allen  Hazen, 
in  his  "  Filtration  of  public  water  supplies,"  says:  "  A  reduc- 
tion of  the  annual  death-rate  by  seven  will  warrant  the  con- 
struction of  filters  when  a  life  is  valued  at  $5,000,  and  a  reduc- 
tion of  seventy  will  save  enough  in  one  year  to  pay  for  the 
entire  plant."  These  statements  are  based  on  estimates  for  a 
city  of  100,000. 

To  consider  a  water  supply  for  any  given  municipality  is 
almost  inevitably  to  consider  the  question  of  sewage  disposal. 
When  we  look  at  the  beautiful  streams  of  the  Empire  State,  it 
seems  an  ignoble  thing  to  render  them  carriers  of  sewage.  Fil- 
tration can  never  produce  absolute  purity,  and  as  education 
progresses  the  demand  will  come  for  pure  water.  Legislation 
can  compel  cities  and  towns  to  care  for  their  sewage  without 
pollution  of  streams  and  rivers.  It  has  been  found  by  practical 
experiment,  in  the  old  country,  that  sewage  has  a  high  commer- 
cial value  as  a  fertilizer.  That  this  country  possesses  engineers 
capable  of  devising  a  sewage  plant  with  attendant  treatment  for 
disinfection,  and  rendition  of  a  valuable  fertilizer,  no  one  doubts. 
If  the  united  force  of  the  State  Medical  Society  and  the  State 
Medical  Association  should  attack  this  greatest  of  sanitation 
problems  a  victory  would  result.  But  beyond  all  the  teachings 
of  science  the  patient  labor  of  the  physician,  the  health  officer 
and  the  sanatarian  must  educate  the  masses  to  desire  the  use  of 
good  potable  water. 

Discussion 

Db.  Frederic  C.  Curtis,  Albany:  This  is  an  exceedingly  important 
matter,  and  I  deem  it  most  fortunate  that  it  should  have  been  presented 
to  this  body,  because  every  one  present  is  capable  of  wielding  great  influ- 
ence in  his  community.  I  wish  every  one  would  take  home  the  lesson  pointed 
out  in  this  paper.  There  is  no  simpler  definition  of  pure  water  than  that 
given  long  ago  by  Bryce:  The  prevalence  and  mortality  rate  of  typhoid 
fever  constitute  the  best  measure  of  the  purity  of  the  water  supply.  Taking 
this  for  the  standard,  there  are  very  few  cities  in  this  country  which  do  not 
show  an  impure  water  supply.  The  city  in  which  we  are  now  assembled  has 
a  mortality  rate  of  twenty  per  100,000,  and  yet  New  York  is  among  our  best 
cities  in  this  respect.  The  typhoid  fever  rates  for  London  and  the  large 
European  cities  are  only  ten  or  fifteen,  and  yet  in  this  country  we  consider 
twenty  or  twenty-five  a  very  good  rate.  The  rural  death-rate  is  about 
twenty-five.  In  cities  which  can  control  their  water  supply  the  water  can, 
and  should,  be  made  absolutely  wholesome.  I  wish  to  emphasize  the  impor- 
tance of  slow  sand  filtration;  the  mechanical  filter  is  hardly  more  than  a 
strainer  of  water.    It  may  take  out  ninety-eight  per  cent,  of  bacteria,  and 
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these  not  necessarily  all  pathogenic-  on  the  other  hand,  the  slow  sand 
filtration  not  only  strains  the  water,  but  exposes  the  pathogenic  bacteria  to 
the  action  of  the  nitrifying  bacteria,  and  so  brings  about  the  destruction  of 
the  pathogenic  organisms.  It  can  not  be  too  much  insisted  upon  that  the 
typhoid  bacillus  perishes  in  the  presence  of  inimical  bacteria.  Up  to  1899 
the  death-rate  was  never  below  fifty  in  Albany,  and  has  gone  as  high  as 
120,  yet  immediately  upon  bringing  into  operation  the  filtration  plant  the* 
death-rate  was  decidedly  lowered,  and  since  then  there  has  never  been  a 
death-rate  which  has  approached  half  of  the  former  one.  Since  this  time 
the  death-rate  has  never  been  more  than  fifteen  per  100,000,  and  the  average 
has  been  less. 
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IN  MEMORIAM 


WILLIAM  E.  B.  DAVIS,  Honorary 

Died  at  Birmingham,  Ala.,  February  24,  1903,  set.  40. 
GEORGE  J.  ENGELMANN,  Honorary 

Died  at  Boston,  Mass.,  November  16,  1903,  set.  56. 
ROBERTS  BARTHOLOW,  Honorary 

Died  at  Philadelphia,  Pa.,  May  10,  1904,  set.  73. 
RALPH  N.  ISHAM,  Honorary 

Died  at  Chicago,  111.,  May  28,  1904,  set.  73. 
NATHAN  SMITH  DAVIS,  Honorary 

Died  at  Chicago,  111.,  June  17,  1904,  set.  87. 
HERMAN  MYNTERy  Permanent 

Died  at  Buffalo,  February  9,  1903,  set.  53. 
FRANCIS  M.  PERINE,  Permanent 

Died  at  Dansville,  July  13,  1903,  set.  72. 
ELISHA  HALL  BRIDGES,  Permanent 

Died  at  Ogdensburgh,  October  9,  1903,  set.  62. 
CORNELIUS  C.  WYCKOFF,  Permanent 

Died  at  Buffalo,  November  6,  1903,  set.  81. 
JAMES  Z.  HUNT,  Permanent 

Died  at  Lowville,  November  14,  1903,  set.  40. 
CHARLES  H.  PORTER,  Permanent 

Albany;  died,  November  21,  1903,  set.  69. 
FRANCIS  W.  HIGGINS,  Permanent 

Died  at  Cortland,  December  18,  1903,  set.  46. 
H.  LYLE  SMITH,  Permanent 

Died  at  Hudson,  February  11,  1904,  set.  60. 
FRANK  M.  SEVERSON,  Permanent 

t>ied  at  Seneca  Falls,  March  1,  1904,  set.  40. 
ROBERT  J.  WILDING,  Permanent 

Died  at  Malone,  March  2,  1904,  set.  67. 
LEANDER  SWARTWOUT,  Permanent 

Died  at  Prospect,  March  10,  1904,  set.  61. 
ISRAEL  PARSONS,  Permanent 

Died  at  Marcellus,  March  24,  1904,  set.  82. 
ARTHUR  R.  SIMMONS,  Permanent 

Died  at  Utica,  March  27,  1904,  set.  56. 
CRAWFORD  E.  FRITTS,  Permanent 

Died  at  Hudson,  April  5,  1904,  set.  54. 
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Memorial  of  Charles  Hodgeboom  Porter,  M.  D., 

OF  ALBANY 

It  is  the  desire  of  this  Society  that  a  memorial  shall  be  made, 
and  it  has  gone  to  the  extent  of  appointing  a  committee  for  that 
purpose,  of  the  late  Dr.  Charles  H.  Porter,  who  was  a  prominent 
member  of  the  profession  in  Albany,  was  long  a  member  of  the 
Society,  and  for  twenty-nine  years  served  it  to  the  satisfaction 
of  all  as  its  treasurer.  He  died  November  21,  1903,  at  the  age 
of  sixty-nine,  after  a  prolonged  illness. 

Dr.  Porter  was  born  in  the  town  of  Ghent,  Columbia  county, 
November  11,  1834.  The  mention  of  Claverack,  which  included 
this  region  of  his  nativity,  appears  in  the  earliest  records  of 
Albany,  and  the  Dutch  seem  to  have  been  much  taken  with  the 
"clover  reaches' '  of  that  locality,  stretching  back  from  the  river 
at  Hudson  (long  known  as  Claverack  landing)  to  the  rises  of  the 
Berkshire  Hills.  To  this  day  this  region  is  more  Dutch  than 
Albany  itself.  Dr.  Porter's  mother  was  of  Dutch  descent,  while 
his  father  was,  as  easily  transpired  at  this  point  of  touch  of  the 
two  dominant  founders  of  our  northern  race  of  to-day,  of  New 
England  ancestry,  and  remotely  of  Old  England.  His  paternal 
grandfather,  Rev.  David  Porter,  D.  D.,  of  the  sixth  generation 
in  this  country,  served  in  the  Army  of  the  Revolution. 

He  graduated  from  Yale  College  in  1885  and  received  the 
degree  of  A.  M.  in  1857.  His  medical  studies  he  pursued  at  the 
Albany  Medical  College,  and  graduated  in  1859.  All  his  civil 
professional  life  was  passed  in  Albany. 

The  War  of  the  Rebellion  broke  out  soon  after  his  graduation 
and  he  went  early  into  the  service,  at  first  as  assistant  surgeon 
of  the  Fortieth  New  York  Volunteers;  soon  after,  in  1862,  he 
received  the  appointment  of  surgeon  of  the  Sixth  Regiment  of 
New  York  Heavy  Artillery,  and  remained  with  it  until  mustered 
out  in  1865.  During  these  years  he  was  always  in  active  ser- 
vice, participating  in  the  various  campaigns  of  the  Army  of  the 
Potomac  and  of  the  James;  and  at  times  he  was  on  detached 
service  as  inspector  and  medical  director  of  army  hospitals.  For 
a  considerable  number  of  years  after  the  war  he  was  pension 
examining  surgeon  in  this  district. 

Having  resumed  the  conditions  of  private  life  in  Albany,  he 
entered  actively  into  the  work  of  a  general  practitioner  of  medi- 
cine with  the  good  will  of  those  of  his  army  associates  who  like- 
wise came  home  to  this  vicinity.  Most  of  us  come  to  find  our- 
selves turned  to  one  phase  or  another  of  our  work ;  his  interest 
was  preeminently  in  medical  jurisprudence  and  the  scientific 
matters  connected  with  that.    He  had  an  analytical  mind  which 
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lent  itself  readily  to  the  subject,  and  it  comported  well  with  his 
tastes  and  attainments,  since  he  had  a  predeliction  for  scientific 
work,  chemistry  especially.  He  became  quite  conspicuous  in 
this,  and,  having  a  natural  habit  of  careful  exactness  and  being 
withall  a  most  conscientious  man,  he  was  an  ideal  expert  witness 
in  court. 

For  two  years  he  was  professor  of  chemistry  in  the  Vermont 
Medical  College,  and  for  some  time  of  chemistry  and  medical 
jurisprudence  in  the  Albany  Medical  College.  From  1872  to 
1874  he  was  attending  surgeon  of  St.  Peter's  Hospital,  in  Albany. 
He  became  a  member  of  the  Albany  County  Medical  Society 
in  1860,  and  but  one  member  senior  to  him  on  our  chronological 
register  is  now  living.  Soon  after  his  return  from  army  life  he 
was  made  a  delegate  to  the  State  Society,  of  which  he  became  a 
permanent  member  in  1869 ;  in  this  body  likewise  but  few  mem* 
bers  are  living  who  became  such  prior  to  him.  He  was  elected 
to  the  office  of  treasurer  in  1871  and  was  continuously  re-elected 
until  1899,  filling  the  position  for  twenty-nine  years ;  no  one  has 
ever  served  the  Society  officially  for  so  long  a  period.  His  charge 
of  this  important  concern  was  a  model  of  methodical  exactness; 
he  cared  well  for  the  pecuniary  interests  of  the  Society,  a  task 
which  is  not  always  acceptable,  but  always  with  the  appreciative 
regard  of  all  of  our  members. 

Exactness  was  a  conspicuous  characteristic  of  Dr.  Porter.  It 
was  even  noticeable  in  his  common  conversation.  He  never  came 
short  in  the  precision  of  his  work  in  any  direction,  and  in  the 
measure  of  his  duty  to  others  in  every  detail  he  was  mathemat- 
ically correct.  Possibly  his  work  in  chemical  analysis,  often 
used  in  poisoning  cases  before  the  court,  helped  to  drill  him  in 
this,  but  it  was  more  likely  constitutional  with  him.  We  have 
never  known  one  in  whom  it  was  a  more  marked  element  of 
character.  He  was  methodical,  orderly,  conservative,  not  quick 
to  change  opinion,  and  not  very  outspoken.  He  was  a  man  of 
not  many  words,  and  was  always  reserved  in  what  he  said, 
especially  about  others.  One  had  to  get  rather  near  him  to 
know  him,  and  then  he  was  found  companionable,  interesting 
and  instructive.  It  is  the  regret  of  all  who  knew  him  that  some 
years  of  ill-health,  following  soon  after  he  closed  his  active  work 
in  connection  with  this  Society,  have  now  ended  in  his  final 
departure  from  us. 

F.  C.  Curtis, 

O.  D.  Ball, 

B.  U.  Sternberg, 

Memorial  Committee. 
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Opticus  or  the  Society  from  its  Organization  to  ths  Prkbvt  Timb. 


Tear.  President. 

1807  Wm.  McClelland, 
1806  Nicholas  Romayne, 
1800  Nicholas  Romayne, 

1810  Nicholas  Romayne, 

1811  William  Wilson, 

1812  John  R.  B.  Rodger*, 
1818  John  R.  B.  Rodgers, 

1814  John  R.  B.  Rodgers, 

1815  Joseph  White. 

1816  Joseph  White. 

1817  John  Stearns, 

1818  John  Stearns, 

1819  John  Stearns, 

1820  John  8tearna. 

1821  8amnel  L.  Mitchell, 

1822  Samuel  L.  Mitchell, 
1828  Alexander  Coventry, 

1824  Alexander  Coventry, 

1825  James  R.  Manley, 

1826  James  R.  Manley, 

1827  T.  Romeyn  Beck, 

1828  T.  Romeyn  Beck, 

1829  T.  Romeyn  Beck, 

1880  Jonathan  Eights, 

1881  Jonathan  Eights, 

1882  Thomas  8pencer, 
1838  Thomas  Spencer, 

1884  John  H.  Steele, 

1885  John  H.  Steele, 

1886  James  McNaughton, 

1887  James  McNanghton, 

1888  Laurens  Hull, 
1689  Laurens  Hull, 

1840  8umner  Ely, 

1841  John  B.  Beck, 

1842  William  Taylor, 
1848  Samuel  White, 

1844  Joel  A.  Wing, 

1845  James  Webste*- 

1846  John  McCall, 

1847  Thos.  W.  Blatchford, 

1848  Alex.  H.  Stephens, 

1849  Alex.  H.  Stephens, 
1860  Alex.  Thompson, 
1851  Roberto.  Frary, 


VUx-PretUUnL 
Alexander  Sheldon, 
Alexander  Shelden, 
Alexander  Shelden, 
Alexander  Shelden, 
Westel  Willoughby, 
Westel  Willoughby, 
Joseph  White, 
Joseph  White, 
Ely  Burritt, 
Ely  Burritt, 
Henry  Mitchell, 
Henry  Mitchell, 
Westel  Willoughby, 
Westel  Willoughby, 
Peter  C.  Adams, 
Thomas  Puller, 
John  H.  Steele, 
John  H.  8teele, 
T.  Romeyn  Beck, 
T.  Romeyn  Beck, 
Laurens  Hull, 
Laurens  Hull, 
Henry  Mitchell, 
Henry  Mitchell, 
Thomas  Spencer, 
James  McNaughton, 
James  McNaughton, 
James  McNaughton, 
James  McNaughton, 
Samuel  White, 
Samuel  White, 
8umnerEly, 
Sumner  Ely, 
John  B.  Beck, 
William  Taylor, 
Joel  A.  Wing, 
Joel  A.  Wing, 
Harman  VanDusen, 
Robert  G.  Frary, 
Stephen  Hasbrouck, 
Alex.  Thompson, 
Alex.  Thompson, 
Alex.  Thompson, 
Jenks  8. 8prague, 
Jenks  8.  Sprague, 


Secretary. 
John  Stearns, 
John  Stearns, 
John  Stearns, 
John  Stearns, 
BenJ.  R.  Bevier, 
John  Stearns, 
John  Stearns* 
Ely  Burritt, 
James  Low, 
James  Low, 
James  Low, 
Peter  Wendell, 
Chas.  D.  Townsend, 
Chas.  D.  Townsend, 
Chas.  D.  Townsend, 
Chas.  D.  Townsend, 
Chas.  D.  Townsend, 
Chas.  D.  Townsend, 
PlaU  Williams, 
Piatt  Williams, 
Piatt  Williams, 
Piatt  Williams, 
Joel  A.  Wing, 
Joel  A.  Wing, 
Joel  A.  Wing, 
Joel  A.  Wing, 
Joel  A.  Wing, 
Joel  A.  Wing, 
Joel  A.  Wing. 
Joel  A.  Wing, 
Peter  Van  O'Linda, 
Peter  Van  O'Linda, 
Peter  Van  O'Linda, 
Peter  Van  O'Linda, 
Peter  Van  O'Linda, 
Peter  Van  O'Linda, 
Peter  Vsn  O'Linda, 
Peter  Vsn  O'Linda, 
Peter  Van  Buren, 
Peter  Van  Buren. 
Peter  Van  Buren, 
Peter  Van  Buren, 
Peter  Van  Buren, 
Thomas  Hun, 
Thomas  Hun, 


Treasurer. 
Moses  Willard. 
James  G.  Graham. 
Andrew  Proudflt. 
Andrew  Proudflt 
Asa  B.  Bizer. 
Asa  B.  8iser. 
James  L.  Van  Kleeck. 
James  L.  Van  Kleeck 
Westel  Willoughby. 
John  8tearns. 
Chas.  D.  Townsend. 
Chas.  D.  Townsend. 
John  Downs. 
Johu  Downs. 
John  Downs. 
T.  Romeyn  Beck. 
Jonathan  Eights. 
Jonathan  Eights 
Jonathan  Eights 
Jonathan  Eights. 
Jonathan  Eights. 
Jonathan  Eights. 
Jonathan  Eights 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Piatt  Williams. 
Peter  Van  O'Linda 
Peter  Van  O'Linda 
Peter  Van  O'Linda 
Peter  Van  O'Linda. 
Peter  Van  O'Linda. 
Peter  Van  O'Linda. 
Peter  Van  O'Linda. 
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Tear.         President 
1852  Alonzo  Clark, 
1858  Jenks  S.  Sprague, 

1854  Charles  R.  Coventry, 

1855  Frank  H.  Hamilton. 

1856  Alden  March, 

1857  Augustus  Willard, 

1858  T.  C.  Brinsmade, 
1869  B.  Fordyce  Barker, 

1860  Daniel  T.  Jones, 

1861  Edward  H.  Parker, 

1862  Thomas  Hun, 
1868  Daniel  P.  Bissell, 

1864  Frederick  Hyde, 

1865  Henry  W.  Dean, 

1866  Joseph  C  Hutchison, 

1867  John  P.  Gray, 

1868  J.  V.  P.  Quackenbush, 

1869  James  P.  White, 

1870  S.  O.  Vander  Poel, 

1871  William  C.  Wey, 

1872  Cornelius  R.  Agnew, 
1878  Edward  M.  Moore, 

1874  George  J.  Fisher, 

1875  Thos.  F.  Rochester, 

1876  E.  R.  Squibb, 

1877  J.  Foster  Jenkins, 

1878  D.  B.  St.  John  Roosa, 

1879  Henry  D.  Didama, 

1880  William  H.  Bailey, 

1881  Abraham  Jacobi, 

1882  Harvey  Jewett, 

1888  Alexander  Hutehins, 

1884  B.  F.  Sherman, 

1885  A.  Vander  Veer, 

1886  William  S.  Ely, 

1887  Alfred  L.  Loom!*, 

1888  Samuel  B.  Ward, 

1889  Daniel  Lewis, 

1890  W.  W.  Potter, 

1891  A.  Walter  Suiter, 

1892  Lewis  8.  Pllcher, 
1898  Herman  Bendell, 

1894  George  Henry  Fox, 

1895  Roswell  Park, 

1896  James  D.  8pencer, 

1897  Seneca  D.  Powell, 

1898  John  O.  Roe, 

1899  Willis  G.  Macdonald, 

1900  A.  M.  Phelps, 

1901  Henry  L.  Eisner. 
1908  Henry  R.  Hopkins, 

1903  A.  T.  Brtstow, 

1904  Hamilton  D.  Wey, 


Vice-President. 
Jenks  S.  Sprague, 
Peter  Van  Buren, 
Peter  Van  Buren, 
Thomas  Hun, 
Cbas.  S.  Goodrich, 
Thos.  C.  Brinsmade, 
George  W.  Bradford, 
Daniel  T.  Jones, 
Edward  H.  Parker, 
Andrew  Van  Dyck, 
Daniel  P.  Bissell, 
Joel  Foster, 
George  J.  Fisher, 
Jos.  C.  Hutchison, 
Julian  T.  Williams, 
Lake  I.  Teft, 
James  P.  White, 
George  Burr, 
Gilson  A.  Dayton, 
Andrew  F.  Doolittle, 

B.  F.  Sherman, 
Francis  Burdick, 
Harvey  Jewett, 
Ellsworth  Eliot, 
J.  V.  Kendall, 
A.  L.  Saunders, 
Judson  C.  Nelson, 
Nath.  a  Husted, 
Abraham  Jacobi, 
William  Govan, 
E.  D.  Ferguson, 
H.  G.  P.  Spencer, 
P.  R.  H.  Sawyer, 
Alfred  C.  Post, 
8ol.  Van  Etten, 
A.  M.  Phelps, 

A.  Walter  Suiter, 
Alfred  Mercer, 
L.  S.  Pilcher, 
W.  W.  Crandall, 
Henry  L.  Eisner, 

C.  L.  Stiles, 
Frank  S.  Low, 
William  Maddren, 
L.  Duncan  Bulkley, 
Lucien  Howe, 

E.  F.  Brush, 
John  Gerin, 
George  Seymour, 
Louis  N.  Lanehart, 
William  A.  Moore, 
Edward  B.  Angel), 
Joseph  D.  Bryant, 


Secretary. 
Thomas  Hun. 
James  H.  Armsby, 
Howard  Townsend, 
Howard  Townsend, 
Howard  Townsend, 
Sylves.  D.  Willard, 
Sylves.  D.  Willard, 
8ylves.  D.  Willard, 
Sylves.  D.  Willard, 
Sylves.  D.  Willard, 
Sylves.  D.  Willard, 
Sylves.  D.  Willard, 
Sylves.  D.  Willard, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
William  H.  Bailey, 
Edward  R.  Hun, 
Edward  R.  Hun, 
W.  Manllus  Smith, 
W.  Manllus  8mith, 
W.  Manllus  Smith, 
W.  Manllus  Smith, 
W.  Manilas  Smith, 
W.  Manllus  Smith, 
W.  Manllus  Smith, 
W.  Manllus  Smith, 
W.  Manllus  Smith, 
W.  Manllus  Smith, 
W.  Manllus  Smith, 
W.  Manlius  Smith, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curjie, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 
Frederic  C.  Curtis, 


Treasurer. 
Peter  Van  O' Linda. 
Peter  Van  O'linda. 
Peter  Van  O'linda. 
Peter  Van  O'linda 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
J.  V.  P.  Quackenbush. 
John  V.  Lansing. 
John  V.  Lansing 
John  V.  Lansing. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles'H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
Charles  H.  Porter. 
O.  D.  Ball. 
O.  D.  Ball. 
O.  D.  Ball. 
O.  D.  Ball. 
O.  D.  Ball. 
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OFFICERS,    1904 


PRESIDENT, 

HAMILTON  D.  WEY,  Elmira. 

VICE-PRESIDENT, 

JOSEPH  D.  BRYANT,  New  York. 

SECRETARY, 

FREDERIC   C.   CURTIS,   Albany. 

TREASURER, 

O.  D.  BALL,  Albany. 

MEMBERS 

(By-laws;  Chapter  I,  Sec.  7  to  10;     Chapter  VII,  Sec  1  to  7.    Names  in 
italics  in  the  following  list  are  of  retired  permanent  members.) 


Year  of  Election 

1880 
1901 
1887 
1885 
1900 
1904 
1892 
1904 
1888 
1858 
1902 
1891 
1904 
1897 
1893 
1895 
1889 
1896 
1896 
1902 
1900 
1899 
1899 
1884 
1904 
1876 
1895 
1895 
1866 
1887 
1879 
1885 
1897 
1896 
1901 
1896 
1904 
1904 


County 


Herman  R.  Ainsworth, 
Henry  A.  Alderton, 
Charles  S.  Allen, 
Eh  Allison  (1904), 
Henry  E.  Allison, 
Frederick  D.  Andrew, 
Edward  B.  Angell, 
Charles  B.  Bacon, 
Gorham  Bacon, 
Charles  O.  Bacon  (1884), 
Charles  J.  Bacon, 
Frederick  D.  Bailey, 
Asbury  H.  Baker, 
Eugene  Baker, 
O.  D.  Ball, 
Eveline  P.  Ballentine, 
L.  Bolton  Bangs, 
Silas  J.  Banker, 
David  A.  Barnum, 
Merritt  Wright  Barnum, 
James  F.-  Barker, 
Elias  H.  Bartley, 
Joshua  L.  Barton, 
Milf ord  L.  Bates, 
Henry  C.  Baum, 
Eugene  Beach, 
Albert  L.  Beahan, 
Frank  Beebe, 
A.  N.  Bell  (1881), 
Herman  Bendell, 
M.  L.  Bennett, 
John  M.  Bigelow, 
Chauncey  P.  Biggs, 
Joseph  B.  Bissell, 
Louis  P.  Blair, 
Herman  J.  Boldt, 
Arthur  W.  Booth, 
Bentley  S.  Bourne, 


Addison, 

Steuben 

Brooklyn, 

Kings 

Rensselaer, 

Rensselaer 

Wayne, 

Steuben 

Fishkill  Landing, 

Dutchess 

Rochester, 

Monroe 

Rochester, 

Monroe 

Brooklyn, 

Kings 

47  West  54th  st., 

New  York 

Fulton, 

Oswego 

Fulton, 

Oswego 

Brooklyn, 

Kings 

Elmira, 

Chemung 

Ithaca, 

Tompkins 

Albany, 

Albany 

Rochester, 

Monroe 

39  East  72d  st., 

New  York 

Fort  Edward, 

Washington 

Cassville, 

Oneida 

Ossining, 

Westchester 

Albany, 

Albany 

Brooklyn, 

Kings 

57  East  55th  st., 

New  York 

Canaan  4  Corners, 

Columbia 

Syracuse 

Onondaga 

Gloversville, 

Fulton 

Canandaigua, 

Ontario 

Johnstown, 

Fulton 

Brooklyn, 

Kings 

Albany, 

Albany 

Watkins, 

Schuyler 
Albany 

Albany, 

Ithaca, 

Tompkins 

46  West  55th  st., 

New  York 

McDonough, 

Chenango 

39  East  61st  st., 

New  York 

Elmira, 

Chemung 

Hamburg, 

Erie 

Med  NY 


28 
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1888  C.  W.  Bourne  (1898), 

1888  James  P.  Boyd, 

1900  George  A.  Bradbury, 

1901  W.  0.  Braislin, 

1897  Charles  M.  Brasted, 
1903  Frederick   H.    Brewer, 
1874  Elisha   H.   Bridges, 

1903  William  B.  Brinsmade, 

1898  Algernon  T.  Bristow, 

1902  George  B.  Broad, 
1901  Edmond  F.  Bronk, 

1894  Charles  W.  M.  Brown, 

1904  William  M.  Brown, 
1888  A.  J  Browne  (1900), 

1895  William  Browning, 
1890  Charles  E.  Bruce, 

1899  Arthur  C.  Brush, 
1888  Edward  F.  Brush, 
1898  George  W.  Brush, 

1897  Joseph  D.  Bryant, 

1868  Israel  I.  Buckbee  (1882), 

1904  B.  I.  C.  Buekland, 

1904  Clarence  W.  Buckmaster, 

1887  L.  Duncan  Bulkley, 
1894  Ten  Eyck  O.  Burleson, 
1894  Daniel  S.  Burr, 

1898  William  E.  Butler, 

1894  Glentworth  B.  Butler, 
1892  Peter  A.  Callan, 

1885  A.M. Campbell (1894), 
1901  William  Francis  Campbell 
1897  Elon  N.   Carpenter, 
1884  H.  W.  Carpenter  (1895), 

1901  Thomas  B.  Carpenter, 
1884  8.  8.  Cariwright  (1894), 

1890  Charles  Carey, 

1866  J.  E.  Casey  (1890), 

1896  Walter  Franklin  Chappell, 
1879  Walter  B.  Chase, 

1895  William  S.  Cheeseman, 

1886  Charles  H.  Chubb  (1899), 
1895  Frederick  L.  Classen, 

1902  J.  M.  Clayland, 

1895  William  T.  Clute, 

1894  Henry  C.  Coe, 

1896  Lewis  A.  Coffin, 

1895  Carter  S.  Cole, 

1891  Philander  Collard, 

1899  Herman  L.  Collyer, 

1867  Darwin  Colvin  (1884), 

1890  William  J.  Conklin, 
1902  William  L.  Conklin, 

1900  Michael  P.  Conway, 

1888  Daniel  H.  Cook, 

1896  James  S.'Cooley, 
1888  J.  Leonard  Corning, 
1904  Edward  E.  Cornell, 

1891  Charles  N.  Cox, 

1897  Joseph  D.  Craig, 
1890  Herman  Craft  (1900), 
1890  Floyd  8.  Crego, 


Albany, 

Troy, 

Brooklyn, 

Hornellsville, 

Utica, 

Ogdensburg, 

Brooklyn, 

Brooklyn, 

Syracuse, 

Amsterdam, 

Elmira, 

Rochester, 

Utica, 

Brooklyn, 

2  East  127th  St., 

Brooklyn, 

Mt.  Vernon, 

Brooklyn, 

32  West  48th  st, 

Fonda, 

Fleming, 

Yonkers, 

531  Madison  avM 

Bath, 

Binghamton, 

Brooklyn, 

Brooklyn, 

35  West  38th  st, 

Mt.  Vernon, 

Brooklyn, 

110  West  57th  St., 

Oneida, 

Buffalo, 

Boxbury, 

Buffalo, 

Mohawk, 

7  East  55th  st, 
Brooklyn, 
Auburn, 
Palenville, 
Albany, 
Brooklyn, 
Schenectady, 

8  West  76th  st, 
49  West  50th  st, 
122  West  73rd  st., 
Ossining 

109  East  54th  st., 

Clyde, 

Fishkill, 

Rochester, 

Auburn, 

Albany, 

Glen  Cove, 

53  West  38th  st, 

Brooklyn, 

Brooklyn, 

Albany, 

Stone  Ridge, 

Buffalo, 


Steufa 

Oneida 

St.  Lawrence 

Kings 

Kings 

Onondaga 

Montgomery 

Chemung 

Monroe 

Oneida 

Kings 

New  York 

Kings 

Westchester 

Kings 

New  York 

Montgomery 

Cayuga 

Westchester 

New  York 

Steuben 

Broome 

Kings 

Kings 

New  York 

Westchester 

Kings 

New  York 

Madison 

Erie 

Delaware 

Erie 

Herkimer 

New  York 

Kings 

Cayuga 

Greene 

Albany 

Kings 

Schenectady 

New  York 

New  York 

New  York 

Westchester 

New  York 

Wayne 

Dutchess 

Monroe 

Cayuga 

Albany 

Queens 

New  York 

Kingg 

Kings 

Albany 

Ulster 

Erie 
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882    Joseph  P.  Creveling, 

Montgomery  A.  Crockett, 
James  K.  Crook, 
William  L.  Cuddeback, 

ovv    Charles  M.  Culver. 

.899    B.  Farquhar  Curtis, 

.882    Frederic  C.  Curtis, 
John  G.  Curtis, 
Newton  F.  Curtis, 
Alexander  Dallas, 
Charles  L.  Dana, 
Henry  T.  Dana, 
Thomas  Darlington, 
Charles  E.  Davis, 
A.  Edward  Davis, 
Morris  J.  Davies, 
Robert  H.  M.  Dawbarn, 
Spencer  L.  Dawes, 
Henry  H.  Deane, 
Cornelius  W.  DeBaun, 
William  B.  De  Garmo, 
Francis  Delafleld, 
H.  Beekman  Delatour, 
Edward  Bradford  Dench, 
Charles  A.  Dewey, 
Orson  G.  Dibble, 
Percival  F.  Dolphin, 
Charles  E.  Doubleday, 
John  H.  Doughty, 
O.  B.  Douglas  (1901), 
Henry  8.  Drayton, 
H.  G.  DuBois  (1900), 
A.  Palmer  Dudley, 
Theodore  Dunham, 
Z.  F.  Dunning, 
Henry  Strong  Durand, 
Jesse  T.  Duryea, 
Daniel  C.  Dye, 
Orlando  C.  Eastman, 
Frederick  E.  Easton, 
Joseph  W.  Eddy, 
R.  Jerome  Eddy, 
George  M.  Edebohls, 
Ellsworth  Elliot  (1887), 
Henry  L.  Eisner, 
Simon  L.  Eisner, 
William  S.  Ely, 
Z.  Taylor  Emery, 
Bache  McEvers  Emmet, 
Tha8.  A.  Emmet  (1902), 
George  A.  Evans, 
George  S.  Eveleth, 
William  V.  Ewers, 
Henry  A.  Fairbairn, 
James  B.  Fairbanks, 
Jas.  D.  Featherstonhaugh 
Charles  G.  J.  Finn, 
Edward  D.  Fisher, 
Arthur  Lyman  Fisk, 
Henry  Flood, 
Henry  Hall  Forbes, 


898 
899 
895 
.890 


885 
896 
896 
891 
896 
899 
900 
902 
902 
904 
.896 
891 
899 
893 
889 
894 
902 
888 
901 
901 
898 
903 
890 
899 
878 
897 
896 
900 
896 
898 
896 
900 
904 
886 
900 
895 
870 
.892 
904 
875 
892 
902 
871 
891 
904 
904 
898 
904 
889 
900 
890 
896 
888 
899 


Auburn, 

Buffalo, 

783  Madison  av., 

Port  Jervis, 

Albany, 

7  East  41st  St, 

Albany, 

327  West  58th  St., 

White  Plains, 

New  York, 

53  West  53rd  St., 

Cortland, 

Kingsbridge  av., 

Albany, 

42  East  41st  st, 

Utica, 

107  West  74th  st., 

Albany, 

Watertown, 

Fonda, 

56  West  86th  st, 

12  West  32d  st, 

Brooklyn, 

17  West  46th  st., 
Rochester, 
Pompey, 
Malone, 

Penn  Tan, 

Matteawan, 

123  East  36th  St., 

70  Fifth  av., 

Camden, 

678  Madison  av., 

305  West  76th  St., 

Philmont, 

Rochester, 

Brooklyn, 

Utica, 

Watertown, 

Syracuse 

Oswego, 

Glens  Falls, 

59  West  49th  st., 

48  West  36th  St., 

Syracuse, 

Rochester, 

Rochester, 

Brooklyn, 

18  East  30th  st, 
91  Madison  av., 
Brooklyn, 
Little  Falls, 
Rochester, 
Brooklyn, 
Amsterdam, 
Cohoes, 
Hempstead, 

19  West  52d  st, 
41  West  90th  st, 
Elmira, 

96  Park  av., 


County 
Cayuga 
Erie 

New  York 
Orange 
Albany 
New  York 
Albany 
New  York 
Westchester 
New  York 
New  York 
Cortland 
New  York 
Albany 
New  York 
Oneida 
New  York 
Albany 
Jefferson 
Montgomery 
New  York 
New  York 
Kings 
New  York 
Monroe 
Onondaga 
Franklin 
Yates 
Dutchess 
New  York 
New  York 
Oneida 
New  York 
New  York 
Columbia 
Monroe 
Kfrips 
Oneida 
Jefferson 
Onondaga 
Oswego 
Warren 
New  York 
New  York 
Onondaga 
Monroe 
Monroe 
Kings 
New  York 
New  York 
Kings 
Herkimer 
Monroe 
Kings 

Montgomery 
Albany 
Queens 
New  York 
New  York 
Chemung 
New  York 
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.888  Willis  B.  Ford, 

.896  John  Addison  Fordyce, 

.903  George  Bingham  Fowler, 

889  George  Ryerson  Fowler, 

L904  Russell  S.  Fowler, 

.882  George  Henry  Fox, 

.902  Rowland  G.  Freeman, 

L862  8.  H.   Freeman    (1886), 

.904  Francis  E.  Fronczak, 

.897  Henry  P.  Frost, 

.899  Jaeob  Fuhs, 

L893  Earl  D.  Fuller, 

2  Henry  L.  Furbeck, 

.897  William  D.  Garlock, 

1904  Nathan  D.  Garnsey, 

902  Henry  A.  Gates, 

.887  Arpad  G.  Gerster, 

.884  Virgil  P.  Gibney, 

.899  Charles  Langdon  Gibson, 

.893  William  M.  Gibson, 

.902  Herbert  F.  Gillette 

L889  James  H.  Glass, 

891  DeWitt  A.  Gleason, 
901  W.  Stanton  Gleason, 
.900  Charles  H.  Glidden, 

2  D.  H.  Goodwillie, 

.896  Hermon   C.   Gordinier, 

.897  Egbert  H.  Grandin, 

L894  George  Graves, 

.881  Henry  Gray, 

.904  Walter  D.  Greene, 

.901  Emil  Gruening, 

.902  Ramon  Guiteras, 

.888  Alexander  Hadden, 

.887  William  Hailes, 

L897  Lorenzo  Hale, 

.897  Orlando  J.  Hallenbeck, 

[898  Thomas  H.  Halsted, 

L903  William  B.  Hanbidge, 

.903  William  Henry  Happel, 

.892  John  B.  Harvie, 

.904  Cyrus  C.  Harvey, 

L895  Josiah  Hasbrouck, 

.899  Wm.  Henry  Haskin, 

L904  Clarence  A.  Hastings, 

.904  Daniel  G.  Hastings, 

.894  Herman  E.  Hayd, 

.903  William  E.  Hayes, 

.889  John  L.  Heffron, 

L898  Alfred  W.  Henckell, 

904  Charles  C.  Henry, 

.889  Edgar  M.  Hermance, 

894  Wallace  J.  Herriman, 

885  Henry  R.  Hopkins, 
.898  D.  Walker  Houston, 
.874  Bleecker  L.  Hovey  (1885) 
L891  Eugene  H.  Howard, 

892  Wm.  R.  Howard, 

886  Lucien  Howe, 
.891  John  T.  Howell, 
904  Loren  W.  Howk, 


County 

Utica, 

Oneida 

80  West  40th  St., 

New  York 

18  East  58  th  st., 

New  York 

Brooklyn, 

Kings 

Brooklyn, 

Kings 

18  East  31st  St., 

New  York 

205  West  57th  st, 

New  York 

Albany, 

Albany 

Buffalo, 

Erie 

Buffalo, 

Erie 

Brooklyn, 

Kings 

Utica, 

Oneida 

St.  Johnsville, 

Montgomery 

Little  Falls, 

Herkimer 

Kinderhook, 

Columbia 

Delhi, 

Delaware 

34  East  75th  St., 

New  York 

16  Park  av., 

New  York 

48  West  49th  St., 

New  York 

Utica, 

Oneida 

Cuba, 

Allegany 

Utica, 

Oneida 

Oxford, 

Chenango 

Newburg, 

Orange 

Little  Falls, 

Herkimer 

New  York, 

New  York 

Troy, 

Rensselaer 

116  West  76th  St., 

New  York 

Herkimer, 

Herkimer 

Greenwich, 

Washington 

Buffalo, 

Erie 

36  East  57th  st., 

New  York 

75  West  55th  St., 

New  York 

155  East  51st  st., 

New  York 

Albany, 

Albany 

Albany, 
Canandaigua, 

Albany 
Ontario 

Syracuse, 

Onondaga 

Ogdensburgh, 
Albany, 

St.  Lawrence 

Albany 

Troy, 

Rensselaer 

Dundee, 

Yates 

Port  Ewen, 

Ulster 

New  York 

New  York 

Constable, 

Franklin 

Rochester, 

Monroe 

Buffalo, 

Erie 

Frankfort, 

Herkimer 

Syracuse, 

Onondaga 

Rochester, 

Monroe 

Brooklyn, 

Kings 

Yonkers, 

Westchester 

Rochester, 

Monroe 

Buffalo, 

Erie 

Troy, 

Rensselaer 

Rochester, 

Monroe 

Rochester, 

Monroe 

Rochester, 

Monroe 

Buffalo, 

Erie 

Newburgh, 

Orange 

Rochester, 

Monroe 
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1896  Joseph  B.  Hullett, 

1893  Henry  Hun, 

1899  Dwight  W.  Hunter, 

1904  John  F.  Hunter, 

1904  James  F.  Huntley, 

1897  George  Huntington, 
1901  Arthur  W.  Hurd, 

1894  Joel  W.  Hyde, 

1903  Edward  Marshall  Hyland, 
1893  George  T.  Jackson 
1875  Abraham  Jacobi, 

1892  Nathan   Jacobson, 

1893  Walter  W.  Jamieson, 

1895  Beuben  Jeffery, 
1886  Charles  Jewett, 

1897  Frederick  A.  Jewett, 

1901  John  H.  Jewett, 
1899  George  P.  Johnson, 

1899  Henrietta  P.  Johnston, 
1882  Wm.  H.  Johnston, 

1904  Frank  A.  Jones, 
1904  Owen  E.  Jones, 
1903  Thomas  Z.  Jones, 

1900  William  B.  Jones, 

1900  Andrew  V.  Jova, 

1902  James  E.  Kelly, 

1903  W.  Clinton  Kellogg, 

1896  Judson  G.  Kilbourn, 

1903  Jaek  Killen, 

1901  James  W.  King, 

1891  Osman  F.  Kinloch, 
1899  Cyrile  P.  Kirley, 
1880  Herman  Knapp, 

1901  James  W.  Knapp, 

1898  William  C.  Krauss, 

1904  Albert  D.  Lake, 

1895  Austin  La  Monte, 

1898  Wilbur  F.  Lamont, 
1904  Charles  T.  La  Moure, 

1896  Louis  Nott  Lanehart, 
1904  Orthello  S.  Langworthy, 
1904  Henry  C.  Lapp, 

1890  Charles  M.  Lefler, 

1890  Maurice  J.  Lewi, 

1884  Daniel  Lewis, 

1902  Robert  Lewis,  Jr., 

1892  Samuel  Lloyd, 
1892  Eli  H.  Long, 

1901  Earl  P.  Lothrop, 
1882  E.  H.  Loughran, 

1899  Bradford  C.  Loveland, 
1904  Charles  E.  Low, 

1871  Frank  S.  Low, 

1898  David  S.  Lucas, 

1902  William  V.  Mabon, 
1904  Charles  E.  McClary, 

1901  E.  S.  McClellan, 

1902  Roderick  C.  McClennan, 

1894  George  M.  McCombs, 
1894  John  A.  McCorkle, 
1904  Peter  J.  McCourt, 


Middletown, 

Albany, 

80  West  40th  St., 

Mamaroneck, 

Oneida, 

La  Grangeville, 

Buffalo, 

Brooklyn, 

Utica, 

15  East  29th  st., 

19  East  47th  St., 

Syracuse, 

Syracuse, 

Norwich, 

Brooklyn, 

Brooklyn, 

Canandaigua, 

Mexico, 

z06  East  15th  st, 

Port  Leyden, 

Rochester, 

Rochester, 

Waterville, 

Rochester, 

Newburgh, 

117  East  59th  st., 

Syracuse, 

Utica, 

Binghamton, 

Stottville, 

Troy, 

Lowviile, 

26  West  40th  flt., 

Canastota, 

Buffalo, 

Gowanda, 

Carmel, 

Catskill, 

Rochester, 

Hempstead, 

Hamilton, 

Clarence, 

Gloversville, 

31  West  84th  St., 

252  Madison  ay., 

48  West  40th  St., 

12  West  50th  st., 

Buffalo, 

Buffalo, 

Kingston, 

Syracuse, 

Pulaski, 

Pulaski, 

Brooklyn, 

123  East  27th  st, 

Syracuse 

Saranac  Lake, 

Syracuse, 

Frankfort, 

Brooklyn, 

233  West  23d  st., 


CouDty 
Orange 
Albany 
New  York 
Westchester 
Madison 
Dutchess 
Erie 
Kings 
Oneida 
New  York 
New  York 
Onondaga 
Onondaga 
Chenango 
Kings 
Kings 
Ontario 
Oswego 
New  York 
Lewis 
Monroe 
Monroe 
Oneida 
Monroe 
Orange 
New  York 
Onondaga 
Oneida 
Broome 
Columbia 
Rensselaer 
Lewis 
New  York 
Madison 
Erie 

Cattaraugus 
Putnam 
Greene 
Monroe 
Queens 
Madison 
Erie 
Fulton 
New  York 
New  York 
New  York 
New  York 
Erie 
Erie 
Ulster 
Onondaga 
Oswego. 
Oswego 
Kings 
New  York 
Onondaga 
Franklin 
Onondaga 
Herkimer 
Kings 
New  York 
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1891  Carlos  F.  MacDonald, 

1902  Alexander  E.  Macdonald 

1895  Willis  G.  Macdonald, 

1896  John  C.  MacEvitt, 

1900  Andrew  MacFarlane, 

1902  James  F.  McKernon, 

1903  Sylvester  J.  McNamara, 
1895  George  McNaughton, 

1904  John  D.  McPherson, 

1890  William  Maddren, 

1893  A.  H.  Mambert, 

1901  Frederick  A.  Mandeville, 
1895  John  Mann, 

1897  Matthew  D.  Mann, 

1902  Francis  H.  Markoe, 

1891  Frank  W.  Marlow, 

1903  Thomas  Masson, 

1889  A.  Boss  Matheson, 

1879  Arthur  Mathewson  (1904), 

1899  Sands  G.  Maxson, 

1900  Edward  Meany, 

1884  Alfred  Mercer  (1899), 

1898  A.  Clifford  Mercer, 
1897  Henry  E.  Mereness, 
1900  Edwin  H.  Merriam, 
1888  Cyrus  S.  MerrilL 

1897  George  V.  B.  Merrill. 

1904  Alfred  Meyer, 

1892  Willy  Meyer, 

1895  Aaron  B.  Miller, 
1888  Lewis  H.  Miller, 
1892  Theodore  D.  Mills, 
1903  James  H.  Mitchell, 

1896  Edward  L.  Mooney, 
1896  William  A.  Moore, 
1896  John  Moroney, 

1892  Bobert  T.  Morris, 

1898  Bobert  J.  Morrison, 

1895  Samuel  B.  Morrow, 

1896  William  James  Morton, 
1896  J.  Montgomery  Moaner, 

1894  Edward  W.  Mulligan, 

1903  George  S.  Munson, 

1904  Stephen  H.  Murphy, 
1902  1/wlght  H.  Murray, 

1899  Grace  Peckham  Murray, 
1904  Beuben  S.  Myers, 

1896  T.  Halsted  Myers, 

1898  Herman  Y.  Mynderse, 

1898  Charles  D.  Napier, 

1902  Lewis  Knode  Neff. 

1893  William  J.  Nellis, 

1903  Leo  H.  Neuman, 
1892  Albert  S.  Newcomb, 
1881  C.  E.  Nichols, 

1902  Henry  S.  Norris, 

1895  William  P.  Northrup, 

1890  George  H.  Oliver,  • 

1903  Daisy  M.  Orleman, 

1904  William  S.  Overton, 
1890  May  B.  Owen, 


29  East  44th  st., 

Manhat.  State  Hosp. 

Albany, 

Brooklyn, 

Albany, 

62  West  52*  st* 

Brooklyn, 

Brooklyn, 

Akron, 

Brooklyn, 

Bondout, 

Rochester, 

Jericho, 

Buffalo, 

15  East  49th  St., 

Syracuse, 

Cape  Vincent! 

Brooklyn, 

Brooklyn, 

Utica, 

Ithaca, 

Syracuse, 

Syracuse, 

AJbany, 

Coxsackie, 

Albany, 

Elmira, 

801  Madison  av., 

700  Madison  av., 

Syracuse, 

Brooklyn, 

Middletown, 

Cohoes, 

Syracuse, 

Binghamton, 

Elmira, 

58  West  56th  it, 

Brooklyn, 

Albany, 

19  East  28th  St., 

Albany, 

Rochester, 

Albany, 

Despatch, 

Syracuse, 

661  Fifth  av., 

Clarence  Centre, 

54  West  50th  St., 

Schenectady, 

Brooklyn, 

1213  Park  av* 

Albany, 

Albany, 

206  West  71st  it, 

Troy, 

10  West  49th  St., 

57  East  79th  St., 

Malone, 

Peekskill, 

Binghamton, 

Brooklyn, 


County 
New  York 
New  York 
Albany 
Kings 
Albany 
New  York 
Kings 
Kings 
Erie 
Kings 
Ulster 
Monroe 
Queens 
Erie 

New  York 
Onondaga 
Jefferson 
Kings 
Kings 
Oneida 
Tompkins 
Onondaga 
Onondaga 
Albany 


Chemung 

New  York 

New  York 

Onondaga 

Kings 

Orange 

Albany 

Onondaga 

Broome 

Chemung 

New  York 

Kings 

Albany 

New  York 

Albany 

Monroe 

Albany 

Lewis 

Onondaga 

New  York 

Erie 

New  York 

Schenectady 

Kings 

New  York 

Albany 

Albany 

New  York 

Bensselaer 

New  York 

New  York 

Franklin 

Westchester 

Broome 

Kings 
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Tear  of  Election 

1893  Albert  H.  Palmer, 

1892  BoBwell  Park, 

1897  Frederick  H.  Parker, 

1895  Clair  8.  Parkhill, 

1863  W.H.  H.  Parkhurst  (1883) 

1902  John  Parmenter, 

1887  Edward  L.  Partridge. 

1893  Oeias  W.  Peck  (1903), 
1899  Fayette  H.  Peck, 

1881  Solomon  H.  Peck  (1892), 

1902  James  Pedersen, 
1904  Judson  P.  Pendleton, 

1893  T.  Kirkland  Perry, 
1891  Wendell  C.  Phillip* 

1891  Lewis  S.  Pilcher, 

1903  Charles  Winfield  Pilgrim, 

1894  Milton  G.  Planck, 

1896  Warren  O.  Plimpton, 

1897  John  Osborne  Polak, 
1893  George  P.  K.  Pomeroy, 

1904  Kalph  H.  Pomeroy, 

1881  Thomas  B.  Pooley  (1903), 

1903  Ezra  B.  Potter, 
1897  Marion  Craig  Potter, 

1883  Wm.  Warren  Potter, 

1893  J.  Wilson  Poacher, 

1892  Seneca  D.  Powell, 

1879  Jonathan  S.Prout  (1897), 

1897  John  H.  Pry  or, 

1877  Alfred  E.  M.  Purdy, 

1899  Barna  E.  Radeker, 
1896  Julius  B.  Ransom, 

1900  James  E.  Beed, 

1894  Charles  M.  Rexford, 
1889  Clarence  C.  Bice, 
1900  Nelson  G.  Richmond, 

1896  DeWitt  C.  Rodenhurst, 

1882  John  O.  Boo, 

1904  P.  Avery  Rogers 

1878  D.  B.  St.  John  Roosa, 
1900  Arthur  G.  Boot, 

1898  Lewis  W.  Rose, 
1904  Clark  G.  Bossman, 

1898  George  W.  Bossman, 
1904  Bubert  8.  Royce, 

1900  James  E.  Sadlier, 

1891  Thomas  E.  Satterthwaite 

1899  Reginald  H.  Sayre, 

1901  Peter  Scott, 
1904  Walter  A.  Scott, 
1903  Thomas  P.  Scully, 

1903  Frank  W.  Sears, 

1897  Frederick  W.  Sears, 

1904  Frederick  Sefton, 

1885  ixeorge  Seymour  (1900), 

1893  William  W.  Seymour, 

1897  Friend  W.  Shaffer, 

1898  John  E.  Sheppard, 

1884  Samuel  Sherwell, 
1901  Frederic  J.  Shoop, 
1870  George  F.  Shrady, 


Marlborough, 

Buffalo, 

Auburn, 

Hornellsville, 

Frankfort, 

Buffalo, 

19  Fifth  av., 
Oneonta, 
Utica, 
Ithaca, 

20  East  46th  St., 
Brooklyn, 
Albany, 

40  West  47th  it, 
Brooklyn, 
Poughkeepsie, 
Schenectady, 

19  West  84th  St., 
Brooklyn, 
Stuyresant, 
Brooklyn, 

107  Madison  av., 

Rochester, 

Rochester, 

Buffalo, 

Poughkeepsie, 

12  West  40th  St., 

Brooklyn, 

Buffalo, 

304  Madison  av., 

Deposit, 

Dannemora, 

Schenectady, 

Watertown, 

123  East  19th  St., 

Fredonia, 

Philadelphia, 

Rochester, 

Pittsburgh 

20  East  30th  st, 
Albany, 
Rochester, 
Hudson, 
Ancram, 
Brooklyn, 
Poughkeepsie, 

7  East  80th  st, 
9  East  45th  St., 
Brooklyn, 
Niagara  Falls, 
Borne, 

Bingham  ton, 
Syracuse, 
Auburn, 
Utica, 

Troy, 

Gloversville, 

Brooklyn, 

Brooklyn, 

Brooklyn, 

8  East  66th  st., 


County 
Ulster 
Erie 
Cayuga 
Steuben 
Herkimer 
Erie 

New  York 
Otsego 
Oneida 
Tompkins 
New  York 
Kings 
Albany 
New  York 


Dutchess 

Schenectady 

New  York 

Kings 

Columbia 

Kings 

New  York 

Monroe 

Monroe 

Erie 

Dutchess 

New  York 

Kings 

Erie 

New  York 

Broome 

Clinton 

Schenectady 

Jefferson 

New  York 

Chautauqua 

Jefferson 

Monroe 

Clinton 

New  York 

Albany 

Monroe 

Columbia 

Columbia 

Kings 

Dutchess 

New  York 

New  York 

Kings 

Niagara 

Oneida 

Broome 

Onondaga 

Cayuga 

Oneida 

Rensselaer 

Fulton 

Kings 

Kings 

Kings 

New  York 
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1902  William  Simmons, 

1898  William  H.  Skene, 

1900  Erasmus  D.  Skinner, 
1897  Frederick  W.  Slocum, 

1899  Charles  E.  Smith. 

1903  Eugene  Alfred  Smith, 

1904  Frederick  W.  Smith, 
1904  Marion  R.  Smith, 
1900'  Nathan  Smith, 

1904  Irving  M.  Snow, 

1902  Sargent  F.  Snow, 

1886  James  D.  Spencer, 

1892  Henry  S.  Stearns, 

1890  Byron  U.  Steenberg, 

1902  F.  H.  Stephenson, 

1892  William  Stevens, 

1879  Charles  L.  Stiles, 

1901  David  V.  Still, 

1897  William  O.  Stillman, 

1880  Enoch  Y.  Stoddard, 
1889  Charles  Stover, 

1882  Frederic  B.  Sturgis, 

1885  A.  Walter  Suiter, 
1892  Peter  L.  Suits, 

1896  T.  Oliver  Tait, 

1900  John  H.  Taylor, 

1898  John  Warren  Thorp* 

1897  C.  F.  Timmerman, 

1900  William  A.  Tomes, 

1888  David  M.  Totman, 

1897  C.  Wilmot  Townsend, 
1896  Wisner  R.  Townsend, 

1902  C.  Howard  Travell, 

1889  Willis  G.  Tucker, 
1880  Robert  K.  Tuthill. 
1892  Francis  Valk, 

1895  Joshua  M.  Van  Cott. 

1902  John  Vanderpoel, 

1889  S.  O.  Vanderpoel, 

1899  Waldron  B.  Vanderpoel, 
1876  Albert  Vander  Veer 
1902  Ely  Van  de  Warker, 

1901  Charles  M.  Van  Dyke, 

1899  Frank  Van  Fleet, 

1900  Howard  Van  Rensselaer, 
1904  A.  W.  Van  Slyke, 

1886  Eugene  Van  Slyke,f 
1904  P.  H.  von  Zierolshof  en, 

1898  Major  A.  Veeder, 

1890  Waterman  A.  Vincent, 
1904  Shelden  Voorhees, 

1899  Charles  G.  Wagner, 

1895  John  J.  Walsh, 

1901  James  P.  Warbasse, 

1896  David  B.  Ward, 
1873  R.  Halstead  Ward, 

1883  Samuel  B.  Ward 
1904  Waldron  M.  Ward, 
1885  John  8.  Warren  (1898), 
1904  Leonard  Webber, 

1883  David  Webster, 


Brooklyn, 

Brooklyn, 

Mineola, 

Camillas, 

Whitesboro, 

Buffalo, 

Syracuse 

McGraw, 

Riehmondville, 

Buffalo, 

Syracuse, 

Water  town, 

45  West  58th  st, 

Albany, 

Syracuse, 

70  West  52nd  St., 

Owego, 

Johnstown, 

Albany, 

Rochester, 

Amsterdam, 

16  West  32nd  st., 

Herkimer, 

Tribe's  Hill, 

Rochester, 

Holley, 

Oxford, 

Amsterdam, 

Brooklyn, 

Syracuse, 

New  Brighton, 

125  West  58th  st, 

Troy, 

Albany, 

Poughkeepsie, 

164  East  61st  St., 

Brooklyn, 

36  West  39th  St., 

346  Broadway, 

106  East  24th  it, 

Albany, 

Syracuse, 

Himrod, 

60  East  77th  st, 

Albany, 

Coxsackie, 

Albany, 

Croghan, 

Lyons, 

Three-Mile  Bay, 

Auburn, 

Binghamton, 

Buffalo, 

Brooklyn, 

Poughkeepsie, 

Troy, 

Albany, 

North  Collins, 

150  West  48th  st, 

25  West  46th  St., 

327  Madison  av., 


County 
Kings 
Kings 
Queens 
Onondaga 
Oneida 
Erie 

Onondaga 
Cortland 
Schoharie 
Erie 

Onondaga 
Jefferson 
New  York 
Albany 
Onondaga 
New  York 
Tioga 
Fulton 
Albany 
Monroe 
Montgomery 
New  York 
Herkimer 
Montgomery 
Monroe 
Orleans 
Chenango 
Montgomery 
Kings 
Onondaga 
Richmond 
New  York 
Rensselaer 
Albany 
Dutchess 
New  York 
Kings 
New  York 
New  York 
New  York 
Albany 
Onondaga 
Yates 
New  York 
Albany 
Greene 
Albany 
Lewis 
Wayne 
Jefferson 
Cayuga 
Broome 
Erie 
Kings 
Dutchess 
Rensselaer 
Albany 
Erie 

New  York 
New  York 
New  York 
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Yew  of  Election 

1901  William  S.  Webster, 

1898  George  C.  Weiss, 

1895  Ernest  Wende, 
1901  Grover  W.  Wende, 

1896  George  T.  Wetmore, 

1894  Hamilton  D.  Wey, 
1889  John  T.  Wheeler, 
1883  John  W.  Whitbeek, 
1002  Frederick  Whiting, 

1880  Robert  F.  Weir, 

1895  Reynold  W.  Wilcox, 
1898  Alfred  G.  Wilding, 
1883  Charles  E.  Willard, 
1898  Edward  S.  Willard, 
1895  George  O.  Williams, 
1893  Henry  T.  Williams, 
1901  Herbert  U.  Williams, 
1895  James  McF.  Winfield, 

1881  Charles  E.  Witbeck, 
1892  George  H.  Witter, 
1889  Rudolph  A.  Witthaus, 
1903  Wilbur  D.  Wolff, 

1900  George  H.  Wood 

1897  W.  Gill  Wylie, 

1901  Edward  J.  Wynkoop, 
1900  Charles  D.  Young, 

1903  William  Henry  Zabriskie, 
1895  Frederick  W.  Zimmer, 

1904  John  Zimmer, 


Liberty, 

Mt.  Vernon, 

Buffalo, 

Buffalo, 

36  West  35th  St., 

Elmira, 

Chatham, 

Rochester, 

47  West  50th  St., 

11  East  54th  st., 

679  Madison  av., 

Malona 

Catskill, 

Watertown, 

Greene, 

Rochester, 

Buffalo, 

Brooklyn, 

Cohoes, 

Wellsville, 

45  West  32nd  St., 

Rochester, 

Antwerp, 

28  West  40th  st., 

Syracuse, 

Rochester, 

Glen  Cove, 

Rochester, 

Rochester, 


Comity 
Sullivan 
Westchester 
Erie 
Erie. 

New  York 
Chemung 
Columbia 
Monroe 
New  York 
New  York 
New  York 
Franklin 
Greene 
Jefferson 
Chenango 
Monroe 
Erie 
Kings 
Albany 
Allegany 
New  York 
Monroe 
Jefferson 
New  York 
Onondaga 
Monroe 
Queens 
Monroe 
Monroe 


Honorary  Members 


Tear  of  Election 

1889  Francis  Bacon,  New  Haven, 
Connecticut 

1888  B.  F.  Baer,  Philadelphia,  Pa. 

1880  J.  S.  Billings,  Philadelphia,  Pa. 
1904  Peter  H.  Bryce,  Toronto,  Can. 
1877  W.   A.   F.   Brown,   Dumphries, 

Scotland 

1886  E.  N.  Brush,  Baltimore,  Md. 

1881  J.  C.  Bucknill,  London,  Eng. 
1894  Arthur  T.  Cabot,  Boston,  Mass. 
1903  R.  H.  Chittenden,  New  Haven, 

Ct. 

1885  T.     S.     Clouston,     Edinburgh, 

Scotland 

1900  John  B.  Deaver,  Philadelphia, 
Pa. 

1903  Francis  X.  Dercum,  Philadel- 
phia, Pa. 

1875  F.  Dichiara,  Palermo,  Italy 

1875  E.  H.  Gregory,  St.  Louis,  Mo. 

1887  A.  P.  Grinnell,  Burlington,  Vt. 

1886  T.   Hansen,   Copenhagen,   Den- 

mark 

1889  Reginald   Harrison,   Liverpool, 

England 
1879  C.  Heath,  London,  England 


Year  of  Election 

1894  O.  E.  Herrick,  Grand  Rapids, 

Michigan 
1882  C.  N.  Hewitt,  Red  Wing,  Minn. 
1891  W.     H.     Hingston,     Montreal, 

Canada 
1877  W.  S.  Hopkins,  Vergennes,  Vt. 

1891  J.  Nevins  Hyde,   Chicago,  HL 
1899  William    W.    Keen,    Philadel- 
phia, Pa. 

1887  E.  Landolt,  Paris,  France 
1873  H.  C.  Lombard,  Geneva,  Switz- 
erland 

1871  W.  McCollum,  Brooklyn,  N.  Y. 

1897  J.  Lee  McComas,  Oakland,  Md. 

1892  Lewis  S.  McMurtry,  Louisville, 

Kentucky 

1872  R.  McNamara,  Dublin,  Ireland 
1889  Howard  Marsh,  London,  Eng. 

1898  Joseph     M.     Matthews,     Louis- 

ville, Ky. 
1879  L.  A.  Mercier,  Paris,  France 
1877  S.  Weir  Mitchell,  Philadelphia, 

Pa. 
1891  E.    E.    Montgomery,    Philadel- 
phia, Pa. 

1899  William  Osier,  Baltimore,  Md. 
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Tear  of  Election  Year  of  Election 

1894  J.    H.    Packard,    Philadelphia.  1888  F.  J.  Shepherd,  Montreal,  Can. 
Pa.  1894  George    M.    Sternberg,    Wash- 

1891  Joseph  Price,  Philadelphia,  Pa.  ington,  D.  C. 

1892  Chas.   A.  L.  Reed,  Cincinnati,  1873  Et  stokes,  Dublin,  Ireland 

1899  Maurice  H.  Richardson,  Boston,}???  *'  S.  Stone,  Washington,  Da 
jj^  '  ^1881  W.  H.  Taylor,  Cincinnati,  0. 

1902  B.  Merrill  Bicketts,  Cincinnati,  ^73  T.  J.  Turner,  U.  S.  Navy 

Ohio  1&02  J.     Collins     Warren,     Boston, 

1882  Sidney  Ringer,  London,  Eng.  Mass. 

1883  C.  L.  Robertson,  London,  Eng.  1877  L.  de  Wecker,  Paris,  France 
1892  Jas.  F.  W.  Ross,  Toronto,  Can.  1891  H.  C.  Wood,  Philadelphia,  Pa. 
1889  Max    Schede,    Hamburg,    Ger-  1892  A.  H.  Wright,  Toronto,  Can. 

many 
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MEDICAL  SOCIETY  OP  THE  COUNTY  OP  ALBANY. 

(Organized  in  1806.) 

Meetings.— Annual,  second  Tuesday  in  May;  semi-annual,  second  Tues- 
day in  October.  Stated  meetings  are  held  Wednesday  evening,  at  Almmri 
Hall,  Albany  Medical  College,  at  least  once  a  month,  from  October  to  May. 

Officers.     (May,  1904.) 
James  P.  Boyd,  President.  J.  Montgomery  Mosher,  Vice-President. 

James  F.  Booney,  Secretary.         William   H.   George,   Treasurer. 

Censors:  G.  T.  Moston,  Howard  E.  Lomax,  J.  L.  Archambault, 

S.  L.  Dawes,  A.  H.  Traver. 

Members. 

(Where  the  town  is  not  mentioned  Albany  is  to  be  understood.) 


Ira  Applebee,  318  S.  Pearl  st 
J.  L.  Archambault,  Cohoes 
La  Salle  Archambault,  Cohoes 
John  Archibold,  Cohoes 
Bobert  Babcock,  102  Lancaster  st 
Theodore  P.  Bailey,  168  Hamilton  st 
O.  D.  Ball,  691  Broadway 
James  P.  Barker,  54  Clinton  av 
E.  A.  Bartlett,  20  S.  Hawk  st 
Arthur  J.  Bedell,  48  Dove  st 

E.  J.  Bedell,  Becker's  Corners 
Edward  M.  Bell,  Cohoes 
Herman  Bendell,  178  State  st 
J.  M.  Bigelow,  54  Eagle  st 

L.  E.  Blair,  204  State  st 
Joseph  H.  Blatner,  132  Hudson  av 
A.  J.  Blessing,  219  State  st 
James  P.  Boyd,  152  Washington  av 
J.  Howard  Brannan,  287  State  st 
W.  S.  Bristol,  80  S.  Ferry  st 
A.  S.  Capron,  78  Hudson  av 
T.  L.  Carroll,  297  Lark  st 
Daniel  C.  Case,  Slingerlands 

F.  L.  Classen,  34  Trinity  place 

E.  V.  Colbert,  62  Hudson  av 
D.  H.  Cook,  264  Clinton  av 
J.  L.  Cooper,  86  Clinton  av 
Joseph  A.  Cox,  270  Clinton  av 
Joseph  D.  Craig,  12  Ten  Broeck  st 
Frederic  Crounse,  Altamont 

C.  M.  Culver,  36  Eagle  st 

F.  C.  Curtis,  17  Washington  av 
F.  C.  E.  Daunais,  Cohoes 

C.  E.  Davis,  15  Washington  av 
S.  L.  Dawes,  255  State  st 
Noah  L.  Eastman,  427  Clinton  av 
Arthur  W.  Elting,  247  State  st 
J.  D.  Featherstonhaugh,  Cohoes 

F.  H.  Fisk,  1  Clinton  square 
S.  H.  Freeman,  77  Columbia  st 

G.  H.  Furbeck,  Cohoes 

A.  L.  George,  769  Broadway 
Wm.  H.  George,  304  Central  av 
John  Giffen,  82  Philip  st 


W.  I.  Goewey,  225  Hamilton  st 
P.  B.  Greene,  542  Central  av 
John  H.  Gutmann,  71  Grand  st 
P.  N.  Guyer,  179  Clinton  av 
Wm.  Hailes,  197  Hamilton  st 
Lorenzo  Hale,  50  Clinton  av 
W.  S.  Hale,  38  Clinton  av 
W.  H.  Happel,  351  S.  Pearl  st 
J.  IT.  Haines,  Cohoes 
John  Y.  Hennessy,  35  Clinton  av 

E.  E.  Hinman,  202  Lam  st 
Alfred  B.  Huested,  State  c.  Eagle  st 
Henry  Hun,  149  Washington  av 

T.  W.  Jenkins,  246  Hamilton  st 

F.  M.  Joslin,  Yoorheesville 
P.  J.  Keegan,  48  Clinton  av 
Arthur  T.  Laird,  588  Madison  av 
J.  A.  Lanahan,  31  Jefferson  st 
M.  S.  Leavy,  621  Central  av 
Louis  Le  Brun,  71  S.  Ferry  st 

G.  G.  Lempe,  42  Eagle  st 
W.  G.  Lewi,  296  Lark  st 

H.  Judson  Lipes,  178  Washington  av 

G.  E.  Lochner,  196  State  st 

Howard  E.  Lomax,  114  Jay  st 

W.  G.  Macdonald,  27  Eagle  st 

A.  Macfarlane,  198  Washington  av 

M.  MacHarg,  787  Madison  av 

C.  C.  McCulloch,  315  Hudson  av 

J.  F.  McGarrahan,  Cohoes 

E.  N.  E.  Mears,  1  Washington  av 

H.  E.  Mereness,  184  State  st 

C.  S.  Merrill,  21  Washington  av 

J.  H.  Mitchell,  Cohoes 

J.  D.  Montmarquet,  Cohoes 

C.  H.  Moore,  21  Washington  av 

J.  M.  Moore,  375  Madison  av 

Samuel  B.  Morrow,  29  S.  Hawk  st 

J.  M.  Mosher,  170  Washington  av 

G.  T.  Moston,  611  Central  av 

George  S.  Munson,  30  Eagle  st 

W.  H.  Murray,  290  Lark  st 

C.  L.  Myers,  237  N.  Pearl  st 

W.  J.  Nellis,  210  State  st 
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L.  H.  Neuman,  194  State  at 
D.  V.  O'Leary,  10  Ash  Grove  place 
G.  W.  Papen,  268  Madison  ay 
H.  D.  Pease,  116  Washington  ay 
G.  Upton  Peltier,  Cohoes 
T.  K  Perry,  174  Second  st 
Alonzo  F.  Powell,  Coeymans 
M.  J.  Read,  Indian  Fields 
Martin  Reid,  Beidsville 
James  F.  Rooney,  123  Grand  st 
Arthur  G.  Root,  218  State  st 
W.  B.  Rossman,  285  Hamilton  st 
Thomas  A.  Ryan,  47  Eagle  st 
W.  B.  Sabin,  Watervliet 
F.  Saurbrie,  Clarksville 
Arthur  Sautter,  220  State  st 
Wm.  L.  Schutter,  279  Clinton  av 
Seth  G.  Shanks,  547  Clinton  ay 
H.  L.  K.  Shaw,  198  Washington  ay 
Ralph  Sheldon,  291  State  st 
J.  H.  Skillicorn,  279  Hudson  ay 
C.  H.  Smith,  246  Washington  ay 
J.  E.  Smith,  246  Washington  ay 
B.  U.  Steenberg,  1  Ten  Broeck  st 
M.  D.  Stevenson,  63  S.  Ferry  st 


W.  O.  Stillman,  287  State  st 
Elizabeth  Sweet,  13  Ten  Broeck  st 
R.  H.  Tedford,  Jr.,  116  Central  av 
C.  F.  Theisen,  172  Washington  av 
A.  H.  Traver,  217  State  st 
T.  Markley  Trego,  33  Clinton  av 
Benno  G.  Troidle,  4  McPherson  ter 
Willis  G.  Tucker,  Medical  College 
G.  L.  Ullman,  92  Central  av 
L.  Van  Auken,  Watervliet 
Albert  Vander  Veer,  28  Eagle  st 
Edgar  A.  Vander  Veer,  28  Eagle  st 
James  N.  Vander  Veer,  28  Eagle  st 
Howard  Van  Rensselaer,  123  State  st 
E.  Van  Slyke,  90  Grand  st 
W.  J.  Wansboro,  113  Lark  st 
S.  B.  Ward,  281  State  st 
J.  B.  Washburne,  Delmar 
James  W.  Wiltse,  6  S.  Hawk  st 
Charles  K.  Winnie,  Jr.,  Bender  Hy- 
gienic Laboratory 
L.  B.  Winne,  72  Livingston  av 
C.  E.  Witbeck,  Cohoes 
Harriet  A.  Woodward,  42  Chestnut  st 
Number  jot  Members,  136. 


MEDICAL   SOCIETY    OF   THE   COUNTY   OF   ALLEGANY. 
(Date  of  organization  unknown.) 

Meetings. — Annual,  second  Wednesday  in  May;  quarterly,  second  Wed- 
nesday in  August,  November,  and  February. 


Officers.     (1904.) 

H.  L.  Hulett,  President.  J.  C.  Young,  Vice-President. 

George  E.  Burdick,  Secretary  and  Treasurer. 


Censors:  George  E.  Burdick, 
G.  H.  Witter, 


Otis  Allen,  Cuba 

E.  W.  Ayers,  Richburg 

F.  C.  Ballard,  Rushford 
H.  A.  Barney,  Belmont 
George  E.  Burdick,  Andover 
O.  E.  Burdick,  Little  Genesee 
J.  W.  Collar,  Wellaville 

F.  E.  Comstock,  Wellsville 
W.  O.  Congdon,  Cuba 
H.  E.  Cooley,  Angelica 
Dorr  Cutler,  Bolivar 
C.  C.  Deming,  Friendship 
N.  H.  Fuller,  Friendship 

E.  C.  Gilbert,  Angelica 
H.  F.  Gillette,  Cuba 

F.  E.  Howard,  Friendship 
H.  L.  Hulett,  Allentown 
Fred.  T.  Koyle,  Wellsville 


J.  W.  Collar, 

J.  C.  Young. 


H.  A.  Barney! 


Members. 


O.  N.  Latham,  Bolivar 
Elbert  W.  La  Wall,  Scio 
William  Litchfield,  Cuba 
W.  H.  Loughead,  Nile 
Chas.  M.  Post,  Alfred 

A.  J.  Remington,  Whitesville 
George  W.  Roos,  Wellsville 
C.  O.  Sayers,  Bolivar 

Mark  Sheppard,  Alfred 
Edith  Stuart,  Hume 
C.  M.  Stewart,  Hume 
T.  S.  Thomas,  Cuba 

F.  H.  Van  Orsdale,  Belmont 

B.  Williamson,  Friendship 

G.  H.  Witter,  Wellsville 
J.  C.  Young,  Cuba 

Number  of  Members,  34. 
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MEDICAL  SOCIETY  OF  THE  COUNTY   OF  BROOME. 

(Organized  July  4,  1806.) 

Meetings."— Animal,  first  Tuesday  in  October;  semi-annual,  first  Tuesday 
in  April. 

Officers.     (October,  1903.) 


C.  B.  Seymour,  President. 
Jack  KUlen,  Secretary. 


Censors: 


J.  G.  Orton, 
F.  W.  Sears, 


Bay  Beardsley,  Vice-President. 
E.  H.  Wells,  Treasurer. 

J.  H.  Chittenden,  J.  M.  Farrington, 

A.  F.  Taylor. 
Members. 


(Where  the  name  of  the  town  is  not 

J.  D.  Appley,  145  Park  av 
8.  Taylor  Barton,  Lestershire 
H.  F.  Beardsley,  500  Chenango  st 
Bay  Beardsley,   502  Chenango  st 
J.  M.  Booth,  West  Colesville 

D.  8  Burr,  145  Court  st 
Charles  Butler,  Nineveh 

J.  H.  Chittenden,  51  Main  st 
B.  N.  Christopher,  Union 
W.  D.  Christopher,  Union 
J.  C.  Comstock,  1  Lewis  st 
W.  W.  Clark,  Maine 

B.  B.  Daly,  234  Washington  st 

E.  F.  Day,  96  Court  st 
Dwight  Dudley,  Maine 
I.  C.  Edson,  Windsor 
H.  O.  Ely,  62  Front  st 

J.  M.  Farrington,  11  Jay  at 
Ii.  D.  Farnham,  42  Main  st 

F.  L.  Forker,  38  Fayette  st 
EL  C.  French,  Port  Dickinson 

C.  W.  Green,  Jay  st 

J.  D.  Guy,  Chenango  Forks 

W.  D.  Hardy,  Union 

L.  H.  Hills,  3  Dwight  Block 

I.  A.  Hix,  Carroll  st 

F.  P.  Hough,  89*  Oak  st 

H.  S.  Hutchinson,  Grand  Boulevard 

B.  C.  Irving,  Main  st 

J.  W.  Jansen,  28  Exchange  st 

J.  Killen,  74  Front  st 

Frank  MacKnight,  Exchange  st 

J.  H.  Martin,  172  Court  st 


given  Binghamton  is  to  be  understood.) 

F.  M.  Miller,  145  Court  st 

W.  A.  Moore,  223  Washington  st 

Mary  O'Malley,  State  Hospital 

D.  C.  O'Neil,  226  Front  st 
W.  S.  Overton,  114  Court  st 

J.  G.  Orton,  Henry  st  and  Prospect  av 
Ransom  J.  Perry,  Whitney  Point 
J.  F.  Pratt,  115  Front  st 
F.  W.  Putnam,  210  Vestal  av 
John  F.  Place,  Jr.,  134  Court  st 
L.  H.  Quackenbush,  Main  cor.  Crandall 

B.  E.  Badeker,  Deposit 

C.  B.  Bichards,  86  Front  at 
Charles  Roberts,  Chenango  st 
Flora  Buch,  Lestershire 

F.  W.  Sears,  cor.  Front  and  Ferry  sts 
Charles  B.  Seymour,  258  Court  st 
B.  A.  Seymour,  Whitney  Point 
Edward  L.  Smith,  60  Carroll  st 
George  B.  Stanwix,  262  Washington  st 
A.  P.  Summers,  State  Hospital 
A.  F.  Taylor,  Castle  Creek 

E.  L.  Teed,  Centre  Lisle 

J.  L.  Van  Alstyne,  173  Court  st 
T.  B.  Van  Alstyne,  324  Chenango  st 
Charles  G.  Wagner,  State  Hospital 
E.  H.  Wells,  14  Congdon  Place 
J.  S.  Whitney,  Union 
W.  W.  Whitney,  Union 
W.  H.  Wilson,  Lestershire 
L.  D.  Witherill,  Union. 

Number  of  Members,  64. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CATTABAUGUS. 

Meetings.— Annual^  at  Salamanca,  the  first  Tuesday  in  May;  quarterly, 
on  the  first  Tuesday  in  August,  November,  and  February. 

Officers.     (May,  1904.) 

G.  W.  Winterstine,  President.  J.  Sutherland  Wright,  Vice-President. 

J.  A.  Taggert,  Secretary  and  Treasurer. 

G.  W.  Winterstine. 


Censors:  A.  D.  Lake, 


J.  B.  Allen,  Olean 
H.  J.  Ashley,  Machias 
Fred  C.  Beals,  Salamanca 


F.  C.  Beals, 
Members. 


Clarence  S.  Beals,  Salamanca 
S.  S.  Bedient,  Little  Valley 
J.  P.  Booth,  Olean 
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A.  L.  Borden,  Gowanda 
I.  H.  Boyd,  Olean 
E.  B.  Burdick,  Olean 
E.  M.  Cobs,  Cattaraugus 
Salina  P.  Colegrove,  Salamanca 
Lyman  L.  Deck,  Salamanca 
Myron  E.  Fisher,  Delavan 
M.  C.  Follett,  Olean 
William  Follett,  Sandusky 
M.  C.  Hawley,  East  Bandolph 
Jacob  S.  Hicks,  Allegany 
J.  E.  Holden,  Otto 
Wm.  B.  Johnston,  Ellicottville 
William  W.  Jones,  Dayton 
J.  F.  Kane,  Olean 
Charles  Kelley,  Franklinville 
Clarence  King,  Machias 
Charles  P.  Kiiowles,  Olean 
Frederick  Krehbiel,  Delevan 
A.  D.  Lake,  Gowanda 
T.  B.  Loughlin,  Olean 
George  Mcintosh,  Cattaraugus 


S.  B.  McClure,  Allegany 
Wm.  E.  McDuffie,  Olean 
O.  S.  Martin,  Salamanca 
J.  E.  K.  Morris,  Olean 
William  H.  Mountain,  Olean 
Charles  L.  Bandall,  Franklinville 
W.  B.  Reynolds,  Olean 
J.  H.  Sackrider,  East  Bandolph 
Raymond  Sackrider,  East  Bandolph 
E.  M.  Shaffner,  Great  Valley 
Alfred  Smallman,  Ellicottville 
Caesar  Smith,  Olean 
H.  D.  Snover,  Steamburgh 
James  A.  Taggert,  Salamanca 
William  Tefft,  S.  Dayton 
O.  A.  Tompkins,  Bandolph 
Edward  Torrey,  Allegany 
W.  H.  Vincent,  Hinsdale 
C.  M.  Walrath,  Ellicottville 
G.  W.  Winterstine,  Portville 
E.  D.  Williams,  East  Otto 
J.  Sutherland  Wright,  Little  Valley 
Number  of  Members  50. 


MEDICAL  SOCIETY  OF  THE   COUNTY   OF  CAYUGA. 

Meetings.— Annual,  second  Thursday  in  May;  semi-annual,  second 
Thursday  in  November.  Regular  meetings  the  second  Thursday  in  August 
and  February. 

Officers.     (May,  1904.) 


Ledra  Heazlit,  President. 
F.  Hallett  Spencer,  Secretary. 


W.  Henry  Coe,  Vice-President 
Amelia  W.  Gilmore,  Treasurer. 


Members. 
(When  no  town  is  mentioned  Auburn  is  to  be  understood.) 


Charles  Atwood,  Moravia 
D.  F.  Armstrong,  8  Grover  st 
S.  E.  Austin,  6$  John  st 
O.  H.  Babbitt,  178  Genesee  st 
M.  O.  Bentley,  Weedsport 
F.  H.  Benedict,  Weedsport 
C.  H.  Bennett,  37  Clark  st 
M.  D.  Blaine,  16  William  st 
N.  D.  Blood,  5  Aurelius  av 

A.  H.  Brown,  7  William  st 

B.  I.  G.  Buckland,  Fleming 
H.  D.  Chapman,  24  South  st 
W.  S.  Cheesman,  22  William  st 

C.  F.  Chiles,  Montezuma 
W.  H.  Coe,  82  E.  Genesee  st 

W.  H.  Coe,  Jr.,  82  E.  Genesee  st 

M.  P.  Conway,  112  Genesee  st 

W.  T.  Cox,  Moravia 

J.  P.  Creveling,  22  South  st 

W.  D.  Cuddeback,  Aurora 

Robert  Hill  Dee,  Fair  Haven 

F.  A.  Dudley,  King  Ferry 

C.  A.  Fisher,  Victory 

N.  B.  Ford,  Owasco 

A.  J.  Forman,  55  E.  Genesee  st 


John  Gerin,  68  North  st 
Amelia  Gilmore,  28  South  st 
J.  B.  B.  Glasgow,  132  Genesee  st 
Geo.  W.  Gray,  Port  Byron 
Geo.  W.  Green,  45  E.  Genesee  st 
A.  L.  Hall,  Fair  Haven 
Ledra  Heazlit,  10  William  st 

A.  F.  Hodgman,  26  South  st 
J.  P.  Horley,  Cato 

B.  K.  Hozsie,  Jr.?  Sherwood 
Frank  Hozsie,  Union  Springs 
William  T.  Hudson,  Auburn 

J.  M.  Jenkins,  162  Genesee  st 
Nettie  E.  Jenkins,  162  Genesee  st 
Wm.  R.  Laird,  97  North  st 
Charles  L.  Lang,  Meridian 
F.  A.  Lewis,  16  William  st 
Guy  R.  Montgomery,  137  South  st 
B.  D.  Nellis,  Weedsport 
F.  E.  O'Brien,  114  Genesee  st 
L.  F.  O'Neil,  6*  William  st 
B.  E.  Osborne,  38  Fulton  st 
Susan  G.  Otis,  65  Genesee  st 
John  O.  Palmer,  37^  Franklin  st 
F.  H.  Parker,  156  Genes*  st 
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Frank  Putnam,  93  Wall  at 
B.  W.  Robinson,  30  Court  st 
Frank  Ryan,  Moravia 
Frederick  Sef ton,  137  South  st 
George  Slocum,  Qenoa 
F.  H.  Spencer,  6  William  st 
F.  C.  Smith,  Fleming 
A.  D.  Stewart,  Port  Byron 


A.  W.  Strohmenger,  Kelloggsville 
J.  D.  Tripp,  163  Genesee  st 
M.  B.  Van  Buskirk,  Aurora 
Sheldon  Voorhees,  88  North  st 
J.  W.  Whitbeck,  Cayuga 

D.  A.  White,  Montezuma 
George  W.  Whitney,  148  Genesee  st 

E.  G.  Woodruff,  29  William  st 

Number  of  Members,  67. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CHAUTAUQUA. 
(Organized,  1824;  reorganized,  1853.) 
Meetings.— Annual,  second  Tuesday  in  July;  semi-annual,  second  Tues- 


day in  December. 


Officers.     (July,  1903.) 


George  E.  Blackham,  President.       N.  E.  Beardaley,  Vice-President. 
Charles  Arthur  Ellis,  Secretary  and  Treasurer. 


Censors:  Geo.  E.  Blackham, 


T.  D.  Strong, 


Wm.  M.  Bemus. 


Members. 


N.  E.  Beardaley,  Dunkirk 
A.  J.  Bennett,  Busti 
George  E.  Blackham,  Dunkirk 
A.  H.  Bowers,  Jamestown 
V.  D.  Bozovsky,  Dunkirk 
J.  M.  Brooks,  Jamestown 
A.  E.  Dean,  Brocton 
A.  Wilson  Dods,  Fredonia 
J.  J.  Drake,  Stockton 
Charles  A.  Ellis,  Sherman 
G.  E.  Ellis,  Dunkirk 
W.  J.  French,  Hamlet 
L.  C.  Green,  Panama 
V.  M.  Griswold,  Fredonia 
Laban  Hazeltine,  Jamestown 
Edw.  B.  Hopkins,  Silver  Creek 
Frederick  C.  Hunt,  Jamestown 
E.  A.  Jones,  Jamestown 
J.  J.  Lenhart,  Bemus  Point 
L.  P.  McCray,  Clymer 
J.  J.  Mahoney,  Jamestown 
G.  D.  Marsh,  Sherman 
MaeDonald  Moore,  Fredonia 
W.  T.  Nash,  Irving 


Jason  Parker,  Jamestown 
W.  A.  Putnam,  Smith's  Mills 
Joseph  Beiger,  Dunkirk 
C.  H.  Richards,  Dunkirk 
N.  G.  Richmond,  Fredonia 

A.  J,  Bobbins,  Mayville 
R.  T.  Rolph,  Dunkirk 
C.  A.  Rood,  Brocton 
E.  Rood,  Westfield 

E.  A.  Schofield,  Bemus  Point 
J.  J.  Sharp,  Silver  Creek 
O.   C.   Shaw,  Cassadaga 
G.  E.  Smith,  Cherry  Creek 
J.  R.  Smith,  Conewango  Valley 
W.  O.  Smith,  Falconer 
T.  E.  Soules,  Westfield 
L.  H.  Snow,  Jamestown 
Ellis  W.  Storms,  Cherry  Creek 
Walter  Stuart,  Westfield 

B.  S.  Sweetland,  Brocton 
Walter  H.  Vosburgh,  Dunkirk 
W.  D.  Wellman,  Jamestown 
J.  H.  Wiggins,  Jamestown 

T.  C.  Wilson,  Point  Chautauqua 
Number  of  Members,  48. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CHEMUNG. 

(Organized  May  6,  1836.) 

Meetings.— Annual,  third  Tuesday  in  May;  quarterly,  third  Tuesday  in 
August,  November,  and  February. 

Officers, 


C.  N.  Hammond,  President. 
Jessie  Louise  Herrick,  Secretary, 

Censors:  N.  H.  Soble, 

C.  W.  M.  Brown, 


(1904.) 

Anna  M.  Stuart,  Vice-President. 
G.  V.  R.  Merrill,  Treasurer. 

John  C.  Fisher,  Arthur  W.  Booth. 

C.  G.  R.  Jennings. 
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Members. 
(When  no  town  is  mentioned  Elmira  is  to  be  understood.) 


F.  C.  Annabel,  127  E.  Hudson  st 

A.  H.  Baker,  313  Baldwin  st 
Arthur  W.  Booth,  105  N.  Main  st 
O.  J.  Bowman,  Horseheads 

C.  W.  M.  Brown,  311  Baldwin  st 

B.  P.  Bush,  Horseheads 
Walter  C.  Byrne,  257  Baldwin  st 

C.  S.  Carey,  314  East  Church  st 
Geo.  M.  Case,  122  N.  Main  st 

R.  R.  ChilsoD,  610  W.  Church  st 

La  Rue  Colegrove,  323  West  Church  st 

W.  E.  Colegrove,  Horseheads 

T.  A.  Dundas,  358  Main  st 

John  C.  Fisher,  Gleason  Health  Resort 

W.  H.  Fisher,  408  S.  Main  st 

Henry  Flood,  403  Lake  st 

H.  H.  Ford,  Main  and  2d  st 

H.  W.  Fudge,  375  S.  Main  st 

J.  W.  Gee,  Erin 

F.  B.  Green,  921  Lake  st 

C.  N.  Hammond,  Elmira  Heights 

Jessie  L.  Herrick,  408  Union  place 

Elizabeth  M.  Hooper,  467  W.  2d  st 


Jonas  Jacobs,  251  Baldwin  st 
O.  A.  Jakway,  Breesport 
C.  G.  R.  Jennings,  304  E.  Church  st 
G.  V.  R.  Merrill,  458  Spaulding  st 
N.  S.  Messenger,  558  E.  Church  st 
John  Moroney,  328  Baldwin  st 
J.  C.  O'Brien,  504  Penn.  av 
E.  A.  Reilly,  518  Lake  st 
Frank  W.  Ross,  104  N.  Main  st 
Delphine     Smith-Butcher,    454    East 

Church  st 
G.  D.  Smith,  Wellsburg 
N.  H.  Soble,  458  E.  Church  st 
C.  L.  Squire,  406  E.  Church  st 
Anna  M.  Stuart,  418  William  st 
Sherman  Voorhees,  408  Main  st 

E.  H.  Wakelee,  Big  Flats 
T.  A.  Wales,  403  William  st 
A.  J.  Westlake,  400  Lake  st 
J.  A.  Westlake,  328  Baldwin  st 
H.  D.  Wey,  359  Main  st 

F.  E.  Woodhouse,  315  Baldwin  st 

Number  of  Members,  44. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CHENANGO. 
(Organized  in  1806.) 

Meetings.— Annual,   second   Tuesday  in  January;   semi-annual,  second 
Tuesday  in  June. 

Officers.     (January,  1904.) 

H.  E.  Smith,  President.  L.  B.  Palmiter,  Vice-President. 

F.  O.  Spooner,  Secretary.  S.  M.  Hand,  Treasurer. 

Censors:  Drs.  Packer,  Gleason,  and  Hand. 


Members. 


L.  C.  Andrews,  Pilcher 

Louis  P.  Blair,  McDonough 

Vincent  Burgess,  Brisbin 

De  Witt  C.  Crumb,  South  Otselic 

W.  L.  Dodge,  Afton 

George  Douglas,  Oxford 

James  B.  Drake,  Norwich 

H.  T.  Elliot,  Greene 

Lyman  Emerson,  Orange 

R.  D.  L.  Evans,  Bainbridge 

T.  B.  Fernald,  Norwich 

H.  S.  Gardiner,  Hamilton 

E.   L.  Gaus,   Oxford 

D.  A.  Gleason,  Oxford 

O.  A.  Gorton,  Sherburne 

J.  D.  Guy,  Chenango  Forks 

S.  M.  Hand,  Norwich 

Blinn  A.  Harris,  Norwich 

P.  A.   Hayes,  Afton 

J.  V.  Jacobs,  Bainbridge 

Reuben  Jeffrey,  Norwich 

Oeorge  D.  Johnson,  Oxford 

L.  M.  Johnson,  Greene 

J.  V.  Lewis,  North  Norwich 


H.  C.   Lyman,  Sherburne 
T.  F.  Manley,  Norwich 

E.  N.  Morgan,  S.  New  Berlin 
J.  B.  Noyes,  New  Berlin 

B.  J.  Ormsby,  Norwich 
Thurston  G.  Packer,  Smyrna 
Charles  B.  Palmatier,  Plymouth 
L.  B.  Palmiter,  Mt.  Upton 
A.  T.  Perkins,  South  Otselic 
R.  H.  Phelps,  Norwich 
Frank  Preston,  Greene 
H.  E.  Smith,  Norwich 
M.  Spencer,  Guilford 

F.  O.  Spooner,  Sherburne 
D.  L.  Taylor,  Bainbridge 
R.  A.  Thompson,  Norwich 
J.  W.  Thorp,  Oxford 

L.  A.  Van  Wagner,  Sherburne 
L.  C.  Van  Wagner,  New  Berlin 

G.  S.  Weaver,  McDonough 

H.  H.  White,  Earlville,  Madison  Co. 
Earl  W.  Wilcox,  Norwich 
G.  O.  Williams,  Greene 

Number  of  Members,  47. 
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MEDICAL  SOCIETY  OP  THE  COUNTY  OP  CLINTON. 
(Organized  October  6,  1807.) 

Meetings.— Annual,  second  Tuesday  in   January;    semi-annual,   second 
Tuesday  in  July. 

Officers.     (January,  1904.) 

Cassius  D.  Silver,  President.  G.  DeWitt  Dare,  Vice-President. 

David  S.  Kellogg,  Secretary.  Frank  Madden,  Treasurer. 


Members. 


C.  W.  Arthur,  Plattsburgh 
Amos  T.  Baker,  Dannemora 
Ethan  A.  Barnes,  Plattsburgh 
M.  D.  Briggs,  Champlain 

W.  S.  Buck,  Plattsburgh 
H.  E.  Centre,  Schuyler  Falls 
W.  E.  Clough,  West  Chazy 
G.  DeWitt  Dare,  Cadyville 
L.  C.  Dodge,  Bouse 's  Point 
Warren  H.  Everett,  Peru 

A.  W.  Fairbank,  Chazy 

J.  M.  Hackett,  Champlain 
Charles  S.  Haynes,  Bedford 
Mahlon  B.  Holeomb,  Keesville 
O.  A.  Holeomb,  Plattsburgh  ' 
J.  W.  Honsinger,  West  Chazy 
E.  S.  Howe,  Ausable  Forks 

B.  E.  Hyde,  Plattsburgh 

D.  S.  Kellogg,  Plattsburgh 
John  W.  Kissane,  Peru 
Bobert  B.  Lamb,  Dannemora 
Elmer  E.  Larkin,  Plattsburgh 


A.  M.  Larkin,  Standish 

G.  E.  Letourneau,  Bouses  Point 

J.  H.  LaBocque,  Plattsburgh 

E.  M.  Lyon,  Plattsburgh 

J.  G.  McKinney,  Plattsburgh 

Frank  Madden,  Plattsburgh 

S.  Mitchell,  Jr.,  Saranac 

Sanford  H.  Newton,  Bouses  Point 

Charles  H.  North,  Dannemora 

Mark  O'Meara,  Standish 

J.  B.  Ransom,  Dannemora 

John  J.  Bobinson,  Saranac 

T.  Avery  Rogers,  Plattsburgh 

Clarkson  C.  Schuyler,  Plattsburgh 

Cassius  D.  Silver,  Plattsburgh 

Frederick  N.  Swift,  West  Chazy 

W.  U.  Taylor,  Mooers 

Walter  Nelson  Thayer,  Peru 

W.  C.  Thompson,  Plattsburgh 

C.  B.  Yaughan,  Morrisonville 

D.  B.  Woodward,  Ellenburgh 

Number  of  Members,  43. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  COLUMBIA. 

Meetings.— Annual,  second  Tuesday  in  May,  at  City  Hall,  Hudson;  semi- 
annual, first  Tuesday  in  October  at  Chatham. 


Officers. 
Z.  F.  Dunning,  President. 


(May,  1904.) 

Elwood  Oliver,  Vice-President. 

T.  Floyd  Woodworth,  Secretary  and  Treasurer. 

Censors:  E.  E.  Martin,  G.  P.  K.  Pomeroy,  N.  D.  Garnsey, 

Emmett  Niver,  H.  W.  Johnson. 

Members. 


J.  H.  Allen,  Churchtown 

Milf  ord  L.  Bates,  Canaan  4  Corners 

Bobert  W.  Bell,  Jr.,  Claverack 

O.  Howard  Bradley,  Hudson 

W.  Jay  Brewster,  Valatie 

T.  J.  Clelland,  Lebanon 

J.  E.  Cochran,  Valatie 

J.  B.  Conklin,  Philmont 

H.  W.  Cordes,  Copake 

Z.  F.  Dunning,  Philmont 

John  J.  Glover,  Stuyveaant  Falls 

N.  D.  Garnsey,  Kinderhook 

G.  W.  E.  Goodell,  East  Chatham 

H.  W.  Johnson,  Hudson 

J.  W.  King,  Stottville 

Martin  M.  Kittell,  Kinderhook 

Med  NY       89 


F.  T.  Kunker,  North  Chatham   ' 

E.  E.  Martin,  Stottville 

F.  C.  Maxon,  Jr.,  Chatham 
Nelson  E.  Mesick,  Glenco  Mills 
Emmett  Niver,  Hillsdale 
Elwood  Oliver,  Ancram 

Elton  J.  Palmer,  Philmont 
Wm.  P.  Platner,  Germantown 
George  P.  K.  Pomeroy,  Stuyvesant 
C.  G.  Bossman,  Hudson 
George  W.  Bossman,  Ancram 
Charles  Skinner,  Copake 
Wm.  O.  Smith,  Germantown 
W.  S.  Starks,  Chatham 
Wm.  D.  Swain,  Copake 

G.  E.  Swift,  Hudson 
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G.  W.  Timmers,  Livingston  H.  G.  Westlake,  Hillsdale 

Shennan  Van  Ness,  Chatham  Centre  John  T.  Wheeler,  Chatham 
George  W.  Vedder,  Philmont  Thomas  Wilson,  Hudson 

Joseph  E.  Vigeant,  Elizaville  T.  P.  Woodworth,  Kinderhook 

L  C.  Washburne,  Chatham  Number  of  Members,  41. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  CORTLAND. 
(Organized  August  10,  1808.) 

Meetings. — Annual,  second  Thursday  in  June;  semi-annual,  second 
Thursday  in  December;  quarterly,  second  Thursdays  in  September  and 
March. 

Officers,     (1904.) 

J.  W.  Whitney,  President  Frank  S.  Jennings,  Vice-President. 

Paul  T.  Carpenter,  Secretary.    Frank  D.  Reese,  Treasurer. 

Censors:  H.  T.  Dana,  H.  C.  Hendrick,  S.  J.  Sornberger, 

F.  H.  Forshee,  T.  M.  Emory. 


J&Cfnbers. 


Lucius  C.  Andrews,  Pitcher 
Charles  E.  Bennett,  Cortland 
Paul  T.  Carpenter,  Cortland 
H.  S.  Braman,  Homer 
Henry  T.  Dana,  Cortland 

E.  A.  Didama,  Cortland 
T.  M.  Emory,  Virgil 

F.  H.  Forshee,  McGraw 
M.  L.  Halbert,  Cincinnatus 
H.  C.  Hendrick,  McGraw 
H.  D.  Hunt,  Preble 

Frank  S.  Jennings,  Cortland 


Benj.  Kinyon,  Cincinnatus 
J.  E.  Leonard,  Hartford  Mills 
Edward  M.  McBirney,  Willett 
Philip  M.  Neary,  Cortland 
A.  L.  Powers,  Blodgett  Mills 
Frank  D.  Reese,  Cortland 
M.  R.  Smith,  McGraw 
S.  J.  Sornberger,  Cortland 
H.  I.  Van  Hoesen,  Truxton 
Charles  D.  Vernooy,  Cortland 
Henry  D.  Watson,  Cincinnatus 
J.  W.  Whitney,  Homer 

Number  of  Members,  24. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  DELAWARE. 

(Organized  July  1,  1806.) 

Meetings.— Annual,  second  Tuesday  in  June;  semi-annual,  in  the  Fall 

Officers,     (1904.) 

0.  S.  Allaben,  President.  George  L.  Hubbell,  Vice-President. 

Stanton  Hendrick,  Secretary.        George   H.   Reynolds,   Treasurer. 

Censors:  Thomas  Wight,      G.  C.  Smith,      H.  A.  Gates,      J.  N.  Wright 


Members. 


Charles  S.  Allaben,  Margaretville 
Howard  Bell,  Delhi 
Julius  W.  Blakely,  Sidney 
George  H.  Brinkman,  Sidney 
Robert  Brittain,  Downsville 
S.  S.  Cartwright,  Rozbury 
S.  E.  Churchill,  Stamford 
Thomas  L.  Craig,  Davenport 
William  J.  Cranston,  Walton 
Gilbert  J.  Dickson,  Bovina 
Andrew  R.  Ellis,  Rozbury 
Henry  A.  Gates,  Delhi 
J.  A.  Gladstone,  Andes 
Hobart  J.  Goodrich,  Delhi 


W.  D.  Heimer,  Hamden 
Stanton  Hendrick,  Treadwell 
C.  J.  Hillis,  Griffin's  Corners 
James   A.    Holley,    Walton 
George  L.  Hubbell,  Hobart 
Austin  D.  Johnson,  East  Branch 
E.  D.  McKenna,  Walton 
J.  S.  McNaught,  Hobart 
W.  A.  Minor,  Bloomville 
J.  A.  Montgomery,  Walton 
William  B.  Morrow,  Walton 
William  Ormiston,  Delhi 
Samuel  H.  Rabuck,  Bovina  Centre 
George  H.  Reynolds,  Delhi 
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John  E.  3afford,  Stamford  8.  J.  White,  Franklin 

Gilbert  T.  Scott,  Davenport  Thomas  Wight,  Andes 

George  C.  Smith-Delhi  John  V.  E.  Winne,  Sidney 

Wm.  G.  Smith,  Walton  J.  N.  Wright,  Grand  Gorge 

Number  of  Members,  36. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  DUTCHESS. 
(Organized  in  1806.) 

Meetings.— Annual,  second  Wednesday  in  January,  at  Poughkeepsie; 
semi-annual,  second  Wednesday  in  June. 

Officer*.     (January,  1904.) 

H.  L.  Cookingham,  President.  J.  H.  Cotter,  Vice-President. 

Robert  W.  Andrews,  Secretary.  D.  B.  Ward,  Treasurer. 

Censors:  Robert  K.  Tuthill,  E.  H.  Gerow,  J.  H.  Cotter. 

Members. 

John  H.  Aeheson,  Poughkeepsie  T.  B.  Kinkead,  Poughkeepsie 

W.  S.  Ackert,  Poughkeepsie  D.  A.  Knapp,  North  Clove 

H.  E.  Allison,  Matteawan  Charles  H.  Langdon,  Poughkeepsie 

Robert  W.  Andrews,  Poughkeepsie      I.  D.  LeRoy,  Pleasant  Valley 
W.B.Andrews,  State  Hospital,  Pough-  Mark  M.  Lown,  Bhinebeck 
keepsie  D.  H.  MacKenzie,  MabbettsviHe 

B.  N.  Baker,  Bhinebeck  Frederick  J.  Mann,  Poughkeepsie 
Thomas  E.  Bamf  ord,  State  Hospital,  Lewis  H.  Marks,  Poughkeepsie 

Ponghkeepee  Chas.  J.  McCambridge,  Poughkeepsie 

H.  Weston  Barnum,  Poughkeepsie  S.  F.  Mellen,  State  Hospital,  Pough- 
Guy  C.  Bayley,  Poughkeepsie  keepsie 

Nelson  Borst,  Poughkeepsie  Raymond  T.  Metcalf,  Poughkeepsie 

E.   M.   Burns,   Poughkeepsie  J.  E.  Moith,  Fishkill 

John  A.  Card,  Poughkeepsie  Franklyn  Murphy,  Staatsburg 

W.  J.  Cavanaugh,    State    Hospital,  G.     W.     Pilgrim,     State     Hospital, 

Poughkeepsie  Poughkeepsie 

W.  M.  Clark,  Matteawan  J.  O.  Pingry,  Mill  Brook 

W.  J.  Conklin,  Fishkill  J.  W.  Poucher,  Poughkeepsie 

H.  L.  Cookingham,  Red  Hook  Horace  R.  Powell,  Poughkeepsie 

Isaac  M.  Cornell,  Wappinger's  Falls  Churchill  A.  Pritchard,  Tivoli 

James  M.  Cronk,  Hyde  Park  Emma     Putnam,     State     Hospital, 
Thos.  K.  Cruse,  Wappinger's  Falls        Poughkeepsie 

John  H.  Cotter,  Poughkeepsie  C.  F.  Roberts,  Dover  Plains 

John  H.  Cotter,  Pine  Plains  Selwyn  A.  Russell,  Poughkeepsie 

J.  H.  Dingman,  Madalin  J.  E.  Sadlier,  Poughkeepsie 

W.  G.  Dobson,  Poughkeepsie  J.  M.  W.  Scott,  Matteawan 

J.  H.  Doughty,  Matteawan  D.  W.  Sheedy,  Poughkeepsie 

Austin  T.  Fink,  Freedom  Plains  D.  C.  Tripp,  Beekmanville 

C.  B.  Gill,  Poughkeepsie  G.  H.  Tripp,  Clinton  Corners 
Elizabeth  H.  Gerow,  Poughkeepsie  R.  K.  Tuthill,  Poughkeepsie 

H.  A.  Gibbon,  Poughkeepsie  G.  A.  Van  Wagner,  Wappinger's  Falls 

J.  P.  Grant,  Poughkeepsie  D.  B.  Van  Wyck,  Manchester  Bridge 

Edward   L.   Hanes,   State  Hospital,  Louis  T.  Waldo,  State  Hospital,  Pough- 
Poughkeepsie  keepsie 

D.  J.  Hoyt,  Poughkeepsie  D.  B.  Ward,  Poughkeepsie 
R.  A.  Hoyt,  Fishkill  W.  S.  Watson,  Matteawan 
I.  G.  Harris,  State  Hospital,  Pough-  F.  B.  Weaver,  Hyde  Park 

keepsie  Howell  White,  Fishkill 

George  Huntington,  Hopewell  June.  H.  C.  Wilbur,  Pine  Plains 
C.  W.  Ivie,  La  Grangeville  George  H.  Williams,  Fishkill 

J.  M.  Julien,  Pleasant  Valley  J.  S.  Wilson,  Poughkeepsie 

Grace  N.  Kimball,  Poughkeepsie  L.  C.  Wood,  Poughkeepsie 

Number  of  Members,  75 
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MEDICAL  SOCIETY  OP  THE  COUNTY  OP  EBIE. 

Meetings.— Annual,   second   Tuesday  in  January;   semi-annual,  second 
Tuesday  in  June. 

Officers,     (1904.) 

William  C.  Krauss,  President.  John  D.  McPherson,  Vice-President, 

Franklin  C.  Gram,  Secretary.  Edward   Clark,  Treasurer. 

Wm.  C.  Callanan,  Librarian. 

Censors :  John  H.  Grant.  Henry  Lapp,  L.  B.  Dorr, 

H.  B.  Hopkins,  Irving  W.  Potter. 

Members. 

(Where  no  town  is  mentioned  Buffalo  is  to  be  understood.) 

George  Abbott,  Hamburg 
Arthur  B.  Allen,  413  E.  Utica 
Thomas  G.  Allen,  419  Elk  st 
Chas.  H.  W.  Auel,  277  High  st 
Stanley  C.  Babcock,  2319  Main  st 
John  E.  Bacon,  79  Niagara  sq 
Lucius  L.  Ball,  190  Dearborn  st 
Edward  H.  Ballou,  Gardenville 
Bollin  L.  Banta,  358  S.  Division  st 
Edwin  B.  Barnes,  1258  West  av 
William  C.  Barrett,  208  Franklin  st 
T.  L.   Barry,  Willink 
Bernard  Bartow,  481  Delaware  av 
Theodore  V.  Bauer,  735  Washington 
A.  W.  Bayliss,  592  Spring  st 
A.  L.  Benedict,  174  Franklin  st 
A.  G,  Bennett,  90  W.  Chippewa  st 
Henry  G.  Bentz,  894  Michigan  st 
W.  D.  Bidaman,  335  Connecticut  st 
Henry  H.  Bingham,  2485  Main  st 
Elias  S.  Bissell,  2793  Main  st 
William  G.  Bissell,  143  Elmwood  av 
Loren  F.  Bois,  286  Norwood  av 
John  D.  Bonner,  144  Jewett  av 
C.  B.  Borzilleri,  22  Morgan 
Bentley  S.  Bourne,  Hamburg 
Charles  W.  Bourne,  Hamburg 
Carlos  F.  Bowman,  Alden 
Clara  E.  Bowen,  1223  Lovejoy  st 
F.  E.  L.  Brecht,  361  William  st 
Albert  H.  Briggs,  267  Hudson  av 
Elmer  E.  Briggs,  879  Clinton  st 
Mark  N.  Brooks,  Springville 
Ira  C.  Brown,  411  14th  st 
H.  B.  Brownell,  1430  Main  st 
Frank  A.  Burghardt,  632  Elm  st 
L.  Burrows,  388  Franklin  st 
Henry  C.  Buswell,  868  Main  st 
Wm.  C.  Callanan,  190  Front  av 
T.  B.  Carpenter,  142  N.  Pearl 
Evangeline  Carroll,  285  Ashland  av 
Jane  W.  Carroll,  285  Ashland  av 
Henry  T.  Carter,  210  Hoyt  st 
Charles  Cary,  340  Delaware  av 
Wm.  H.  Chace,  266  Connecticut  st 
N.  V.  Chappell,  418  Breckenridge  st 
J.  W.  Charters,  569  Walden  av 
Edward  Clark,  845  Ellicott  sq 


Mary  Clayton,  44  Elmwood  av 
Chas.  A.  Clements,  312  Sycamore  st 
J.  C.  Clemesha,  329  Franklin  st 
Wm.  P.  Clothier,  1126  Main  st 
John  B.  Coakley,  339  Delaware  av 
Bernard  Conn,  540  Niagara  st 
A.  E.  Collins,  248  Dearborn  st 
A.  J.  Colton,  27  E.  Ferry  st 
Chas.  E.  Congdon,  1034  Jefferson  st 

D.  J.  Constantino,  528  West  av 
Bruce  L.  Cook,  778  Genesee  st 
Edward  J.  Cook,  1620  Broadway 
George  F.  Cott,  531  Mooney  Bldg 
Floyd  S.  Crego,  469  Delaware  av 
Montgomery  A.  Crockett,  452  Frank- 
lin st 

C.  Julia  Ctammings,  560  Auburn  av 
John  Dambach,  417  Michigan  st 
John  H.  Daniels,  184  Genesee  st 
Alfred  E.  Diehl,  361  Pearl  st 
Conrad  Diehl,  32  W.  Genesee  st 

E.  M.  Dooley,  406  Louisiana  st 
L.  Bradley  Dorr,  300  Jefferson  st 
J.  Henry  Dowd,  378  Franklin  st 
Wm.  Dowlmen,  536  Swan  st 
Daniel  P.  Doyle,  217  Franklin  st 
S.  A.  Dunham,  72  W.  Chippewa  st 
Thomas  F.  Dwyer,  89  West  av 
Fred'k  H.  Ehinger,  Ebenezer 
David  C.  Eisbein,  399  Broadway 
Chalers  P.  Eller,  1440  Jefferson  st 
Henry  S.  Ellwood,  9  W.  Mohawk  st 
Alfred  F.  Erb,  Clarence,  N.  Y. 
Clark  E.  Ernest,  282  W.  Ferry  st 

E.  N.  Ewell,  Lancaster,  N.  Y. 
George  E.  Fell,  72  Niagara  st 

F.  H.  Field,  Depew 

John  J.  Finnerty,  429  Franklin  st 
John  D.  Flagg,  384  Franklin  st 
Edgar  A.  Forsyth,  326  Franklin  st 
Joseph  Fowler,  141  Delaware  av 
C.  C.  Frederick,  64  Richmond  av 
Jane  N.  Frear,  28  Orton  place 
F.  E.  Fronczak,  508  Fillmore  av 
Edward  L.  Frost,  489  Plymouth  av 
Maud  J.  Frye,  224  Allen  st 
Wm.  H.  Gail,  East  Aurora 
E.  J.  Gilray,  Erie  County  Hospital 
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Frank  M.  Gipple,  Bowmansville 
8.  Goldberg,  584  N.  Division  st 
Franklin  C.  Gram,  460  Glenwood  av 
John  H.  Grant,  176  Virginia 
H.  J.  Grant,  302  Bonck  av 
John  B.  Gray,  224  Front  av 
Stephen  S.  Greene,  328  Niagara  st 
De  Witt  G.  Greene,  1125  Main  st 
Walter  D.  Greene,  385  Jersey  av 
Willis  G.  Gregory,  530  Main  st 
J.  W.  Grosvenor,  118  Plymouth  av 
Benjamin  H.  Grove,  334  Pearl  st 

B.  K.  Grove,  334  Pearl  st 
Adalbert  G.  Guamaer,  802  Bailey  av 
Bobert  8.  Hambleton,  Kenmore 
Lawrence  G.  Hanley,  696  Seneca  st 
Bobert  Hebenstreit,  430  Broadway 
Devillo  W.  Harrington,  1430  Main  st 
John  T.  Harris,  Tonawanda 
Marcell  Hartwig,  884  Main  st 
John  Hauenstein,  309  Elmwood  av 
Herman  E.  Hayd,  493  Delaware  av 
Frederick  W.  Hayes,  91  Broadway 
Geo.  J.  Hearne,  191  Auburn  av 
William  H.  Heath,  453  Niagara  st 

F.  E.  Hill,  532  Swan  st 

G.  J.  Himmelsbach,  137  W.  Tupper  st 
Felix  Hintz,  1037  Ellicott 

F.  Whitehill  Hinkel,  305  Delaware  av 
John  A.  Hoffmeyer,  150  East  st 
Henry  B.  Hopkins,  433  Franklin  st 
Patrick  H.  Hourigan,  739  Seneca  st 
Charles  F.  Howard,  1415  Main  st 
Lucien  Howe,  183  Delaware  av 
Stephen  Y.  Howell,  164  Franklin  st 
Burt  P.  Hoyer,  216  N.  Division  st 
F.  F.  Hoyer,  Tonawanda 
Alvin  A.  Hubbell,  212  Franklin  st 
Howard  L.  Hunt,  Orchard  Park 
Mary  M.  Huntley,  369  Hudson  st 
Arthur  W.  Hurd,  State  Hospital 
Geo.  N.  Jack,  Depew 

C.  B.  Jennings,  Alden 
Wm.  E.  Jennings,  Boston 
Carlton  B.  Jewett,  1299  Main  st 
Charles  S.  Jewett,  892  Main  st 
B.  C.  Johnson,  1404  Main  st 
Thomas  M.  Johnson,  161  E.  Ferry  st 
Bay  H.  Johnson,  180  N.  Division  st 
Wm.  C.  Jolls,  Orchard  Park 
Allen  A.  Jones,  436  Franklin  st 
Andrew  Kamerling,  171  Bryant  st 
Catharine  E.  Keller,  45  Cleveland  av 
Hiram  A.  Kendall,  786  Elmwood  av 
John  Ketchum,  302  Hampshire  st 
Begina  Flood  Keyes,  181  Allen  st 

E.  J.  Kiepe,  618  Main  st 
A.  B.  Knisley,  356  Swan  st 
Edward  E.  Koehler,  733  Broadway 
Wm.  C.  Krauss,  371  Delaware  av 
Lewis  Krombein,  246  Elm  st 
Julius  F.  Krug,  870  Broadway 


Helena  Kuhlman,  State  Hospital 
Henry  Lapp,  Clarence 
Henry  C.  Lapp,  Clarence 
H.  C.  Leonhardt,  Tonawanda 
Benjamin  G.  Long,  520  Elmwood  av 
Eli  H.  Long,  1335  Main  st 
C.  E.  Long,   192  Bichmond  av 
Henry  E.  Long,  393  Hampshire  st 
B.  H.  Lonsbury,  735  Elmwood  av 
Benj.  L.  Lothrop,  81  Breckenridge  st 
Earl  P.  Lothrop,  153  Delaware  av 
Emil  Lustig,  664  William  st    * 
Samuel  H.  Lynde,  318  Auburn  av 
U.  C.  Lynde,  241  Swan  st 
A.  T.  Lytle,  260  Lexington  av 
Matthew  D.  Mann,  37  Allen  st 
Andrew  J.  Martin,  Clarence 
H.  G.  A.  Matzinger,  519  Franklin  st 
Wm.  B.  May,  658  Clinton  st 
Albert  H.  McBeth,  35  W.  Eagle  st 
J.  J.  McCullough,  Ellicott  sq 
Wm.  A.  McFarlane,  Springville 
Geo.  H.  McMichael,  75  W.  Tupper 
George  W.  McPherson,  Lancaster 
John  D.  McPherson,  Akron 
H.  Mead,  758  Elmwood  av 
John  G.  Meidenbauer,  291  Maple  st 
F.  T.  Metcalf,  329  Franklin  st 
William  Meisburger,  355  Genesee 
Reuben  S.  Myers,  Clarence  Centre 

E.  J.  Meyer,  1312  Main  st 

John  Middleton,  233  Massachusetts  st 
Jacob  Miller,  1115  Genesee  st 
John  G.  Miller,  Lancaster 

F.  H.  Milliner,  5  N.  Pearl 
Jas.  J.  Mooney,  393  Seventh  st 
David  A.  Morrison,  509  Virginia  st 
Henry  J.  Mulf  ord,  466  Franklin  st 
Katherine  Munhall,  378  Auburn  av 
Henry  B.  Murray,  Tonawanda 
Jas.  W.  Nash,  422  Elk 

E.  C.  W.  O'Brien,  1195  Main 
Francis  M.  O 'Gorman,  1298  Jefferson 

A.  T.  O'Hara,  770  E.  Ferry  st 
Wm.  J.  Packwood,  1280  Michigan  av 
Boswell  Park,  510  Delaware  av 

L.  P.  L.  Parker,  Akron 

John  Parmenter,  372  Franklin  st 

B.  L.  Patterson,  537  Franklin  st 
George  W.  Pattison,  22  Chippewa  st 
John  A.  Pettit,  519  Swan  st 
Edward  N.  Pfohl,  539  Main  st 
Wm.  C.  Phelps,  146  Allen  st 

H.  Arnold  Pierce,  Blasdell 
Gustav  A.  Pohl,  96  Lemon  st 
Julius  Pohlman,  382  Franklin  st 
Luke  E.  Pomeroy,  187  Masten  st 
James  S.  Porter,  289  Cedar  st 
Irving  W.  Potter,  806  Fillmore  av 
Julius  H.  Potter,  177  Dearborn  st 
Samuel  Potter  Lancaster 
Wm.  W.  Potter,  284  Franklin  st 
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Fred.  H.  Powell,  179  Franklin  st         Boy  G.  Strong,  385  Jersey  at 
Frederick  Preiss,  160  Franklin  at       Ranaf  ord  C.  Tabor,  Tonawanda 
William  Preiaa,  160  Franklin  at  Fridolin  Thoma,  1072  Lovejoy  at 

John  H.  Pryor,  56  Allen  at  John  C.  Thompson,  55  Amherst  st 

James  W.  Putnam,  525  Delaware  ay    Wm.  H.  Thornton,  570  Niagara  at 
Lillian  C.  Randall,  217  Franklin  at      Emil  S.  Tobie,  41  £.  Mohawk  at 
H.  M.  Bernhardt,  857  Jefferson  at      H.  8.  Townaend,  1177  Seneca  at 
W.  Scott  Benner,  361  Pearl  at  G.  B.  Trowbridge,  1331  Main  at 

Charles  J.  Reynolds,  322  Fox  at  Hiram  P.  Trull,  Williamsville 

Francis  M.  Rich,  284  Bichmond  av    John  J.  Twohey,  301  Masten  at 
Charles  A.  Bing,  364  Niagara  at  C.  A.  Tyler,  Alden 

William  G.  Bing,  364  Niagara  at        Juliua  Ullman,  400  Franklin  at 
DeLancey  Rochester,  469  Franklin  at  Adolph  H.  Urban,  523  Franklin  at 
Benjamin  F.  Rogers,  221  Franklin  st  P.  W.  Van  Peyma,  445  William  st 
Reuben  M.  Root,  537  William  st  W.  Van  Peyma,  1294- Fillmore  st 

R.  R.  Ross,  Buffalo  General  Hospital  Charles  A.  Wall,  306  Hudson  st 
E.  J.  Rulison,  37  Elmwood  av  John  J.  Walsh,  544  Ellicott  st 

Clinton  A.  Sage,  224  W.  Ferry  st      Walden  M.  Ward,  North  Collins 
Albert  Satterlee,  868  Niagara  st        F.  L.  Watkins.  13  Williams  st 

C.  A.  Schladermundt,  510  William  st  A.  L.  Weil,  291  Maple  st 

Ludwig  Schroeter,  529  Fillmore  av  Chris.  A.  Weinbach,  1773  Genesee  st 

Macy  B.  Searls,  East  Aurora  Ernest  Wende,  471  Delaware  ay 

D.  E.  Shelden,  433  Breckenridge  st  Grover  W.  Wende,  471  Delaware  av 
Dewitt  H.  Sherman,  666  Main  st  Julius  Wenz,  Lancaster 

C.  S.  Siegfried,  378  Franklin  st  Geo.  H.  Weetinghouse,  541  Eagle 

Duncan  Sinclair,  Tonawanda  Mary  B.  Wetmore,  30  Woodlawn  av 

Wm.  H.  Slacer,  49  Niagara  st  Samuel  W.  Wetmore,  30  Woodlawn  av 

C.  M.  Smith,  494  Massachusetts  st  Charles  H.  Wetzel,  697  Jefferson  st 

Chauncey  P.  Smith,  90  N.  Pearl  st  Electa  B.  Whipple,  491  Porter  av 

Eugene  A.  Smith,  1018  Main  John  E.  Whitmore,  1099  Genesee  st 

Edward  T.  Smith,  189  14th  at  J.  F.  Whitwell,  368  Swan  st 

James  S.  Smith,  66  High  st  Herbert  U.  Williams,  221  North  st 

Louis  G.  Smith,  300  Elk  st  Albert  B.  Wilson,  51  Eastwood  pi 

Irving  M.  Snow,  476  Franklin  st  James  P.  Wilson,  867  Niagara  st 

Frederick  H.  Stanbro,  Springville  N.  W.  Wilson,  153  7th  st 

Loren  H.  Staples,  121  E.  Ferry  st  A.  E.  Woehnert,  436  Franklin  st 

Elmer  Starr,  523  Delaware  av  Wm.  H.  Woodbury,  991  Williams  st 

Charles  G.  Stockton,  436  Franklin  st  John  W.  Woodruff,  17  Unger  av 

James  Stoddard,  162  14th  st  George  W.  York,  190  Franklin  st 

Brayton  N.  Strong,  Boston  Edson  H.  Young,  444  Elk  st 
O.  C.  Strong,  Coldon  Number  of  Members,  300 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ESSEX. 

Annual  Meetings.— Third  or  fourth  Tuesday  in  May. 

(Society  suspended.) 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  FBANKLIN. 
(Organised  in  1814;  reorganised  in  1848.) 

Meetings.— Annual,  first  Tuesday  in  January;  semi-annual,  first  Tues- 
day in  June;  quarterly,  first  Tuesday  in  September. 

Officers.     (January,  1904.) 

S.  D.  Williamson,  President.  Charles  C.  Trembley,  Vice-President. 

George  M.  Abbott,  Secretary  and  Treasurer. 

Censors:  E.  M.  Austin,  G.  H.  Oliver,  W.  N.  MacArtney. 

Members. 
George  M.  Abbott,  Saranac  Lake  E.  M.  Austin,  Tupper  Lake 

W.  A.  Atwater,  St.  Begis  Falls  E.  B.  Baldwin,  Saranac  Lake 
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H.  L.  Barnes,  Lake  Kushaqua 

J.  O.  A.  Beaupre,  Malone 

J.  W.  Blackett,  Fort  Covington 

L.  C.  Brunet,  Brushton 

C.  Crippen,  Trout  River 

P.  F.  Dalphin,  Malone 

H.  Funness,  Malone 

J.  A.  Grant,  Malone 

W.  H.  Harwood,  Chasm  Falls 

J.  D.  Harrigan,  Chateaugay 

O.  Howe,  Chateaugay 

C.  A.  Hastings,  Constable 

J.  A.  Johnson,  Chateaugay 

H.  N.  Kinghorn,  Saranac  Lake 

E.  A.  La  Rocque,  Malone 

W.  N.  MacArtney,  Fort  Covington 

F.  Markle,  Bangor 

E.  8.  McClellan,  Saranac  Lake 
C.  McConnell,  Hogansborough 
A.  E.  Moody,  Dickinson  Centre 


J.  W.  Morarity,  Cherubnsco 

R.  L.  Morgan,  Tupper  Lake 

W.  S.  Nelson,  Saranac  Lake 

G.  H.  Oliver,  Malone 

C.  E.  Pearl,  North  Bangor 

H.  H.  Reynolds,  Malone 

H.  S.  Rockwood,  Bombay 

E.  A.  Rust,  Moira 

J.  A.  Smart,  Fort  Covington 

C.  B.  Smith,  West  Bangor 

E.  E.  Thurber,  Brainardville 

E.  L.  Trudeau,  Saranac  Lake 
C.  C.  Trembley,  Saranac  Lake 
J.  S.  Van  Vechten,  Chateaugay 
W.  M.  Warren,  Chateaugay 

F.  D.  Whitehead,  Burke 

W.  A.  Wardner,  St.  Regis  Falls 
C.  F.  Wicker,  Saranac  Lake 
A.  G.  Wilding,  Malone 
S.  D.  Williamson,  Malone 
Number  of  Members,  44. 


MEDICAL   SOCIETY  OF  THE  COUNTY  OF  FULTON. 

Meetings.— Annual,  second  Thursday  in  January;   semi-annual,  second 
Thursday  in  June. 

Officers. 

Edward  C.  Podvin,  President.      Wm.  C.  McCullock,  Vice-President. 
Charles  E.  Pannaci,  Secretary.      David  V.  Still,  Treasurer. 

Censors :  Arthur  C.  Hagedorn,         Lawrence  J.  Daily,  John  D.  Vedder. 


Eugene  Beach,  Gloversville 
J.  J.  Beard,  Gloversville 
Frank  Beebe,  Johnstown 
8.  L.  Clemens,  Gloversville 
L.  J.  Daily,  Gloversville 
William  Davis,  Gloversville 
M.  F.  Drury,  Gloversville 
John  Edwards,  Gloversville 
L.  R.  Ellithorpe,  Johnstown 
Nelson  Everest,  Gloversville 
H.  C.  Finch,  Broadalbin 
W.  S.  Garnsey,  Gloversville 
E.  H.  Goodfellow,  Gloversville 
J.  A.  Hagar,  Gloversville 
A.  C.  Hagedorn,  Gloversville 
Mary  Hopkins,  Gloversville 
R.  H.  Howland,  Broadalbin 
A.  L.  Johnson,  Gloversville 


Members. 


J.  W.  Joslin,  Johnstown 
C.  M.  Lefler,  Gloversville 
George  Lens,  Gloversville 
W.  C.  McCulloch,  Gloversville 
Charles  B.  Mosher,  Johnstown 
Chas.  Pannaci,  Gloversville 

E.  C.  Podvin,  Johnstown 
Robert  Palmer,  Gloversville 

F.  W.  Shaffer,  Gloversville 
M.  Somen,  Johnstown 
David  V.  Still,  Johnstown 
J.  K.  Thorne,  Gloversville 
J.  D.  Vedder,  Johnstown 
C.  B.  Walrad,  Johnstown 
W.  C.  Wood,  Gloversville 
James  K.  Young,  Johnstown 

Number  of  Members^  34. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  GENESEE. 
(Organized  about  1811.) 

Meetings.— Annual,  second  Tuesday  in  June;  semi-annual,  second  Tues- 
day in  January,  at  Batavia. 

(Society  at  present  not  in  active  existence.) 
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MEDICAL  SOCIETY  OP  THE  COUNTY   OP  GBEENE. 
(Organized  July,  1806:  Incorporated  June  14,  1896.) 

Minings.— Annual,  second  Tuesday  in  May;  semi-annual,  second  Tues- 
day in  October;  quarterly,  second  Tuesday  in  July  and  January. 


Officers,     (1904.) 


Percy  G.  Waller,  President. 
Robert  Selden,  Secretary. 


Ambrose  Beach,  Cozsackie 
Budolph  Beetle,  Hunter 
Charles  H.  Chubb,  Palenville 
George  Conkling,  Durham 
F.  8.  Deyo,  Hunter 
George  A.  Deyo,  Westkill 
E.  E.  Elliott,  Catskill 
Luther  Emerick,  Catskill 
Edwin  L.  Ford,  Lexington 
8.  L.  Ford,  Hensonville 
Andrew  H.  Getty,  Athens 
Nelson  H.  Griffin,  Cairo 
George  Haner,  Tannersville 
8.  A.  Holcomb,  Palenville 
L,  B.  Honeyf ord,  Cairo 
W.  F.  Lamont,  Catskill 
Bradley  8.  McCabe,  Greenville 


L.  B.  Honeyford,  Vice-President. 
C.  E.  Willard,  Treasurer. 


Members. 


Charles  P.  McCabe,  Greenville 
H.  M.  Mace,  Catskill 
J.  H.  Mead,  Hunter 
William  H.  Mead,  Windham 
E.  H.  Merriman,  Coxsackie 
Chas.  D.  Mulberry,  Windham 
Daniel  D.  Parrish,  New  Baltimore 
J.  B.  Bouse,  Leeds 
L.  Safford,  East  Durham 
Robert  Selden,  Catskill 
I.  T.  Sutton,  Prattsville 
C.  H.  Turner,  Ashland 
Edmund  C.  Van  Dusen,  Athens 
A.  W.  Van  Slyke,  Coxsackie 
Percy  G.  Waller,  New  Baltimore 
W.  A,  Waason,  Greenville 
Charles  E.  Willard,  Catskill 

Number  of  Members,  35. 


HAMILTON  COUNTY. 
Never  has  had  a  County  Medical  Society. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  HERKIMER. 
(Organized  August  5,  1806.) 

Mjektings.— Annual,  first  Tuesday  in  March  at  the  Court-house  in  Her- 
kimer; semi-annual,  first  Tuesday  in  September;  quarterly,  first  Tuesday 
in  June  and  December.  The  place  for  all  meetings,  except  the  annual,  u 
designated  at  the  annual  meeting. 

Officers.     (March,  1904.) 


George  M.  McCombs,  President. 
U.  G.  Williams,  1st  Vice-President. 
A.  Walter  Suiter,  Secretary. 


A.  C.  Douglass,  2d  Vice-President 
John  B.  Ellis,  3d  Vice-President. 
George  Graves,  Treasurer. 


Members. 


George  A.  Armstrong,  West  Winfield 
F.  M.  Barney,  Dolgeville 
L.  L.  Brainard,  Little  Falls 
M.  W.  Brown,  Cedarville 
W.  W.  Budlong,  Frankfort 
Maynard  G.  Burgess,  Herkimer 
John  E.  Canfield,  Herkimer 
J.  E.  Casey,  Mohawk 
F.  B.  Casey,  Mohawk 
H.  J.  Cristman,  Columbia 
John  L.  Crofts,  Little  Falls 
O.  H.  Deck,  Herkimer 


D.  M.  Devendorf,  Herkimer 
Lyman  C.  Dexter,  Newport 
Joseph  Diss,  Ilion 
A.  J.  Douglass,  Ilion 
A.  O.  Douglass,  Little  Falls 
A.  C.  Douglass,  Hion 
Edgar  H.  Douglas,  Little  Falls 
William  P.  Earl,  Little  Falls 
I.  S.  Edsall,  Middleville 
John  B.  Ellis,  Little  Falls 
George  S.  Eveleth,  Little  Falls 
J.  D.  Fitch,  Mohawk 
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George  Graves,  Herkimer 
Wm.  D.  Garlock,  Little  Falls 
dark  Getman,  Dolgeville 
Charles  H.  Glidden,  Little  Falls 
H.  H.  Greene,  Paine 'a  Hollow 
H.  H.  Halliwell,  Ilion 
Frederic  J.  Harter,  Herkimer 
Wm.  E.  HayeB,  Frankfort 
Ward  E.  Hunt,  Little  Falls 
H.  J.  Hunter,  Ilion 
Stephen  A.  Ingham,  Little  Falls 
Cyrus  Kay,  Herkimer 
Elmer  G.  Kern,  Herkimer 
Wm.  G.  Lewis,  West  Schuyler 
George  M.  McCombs,  Frankfort 
Carl  C.  Mann,  Ilion 
Adam  Miller,  Jordanville 
Irving  O.  Nellis,  Herkimer 
Stuart  W.  Nelson,  Old  Forge 


T.  B.  O'Neil,  Ilion 
George  P.  Basback,  Mohawk 
James  I.  Basback,  Ilion 
S.  S.  Richards,  Frankfort 
Emerson  W.  Rude,  Ilion 
A.  B.  Santry,  Little  Falls 
John  H.  Shaper,  Herkimer 
George  H.  Smith,  Little  Falls 
John  H.  Stephens,  West  Winfield 
C.  G.  Strobel,  Dolgeville 
A.  Walter  Suiter,  Herkimer 
Edgar  C.  Swift,  Jordanville 
William  Tibbitts,  Newville 

C.  B.  Trafford,  Middleville 

D.  P.  Van  Court,  Mohawk 
Robert  W.  Warner,  Ilion 

U.  Grant  Williams,  Newport 
Emory  H.  Wood,  Salisbury  Centre 
William  H.  Young,  Starkville 
Number  of  Members,  62. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  JEFFEBSON. 

Meetings. — Annual,   second   Tuesday  in  January:   semi-annual,  second 
Tuesday  in  July;  quarterly,  second  Tuesday  in  April  and  October. 


Officers. 

Richard  L.  Gray,  President. 
F.  B.  Calkins,  Secretary. 
Censors:  D.  C.  Bodenhurst, 
E.  A.  Chapman, 


(January,  1904.) 

E.  S.  Willard,  Vice-President. 
C.  M.  Rexf  ord,  Treasurer. 
M.  A.  Vincent,  A.  W.  Goodale, 

H.  H.  Deane. 


Members. 


Fred.  C.  Bailey,  Adams  Centre 
J.  A.  Barnett,  Watertown 
C.  N.  Bibbins,  Watertown 
W.  D.  Binsoneault,  Watertown 
Wallace  N.  Brown,  Watertown 
H.  M.  Buchanan,  St.  Lawrence 

B.  J.  F.  Burton,  Depauville 
F.  B.  Calkins,  Watertown 
Gilbert  Cannon,  Watertown 

C.  A.  Catlin,  Bedwood 

E.  A.  Chapman,  Belleville 

B.  C.  Cheesman,  Watertown 
William  C.  Couch,  Ox  Bow 

J.  M.  Crawe,  Watertown 

F.  T.  Dale,  Depauville 

Siegf  roid  Dandurand,  Watertown 
H.  H.  Deane,  Watertown 
A.  J.  Dick,  Watertown 

C.  S.  Drury,  Natural  Bridge 
Charles  Douglass,  Black  River 
O.  C.  Eastman,  Watertown 
E.  E.  Eddy,  Redwood 
David  Fawdry,  Watertown 
W.  C.  Fawdry,  Lorraine 

G.  A.  Foote,  Dexter 

C.  B.  Forsythe,  Alexandria  Bay 
J.  T.  Fowkes,  Laf  argeville 
H.  J.  Frame,  Clayton 


Silas  W.  Frame,  Belleville 

Geo.  F.  Gardiner,  Pierrepont  Manor 

L.  E.  Gardner,  Black  River 

A.  A.  Getman,  Chaumont 

A.  W.  Goodale,  Watertown 

J.  C.  Graham,  Philadelphia 

Bichard  L.  Gray,  Clayton 

G.  D.  Gregor,  Watertown 

S.  C.  Hollis,  Belleville 

H.   A.   Hoyt,   Watertown 

F.  F.  Hutching,  Antwerp 

A.  E.  Ilett,  Watertown 

P.  H.  Johnson,  Adams 

J.  E.  Jones,  Evans  Mills 

Albert  A.  Joslin,  Watertown 

O.  P.  Joslin,  Great  Bend 

Wm.   J.   Kellow,  Watertown 

C.  C.  Kimball,  Watertown 

A.  L.  Ladd,  Sacket  Harbor 

O.  J.  La  Fontaine,  Chaumont 

F.  E.  Lettice,  Watertown 

James  F.  McCaw,  Watertown 

E.  B.  McCreary,  Watertown 
Wm.  N.  Maloney,  Three-Mile-Bay 
Thomas  Masson,  Cape  Vincent 

F.  W.  H.  Massey,  Brownville 
Isabel  M.  Meader,  Watertown 
John  M.  Mills*  Clayton 
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E.  G.  Minor,  Mannsville  M.  L.  Smith,  Watertown 
A.  L.  Morgan,  Dexter  H.  L.  Smith,  Watertown 
Charles  Parker,  Three-Mile-Bay  Gordon  P.  Spencer,  Watertown 

F.  C.  Peterson,  Watertown  James  V.  Spencer,  Watertown 
C.  E.  Pierce,  Watertown  A.  B.  Stevens,  Watertown 
H.  C.  Potter,  Mannsville  Harold  B.  Stowel,  Watertown 
W.  N.  Rand, O.O.  Stowel],  Watertown 

C.  M.  Rexford,  Watertown  J.  R.  Sturtevant,  Theresa 
DeWitt  C.  Rodenhurst,  Philadelphia    George  E.  Sylvester,  Black  River 

W.  J.  Ross,  Clayton  W.   G.   Terry,   Henderson 

George  G.  Sabin,  Black  River  Arthur  L.  Tinkess,  Pleesis 

C.  J.  Severance,  Mannsville  G.  B.  Van  Dorn,  Watertown 
Florence  A.  Sherman,  Watertown  W.  A.  Vincent,  Three-Mile-Bay 

D.  C.  Smith,  Rodman  K.  E.  Williams,  Sacket  Harbor 
F.  B.  Smith,  Watertown  Ervin  W.  Witt,  Brownville 
H.  H.  Smith,  Three  Mile  Bay  G.  H.  Wood,  Antwerp 

J.  Monroe  Smith,  Watertown  E.  S.  Willard,  Watertown 

Number  of  Members,  89. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  KINGS. 

Meetings.— Annual,  third  Tuesday  in  January;  stated  meeting,  third 
Tuesday  of  other  months;  all  meetings  are  held  in  Brooklyn,  at  the 
Society  Building,  1313  Bedford  avenue.  A  "Journal  and  Reading-Boom'1 
is  open  daily  (except  Sundays)  fromlO  a.  m.  to  10  p.  m.  The  Society  also 
owns  and  publishes  monthly  The  Brooklyn  Medical  Journal. 

Officers.     (January,  1904.) 

John  E.  Sheppard,  President.  James  W.  Fleming,  Vice-President. 

William  S.  Hubbard,  Secretary.  Wm.  C.  Woolsey,  Associate  Secretary. 

0.  A.  Gordon,  Treasurer.  John  R.  Stivers,  Associate  Treasurer. 

J.  M.  Winfield,  Directing  Librarian. 
Censors:  Walter  C.  Wood,  William  F.  Dudley,  Henry  G.  Webster, 

James  P.  Warbasse. 

Trustees:  Charles  Jewett,  George  R.  Fowler,  Joseph  H.  Hunt, 

William  Browning,  Henry  A.  Fairbairn. 

Active  Members. 

(Where  no  town  is  mentioned  Brooklyn  is  to  be  understood.) 

Acetta,  Michele,  105  Sands  st  Babcock,   E.   Howard,   D.D.S.,   85th 

Adams,    Henry   Frederick,    32    Pal-      st  and  2nd  av 

metto  st  Babington,  John  J.,  40  Somen  st 

Addoms,  Louis  P.,  272  Halsey  st        Bacon,  Charles  Bowman,  Cumberland 
Ager,  Louis  Curtis,  70th  st  and  Third     Street  Hospital 

av  Bailey,  Charles  A.,  473  Madison  st 

Alderton,  Henry  A.,  142  Clinton  st      Bailey,  Frederick  D.,   260  Hancock 
Aldridge,  Vincent,  32  Clarkson  st  st 

Allan,  J.  Glen,  141  Noble  st  Baker,  Frank  Russell,  540  Bedford 

Alleman,  L.  A.  W.,  64  Montague  st  av 

Amador,  Martin,  187  Park  av  Balaban,  Sigbert,  35  Palmetto  st 

Anderson,  Alexander  L.,  527a  Sixth  Baldwin,  Frank,  691  Willoughby  av 

av  Baldwin,  Janette,  123a  Hart  st 

Anderson,  Louis  N.,  513  Bedford  av  Baldwin,  L.  Grant,  28  Schermerhorn 
Anderson,   Robert  Burns,    765   Nos-      st 

trand  av  Barber,  Calvin  F.,  57  S.  Oxford  st 

Applegate,  W.  8.,  931  Flatbush  av    Barber,  Vincent,  238  Arlington  av 
Arbona,  Antonio,  128    Pennsylvania  Bartlett,  Homer  L.,  88  Fenimore  st 

av  Bartley,  Elias  H.,  65  S.  Portland  av 

Arrowsmith,  H.,  170  Clinton  st  Beasley,  Crawford  D.,  702  Greene  av 

Ayres,  Benjamin,  213  Jefferson  av      Beatty,  George  W.,  501  Lafayette  av 
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Becker,  James  P.,  1087  Dean  st  Butler,  Chas.  R.,  584  Franklin  av 

Beebe,  Frances  Peele,  145  Clinton  st  Butler,  Glentworth  K.,  229  Gates  av 
Beers,  Nathan  T.,  Jr.,  1265  Bedford  Butler,  William  E.,  113  Halsey  st 

av  Callan,  W.  J.,  192  Dean  st 

Belcher,  William  N.,  25  8.  Portland  Callender,  J.  Meade,  17  Bemsen  st 

av  Campbell,  William  F.,  86  Qreene  av 

Bell,  Alfred,  37  Linden  st  Candidus,  Eugene  W.,  215  Hewes  st 

Bell,  Henry  Edwin,  859  Sterling  pi      Candidus,  P.,  228  S.  Ninth  st 
Bell,  Robert  J.,  304  Warren  st  Cardwell,  John  C,  553  Halsey  st 

Bell,  Rosalie,  530  Clinton  av  Carney,  James  L.,  243  Sixth  av 

Bellows,  Charles  M.,  442  Nostrand  av  Carney,  James  L.,  207  Sixth  av 
Bender,  Herman  P.,  683  Bushwick  av  Carolan,  E.  J.,  946  Bedford  av 
Bennett,  Edward  C,  249  58th  st  Carpenter,  F.  E.,  124  Reid  av 

Bennett,  Franklin,  686  Greene  av      Catlin,  Arnold  W.,  207  Greene  av 
Benton,  Stuart  H.,  720  Nostrand  av    Chapman,  William  L.,  19  Lafayette 
Berendsohn,  W.  A.,  598  Carlton  av        av 
Berlenbach,  Phillip  H.,  9  Stuyvesant  Chase,  Carroll,  191  Kingston  av 

av  Chase,  Walter  B.,  263  Hancock  st 

Bermingham,  Francis  H.,  133  Rem-  Chick,  Edson  Spaulding,  376  Gates  av 

sen  st  Childs,  Samuel  B.,  498  Classon  av 

Biggam,  William  H.,  1197  Dean  st      Church,  Stewart,  236  Clinton  st 
Billings,  Frederick  T.,  396  Franklin  avClark,  Charles  Edward,  259  Lorimer 
Bird,  James  R.,  247  Gates  av  st 

Birdsall,  Albert  T.,  285  Washington  avClark,  Frank  H.,  758  Pntnam  av 
Blackmar,  Bruce  G.,  Ovington  near  Clark,  Raymond,  310  Clinton  av 

Third  av  Clark,  Tracy  Earl,  705  Macon  st 

Blaisdell,  S.  C.;  500  Bedford  av  Clarke,  Albert  Lincoln,  100  Nassau 

Blake,  James  A.,  352  Jefferson  av  av 

Blake,  James  Eddy,  352  Jefferson  avClayland,  J.  M.,  252  Rodney  st 
Bodkin,  Martin  Lv  290  Clinton  av      Cochran,  Henry  L.,  141  Clinton  st 
Boes,  William,  200  Graham  av  Cochran,  John  A.,  79  St.  Marks  av 

Bogart,  Arthur  H.,  139  Seventh  av      Cochrane.  F.  L.,  704  Sterling  pi 
Bogart,  J.  Bion,  463  Clinton  av  Cohn,  Michael  A.,  450  Stone  av 

B°gg8>  Beth  B.,  407  Jefferson  av       Colby,  George  W.,  616  Nostrum  av 
Bottaro,  Gaetano,  266  Union  st  Collins,  Burnette  C,  645  St.  Marks 

Bowron,  Francis  W.,  259  Tompkins      av 

av  Collins,  John  J.,  1268  Bergen  st 

Boyden,  Frank  Edward,  622  Marcy  Colton,  F.  H.,  136  Montague  st 

av  Combes,  R.  C.  F.,  185  Hancock  st 

Braislin,  William  C,  217  St.  James  Conkling,  Henry,  143  Remsen  st 

pi  Cook,  Charles  D.,  162  Remsen  st 

Brewster,  Richard  C,  126  Lefferts  pi  Cook,  Frederick  A.,  670  Bushwick  av 
Briggs,  Benjamin  M.,  106  Willough-  Corcoran,  Walter  J.,  233a  Clinton  st 

by  st  Cornwall,  Edward  E.,  146  Herkimer 

Brinsmade,   William   B.,    117   Mon-      st 

tague  st  Coughlin,  Robert  E.,  286  47th  st 

Bristow,  Algernon  Thomas,  234  Clin-  Coverly,  J.  H.,  191  Washington  park 

ton  st  Covey,  John  J.,  287  Hoyt  st 

Brown,  Lucy  Hall,  158  Montague  st  Cox,  Charles  N.,  257  Jefferson  av 
Brown,  Samuel  S.,  844  Lafayette  av  Craig,   Thomas  C,  187  Washington 
Brown,  Thomas  E.,  278  Clinton  st  park 

Browning,  William,  54  Lefferts  pi       Crane,  C.  B.,  41  Halsey  st 
Brundage,  Albert  H.,  1073  Bushwick  Crawford,  Frederick  D.,  414^  Clinton 

av  st 

Brush,  Arthur  C,  29  S.  Portland  av  Cross.,  F.  B.,  131  Seventh  av 
Brush  George  W.,  462  Ocean  av  Crowell,  Edward  P.,  409  Jefferson  av 

Bryan,  Walter,  215  St.  John's  pi  Crnikshank,  George  H.,  21  Lafayette 

Bryn,  Harold,  384  Clinton  st  av 

Buckley,  Charles  F.,  802  Carroll  st      Crnikshank,    William    Jb,    102    Fort 
Buist,  George  Lamb,  90  Halsey  st  Greene  pi 

Bunker,  Henry  A.,  158  Sixth  av  Curry,  Albert  M.,  493  Classon  av 

Burnett,  Peter  V.,  170  Keap  st  Davidson,  David,  122a  Jefferson  av 
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Davis,  G.  H.,  1016  Halsey  st  FitzBimmons,  James  C,  451  Gk)ld  st 

Davis,  John  F.,  400  Hancock  st         Fleming,  James  W.,  471  Bedford  av 
Davis,  William  H.,  289  Decatur  st      Foote,  Louis  N.,  627  Marey  av 
Dawson,  Edward  A.,  820  Bedford  av  Foster,  Clarendon  A.,  202  Berkeley  pi 
De    Castro,    Edward    M.,    Jr.,    455a Fowler,  C.  B.,  752  Carroll  st 

Henry  st  Fowler,  George  Byerson,  301  DeKalb 

De  Castro,  Joseph  F.,  357a  Clinton  st      av 

Dee,  William  Vincent,  290  Bridge  st  Fowler,  Bussell  8.,  301  DeKalb  av 
Deely,  George  E.,  224  a  6th  av  Franciscus,  Henry,  8o  Tompkins  av 

De  la  Motte,  Anna  C,  70  8.  10th  st      Fraser,  Homer  E.,  18  8.  Portland  av 
Delatour,  H.  Beeckman,  73  8th  av      French,  Thomas  B.,  150  Joralemon  st 
De  Long,  William  A.,  170  BainbridgeFrickenstein,  Theo.,  110  Union  st 
_ 8t,  „  Fries,  William  A.,  413  50th  st 

De  Lorme,  Murette  F.,  340  Jay  st      Frischbier,  C.  P.,  1292  Buskwick  av 
De  Waltoff,  D.,  297  47th  st  Frischbier,    Otto   Gustav,   235   Hum- 

Dickert,  John  G.,  928  Bushwick  av  boldt  st 

Dickinson,  Bobert  L.,  168  Clinton  st  Poh-  Jacob,  871  Park  pi 
Dimock,  Asa  Bedmond,  82  Sixth  av    Gallagher,  James  T.f  449  Lafayette 
Dirkes,  George  J.,  179  S.  9th  st  av 

Dixon,  Herbert  8.,  141  Lewis  av 
Dobkin,  Nicholas,  672  Flushing  av 
Dodge,  Charles  L.,  651  Macon  st 
Dowd,  J.  H.  Bertram,  Fort  Hamilton 

Parkway  cor.  40th  st 
Dower,  A.  J.,  380  Union  st 
Downey,  James  M.,  381  Clinton  st 
Dreyer,  Moritz  Wolfson,  60  McKib- 

ben  st 
Drury,  George,  235  Washington  av 


Gallagher,  Vincent  J.,  21  Lenox  rd 
Gardiner,  Sidney  H.,  1085  Gates  av 
Gardiner,   William   F.,    94   Prospect 

Park  W. 
Gamier,  Anna  M.,  131  Milton  st 
Gay,  Frederick  C,  114  Macon  st 
Geis,  Norman  P.,  455  -Classon  av 
Gifford,  H.  Lincoln,  294  Hooper  st 
Gildersleeve,   Charles   P.,    18   Scher- 

merhorn  st 


SSffi  ^2SS  ?!'  S^SSSt.?*  Gilffllan,  William,  98  EemBen  rt 


Duffield,  Warren  L.,  99  Berkeley  pi 
Duncan,  Cameron,  18  Clarkson  st 
Dunton,  Harlow  E.,  355  President  st 
Duryea,  Jesse  T.;  282  Park  pi 
Dus8eldorf,  Louis  M.,  392  Union  st 
Eastman,  F.  C,  1452  Dean  st 
Eccles,  Bobert  G.,  191  Dean  st 
Edson,  Benjamin,  83  St.  Marks  av 
Edwards,  Jessie  8.,  29  Spencer  pi 
Ef  strom,  Carl  E.,  437  Pacific  st 


Gilflllan,  William  J.,  79  Main  st 
Gilligan,  Alexander,  962  Bedford  av 
Glynn,  James  P.,  395  Ninth  st 
Goodrich,  Charles  H.,  280  Park  pi 
Gordon,  Onslow  A.,  71  Halsey  st 
Grant,  Walter  8.,  340  Stuyvesant  av 
Grilling,  George  P.,  597  Lorimer  st 
Griffith,  William  A.,  669  Willoughty 
av 


Elliott,   R.    M.,  'Long   Island   State  Griffiths,  Albert  F.,  604  E   24th  st 
Hospital  Gunther,  Theodore  C,  123  48th  st 

Eltinge,  Edgar,  21  Macon  st  £ager   William  C.,  258  Hooper  st 

Emerson,  Florence  G.,  632  Bedford  &»%>  Gordon  B.,  164  Clinton  st 
av  Haller,   J.   Frederick,   484a  McDon- 

Emery,  Z.  Taylor,  481  Washington  av      °u&  8*  ,M  ^ 

Engel,  Walter  F.,  10  Stuyvesant  av    Hamlin,  Cyrus,  150  Putnam  av 
Erdmann,  A.  FM  408  9th  st  Hancock,  James  Cole,  43  Cambridge 

Essig,  George,  488  Bedford  av  P1       ^.„.       n    n  „  ^  ,  ^ 

Evans,  George  Alfred,  909  Bedford  Happe,  William  H.,  246  Balph  st 
av  Harman,  Eugene  P.,  563  St.  Marks 

Everson,  George,  364  Greene  av  *v.  T  ^      ,M  ^,.  A 

Fairbairn,  Henry  A.,  249  McDonough  Hamgan,  John,  401  Clinton  st 


st 

Fedde,  Bernard  A.,  96  6th  av 
Ferris,  Edward  D.,  418  50th  st 
Ferris,  G.  Newton,  910  Flatbush  av 
Fielding,  G.  B.,  182  8th  av 


Harrington,  Burt  D.,  34  Lenox  road 
Harrison,  Daniel  A.,  31  Sidney  pi 
Hatch,  Edwin  A.,  823  DeKalb  av 
Hatton,  J.  Elizabeth,  508  Third  st 
Hawley,  George  B.,  309  Gates  av 


Figueira,  Mathias,  14  Stuyvesant  av  Hegeman,  Thomas  B.,  2600  Newkirk 
Finch,  William  Young,  407  Bergen  st       av 

Fincke,  C.  Louis  166  Clinton  st  Hendrickson,    Clifford  W.,  622    St 

Fitzgerald,  Frank  J.,  1081  Bergen  st      Marks  av 
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Hendrickson,  Skidmore,  1275  Bergen  Jennings,  William  E.,  902  Jefferson 

st  av 

Henry,  Charles  C,  56  Clark  st  Jewett,  Charles,  330  Clinton  av 

Henry,  J.  Williams,  1383  Pacific  st      Jewett,  Frederick  A.,  282  Hancock  st 
Hepp.  Charles  T.,  398  Graham  av         Jewett,  Harold  F.,  609  Nostrand  av 
Herkimer,  Robert  H.,  181  Adelphi  st  Jennings,  William  E.,  902  Jefferson 
Herman,  Charles  F.,  290  Halsey  st        Joerg,  Oswald,   12  Schermerhorn  st 
Herriman,  F.  R.,  256  Putnam  av  Johnson,  J.  O.,  153  Joralemon  st 

Hettesheimer,   Charles  J.,   309  Wye-  Jones,  Florence  Leigh,  508  3rd  st 

koff  av  Jones,  Mortimer  D.,  Kings  Co.  Hosp. 

Hewett,  W.  B.,  227  Clermont  av         Judd,  Albert  M.,  188  6th  av 
Hickok,    Eugene    P.,    114    Pennsyl-  Keenan,  Henry  C,  593  Willoughby 

vania  av  av 

Hicks,  Edward  E.,  295  Stuyvesant  a7  Keil,  Peter  A.,  170  Barbey  st 
Hicks,  Elias  P.,  940  Flatbush  av  Kene,  Joseph  A.,  64  Greene  av 

Hill,  John  O.  F.,  peptone  av.,  ConeyKennedy,  Francis  8.,  462  Greene  av 

Island  Kennedy,  James  C,  762  Willoughby 

Hirsh,  Charles  E.,  462  51st  st  av 

Hoag,  David  E.,  985  Lafayette  av      Kenny,  Eugene  J.,  219  Prospect  pi 
Hodges,  Edward,  156  Halsey  st  Kerr,  C.  Le  Grand,  97  Cumberland  st 

Hodgskin,  Edward  Stirling,  13  7th  av  Kessler,  George  L.,  588  Bedford  av 
Hoerle,  August,  166  N.  6th  st  Ketterle,  John,  22  Stars  st 

Hoffman,    Henry    O.,  138    Prospect  Kevin,  Christopher  D.,  719  Halsey  st 

park  west  Kevin,  J.  Bichard,  252  Gates  av 

Holden,  Frederick  C,  63  7th  av  Keyes,  Frank  P.,  77  Hanson  pi 

Holley,  I.  McMunn,  636  St.  Marks  av  Keyes,  James  J.,  226  17th  st 
Holton,  David  C,  601  Leonard  st      Kidd,  P.  Edwin,  81  St.  Marks  av 
Hoole,  Lester  P.,  77a  Monroe  st  King,  James  S.,  146  McDonough  st 

Hoople,  Heber  N.,  253  Gates  av  King,  Samuel  T.,  34  Greene  av 

Hopkins,  George  G.,  350  Washington  Kinloch,  Robert  E.,  283  Franklin  av 

av  Kinne,  William,  46  Fourth  av 

Horni,  John,  179  Penn  st  Kirk,  Frederick  J.,  404  Hamburg  av 

Hotchkiss,  Henry  T.,146  Halsey  st    Klein,  Valentine  J.,  1152  Lafayette 

Howe,  Alexander  C,  307  Cumberland  _ av  ^     .  _ 

gt  Knause,    Benjamin    Franklin,    1094 

Hoxsie,  Edward  H.,  1  Hart  st  ^^S^  a7  tt    *n  n^ 

Hull,  Thomas  H    55 i  I*e, av  Koempel,  Ludwig,  838  Bedford  av 

Hulse,  Clarence  H.,  206  Monitor  st      Koerner,  William  F.,  154  Rodney  st 
Humpstone,  O.  Paul,  Rural  Route  No.Koethe,  Hugo,  262  Vernon  av 

1,  Newton,  N.  J.  Konther,   Adolph    Frederick,    260    S. 

Hunt,  Joseph  H.,  1085  Bedford  av  First  st 

Hussey,  Augustus  A.,  409  Stuyvesant  Kopf ,  Joseph  B.,  518  58th  st 

av  Kroos,  Edward  C,  151  Rodney  st 

Hutchins,  Alexander,  796  De  Kalb  av  Kuhn,  George  R.,  122  Clinton  av 
Hutchinson,  William  M.,  205  Clinton  Lack,  C.  Eugene,  692  10th  st 

st  Lamadrid,  Julio  J.,  412  Greene  av 

Hyde,  Clarence  R.,  126  Joralemon  st  Lane,  William  B.,  395   Washington 
Hyde,  Joel  W.,  215  Schermerhorn  st      av 

Ingalls,  James  W.,  874  Lafayette  av  Lange,  Hugo,  655  Bedford  av 
Ingram,  Mary  de  B.,  196  Joralemon  Langstaff,  J.  Elliott,  19  7th  av 

st  Langstaff,  Lewis  G.,  175  6th  av 

Ives,  Grace  D.,.422  Classon  av  Lawrence,  Andrew  W.,  558  Bedford 

Ives,  Robert  F.,  22nd  av.,  cor  85th  st      av 

Jacobson,  Arthur  C,  115  Johnson  st    Lawrey,  Nicholas,  84  S.  Fourth  st 
Jamison,  P.  Chalmers,  139  Montague  Lee,  John  A.,  366  Herkimer  st 

st  Le  Fevre,  Caroline  H.,  647  St.  Marks 

Jarrett,  Arthur  R.,  95  Halsey  st  av 

Jenkins,  John  A.,  271  Jefferson  av    Letter,  Joseph  G.,  616  McDonough  st 
Jenks,  F.  Percy,  427a  8th  st  Lester,  John  C,  179  Schermerhorn  st 

Jennings,  John  E.,  41  Halsey  st        Levy,  Max,  709  Bushwick  av 
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Lewis,  Morris  T.,  414  55th  st  Maddren,  William,  1  Hanson  pi 

Lewis,  Stewart,  13  Cambridge  pi        Maddren,   William    Harvey,    131    8. 
Leyh,  George  F.,  71  Jefferson  ay  Oxford  st 

Lincoln,  Harry  Warren,  113  Hancock  Magilligan,  Francis  J.,  135  Bergen  at 

st  Mahr,  George  J.,  98  Wilson  st 

Linden,  William,  640  Nostrand  av      Malament,   Manasseh  J.,  68   McKib- 
Linderoth,  Martin,  69  Greene  av  ben  st 

Lindredge,  Edwin  F.,  157  Washing-  Malone,  Joseph  W.,  8732  Bay  Park- 
ton  park  way 
Little,  Frank,  114  Montague  st           Manecke,  Philip,  1058  Bushwick  av 
Little,  George  F..  469  Clinton  ay         Mangan,  Daniel  C,  95  Park  ay 
Little,  William  A.,  923  Bedford  ay    Manley,  Mark,  261  Monroe  st 
Lloyd,  David  Robert,  1516  Beverly  rdMarsh,  Edward  F.,  448  9th  st 
Lloyd,  T.  Mortimer,  125  Pierrepont  st  Marshall,  Joseph  H.,  506  Fulton  st 
Loewe,  Jacques,  71  McKibben  st           Martin,  W.  Boss,  724  Greene  av 
Longstreet,  Arthur  H.,  20  7th  av          Mason,  Lewis  D.,  171  Joralemon  st 
Louria  Leon,  49  Hewes  st                    Matheson,  A.  Boss,  37  7th  av 
Love,  Cornelius  B.,  167  Clinton  st      Matheson,  Sewell,  578  Bergen  st 
Lucas,  David  F.,  552  Pacific  st             Mathewson,  Arthur,  139  Montague  st 
Ludlum,  Walter  D.,  E.  16th  st  and  Matson,  Nathaniel,  415  Greene  av 

av  C.  Mayne,  Earle  H.,  139  Bay,  17th  st 

Luhrsen,  Ernest  F.,  292  Greene  av       Mayne,  Earle  H.,  8744  18th  st 
Lutz,  Stephen  H.,  551  Madison  st      Mead,  Raphael  M.,  381  Union  st 
Lynch,  Eugene  A.,  661  Greene  ay        Medd,  John  C,  141  Seventh  av 
Lyons,  John  J.,  485  Clinton  st  Merolla,  Genaro,  Ocean  PaTkway,  bet. 

Lysaght,  Ellen,  635  Willoughby  ay        avs  B  and  C 
McAlpin,  William,  136  Concord  st      Merzback,  Joseph,  446  Pacific  st 
McAveney,  William  J.,  22  3rd  st        Meury,  John  B.,  785  Bushwick  av 
McCabe,  James  H.,  125  Williams  st  Meyer,  David  W.,  161  Clinton  st 
McCammon,  Frederick  J.,  139  Deca- Meyer,  Joseph,  228  Vernon  av 

teur  st  Meyersburg,  Adolph  G.,  102  Bradford 

McCleary,  Thomas  F.,  915  Bedford      st 

av  Midgley,  Joseph  E.,  1125  Dean  st 

McClelland,  Lefferts  A.,  78  McDon-  Miller,  Louis.  H.,  109  Halsey  st 

ough  st  Miller,  Francis  H.,  64  Pennsylvania 

McConville,  C.  Adeline,  195  Lorimer      av 

st  Miller,  Maud,  133  Milton  st 

McCorkle,  John  A.,  149  Clinton  st      Millington,  William  F.,  356  9th  st 
MacCoy,  Ceaser,  151  Clinton  st  Mills,  Henry.  M.,  192a  6th  av 

McDonough,  Fergus,  29  Poplar  st      Moak,  Harris,  360  Park  pi 
McEntee,  Edward  J.,  93  Lee  av  Moitrier,  William,  450  Putnam  av 

McEvitt,  James  M.,  45  3rd  pi  Molin,  Charles  G.,  180  State  st 

McEvitt,  John  C,  407  Clinton  st  Mooney,  P.  J.,  118  Kent  st 

McFarlane,  Thomas  J.,  423  45th  st      Moore,  Julius  H.,  979  Madison  st 
MacGilldary,   Stanley  H.,   820  Bed-  Morgan,  James  F.,  14  Spencer  pi 

ford  av  Morris,  Edward  J.,  771a  Union  st 

McGuire,  Constantino  F.,  503  Clinton  Morrison,  Robert  J.,  354  Tompkins  av 

st  Morton,  Henry  H.,  32  Schermerhorn 

McLean,  Henry  C,  146  6th  av  st 

McLeod,  John  A.,  154  Noble  st  Morton,  Lawrence  J.,  303  Henry  st 

McNamara,  Sylvester  J.,  369  Union  Mosher,  Burr  B.,  44  Court  st.,  Tem- 

st  pie  Bar 

McNaughton,  Donald  S.,  Kings  Co.  Mosher,  Eliza  M„  44  Court  st.,  Tem- 

Hosp.  pie  Bar 

McNaughton,  George,  479  Clinton  av  Moxam,  P.  W.  T.,  482  E.  18th  st 
McPhail,  Leonard  C,  161  Hicks  st    Mucklew.  Albert  E.,  300  Sumner  ay 
McQuillan,  John  P.,  414  58th  st  Mueller,  Carl,  9  Lewis  av 

Macumber,  John  L.,  249  Washington  Munson,  Forbes  J.,  330a  Lafayette 

av  av 

McVean,  Charles  H.,  Kings  Co.  Hosp.  Muren,  G.  Morgan,  73  Orange  st 
Maddock,  George  F.,  80  McDonough  Murphy,  Joseph  P.,  620  St.  Marks  av 

8t  Murray,  Archibald,  69  Remsen  st 
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Myerle,  David,  510  Bedford  av  Pool,  William  P.,  147  Clinton  st 

Myers,  William  A.,  1411  Bushwick  av  Porter,  E.  Pender,  1  Glenada  pi 
Mykrantz,  Howard  B.,  37  Decatur  st  Post,  H.  W.,  597  Bedford  av 
Mylod,  Thomas  F.,  580  Washington  av  Pratt,  William  H.,  94  6th  av 
Napier,  Charles  Dwight,  1273  Bed-  Prendergast,  Patrick  J.,  340  Clinton 

ford  av  st 

Nehrbas,  Jacob,  1368  Myrtle  av  Price,  Henry  B.,  163  Hancock  st 

Neiman,  L.  Allen,  73  Henry  st  Price,  Walter  D.,  301  State  st 

Neuss,  William,  774  Princess  st  Prout,  Jonathan  S.,  26  Schermerhorn 

Newman,  Frank  B.,  167  Hancock  st        st 

Nichol,  Harry  W.,  323  Sterling  pi      Pullman,  James,  155  Beid  av 
Nichols,  Louis. L.,  386  Stuyvesant  av  Pybum,  Paul  F.,  600  Franklin  av 
Nickerson,  Lorenzo  M.,  89  S.  9th  st      Pylee,  Marion,  47  Hancock  st 
Nielson,  John  C.  E.,  740  Union  st         Quell,  John  A.,  St.  Mary's  Hosp. 
North,  Nelson  L.,  Jr.,  118  Hooper  st  Quinn,  John  B.,  314  Greene  av 
Northridge,  Augustus  P.,  121  Covert Bae,  Alexander,  117  Henry  st 

st  Randall,  Edward  T.,  139  Hancock  st 

Northridge,  Augustus  P.,  121    Con-  Rankin,  John,  600  Jefferson  av 

vert  st  Rankin,  William  H.,  151  Hancock  st 

Northridge,  Thomas  H.,  320  Cumber-  Bappold,  Julius  C,  760  Bushwick  av 

berland  st  Rathbun,  Nathan  P.,  240  Greene  av 

Northridge,  William  A.,  21  Hanson  Raub,  Joseph  M.,  295  Clinton  st 

pi  Raymond,  Joseph  H.,  Polhemus  Mem. 

Oatman,  Edward  L.,  82  Bemsen  st  Clinic 

O  'Neil,  John  H.,  291  De  Kalb  av        Baynor,  Addison,  2019  Church  av 
Ormiston,  Robert,  117  S.  Elliott  pi      Read,  Henry  N.,  228  Clinton  st 
Ostrander,  George  A.,  61  Greene  av      Beed,  George  E.,  737  Putnam  av 
Otis,  F.  Burton,  338  Halsey  st  Beque,  Peter  A.,  551  Henry  st 

Paffard,  Frederick  C,  238  Clinton  st  Reynolds,  Edwin,  129  Lafayette  av 
Page,  Emmett  D.,  274  Yates  av  Reynolds,  Willard  G.,  162  Halsey  st 

Paine,  Arthur  B.,  211  Lafayette  av     Bickard,  Wilbur  L.,  262  Stuyvesant 
Palmer,  Ernest,  155  Clinton  st  av 

Parker,  Dewitt  L.,  167  Bemsen  st      Biegelman,  Laura  M.,  43  Lee  av 
Parker,  Edward  A.,  262  McDonough  Biggs,  Herman  C,  117  Montague  st 

st  Risch,  Henry  F„  480  14th  st 

Parrish,  John  W.,  Ill  Montague  st      Bisch,  Otto  E.,  495  3rd  st 
Parrish,  Paul  L.,  1448  Bedford  av      Bitter,  August  H.,  262  Hewes  st 
Pascual,  William  V.,  607  St.  Marks  Boberts,  Dudley  P.,  84  Bemsen  st 

av  Robertson,  Victor  A.,  834  Union  st 

Peacock,  John  M.,  249  Jefferson  av    Rogers,  Herbert  C,  377  Gates  av 
Pearce,  Eugene  F.,  95  Henry  st  Rogers,  Hugh  E.,  36  Troutman  st 

Pearson,  Lewis  W.,  401  Union  st       Rooney,  Alexander,  230  17th  st 
Peck,  Herman  T.,  166  Halsey  st  Ross,  Frank  H.,  278  Bridge  st 

Peebles,  Martha  J.,  132  Halsey  st        Boss,  Walter  H.,  185  Hewes  st 
Pell,  Arthur,  1148  Dean  st  Rowe,  Anna  F.,  133  E.  38th  st.,  Manh. 

Pendleton,  Judson  P.,  42  Seventh  av  Boyce,  Bubert  S.,  211  Greene  av 
Peterman,  Charles  P.,  809a  Greene  av  Russell,  Julien  W.,  D.D.8.,  368  Adel- 
Petersen,  Christian  E.,  1067  Dean  st        phi  st 

Pettit,  H.  S.,  Adelphi  College  Butz,  Anthony  A.,  208  Bergen  st 

Pettit,  Steven  C,  Neck  Bd.,  Graves-  Rutz,  Anthony  A.,  200  Sixth  av 

end,  L.  I.  Santoire,  Henry  A.,  148  Clinton  st 

PhUleo,  Willis  H.,  155  Herkimer  st     Santoire,  Samuel,  148  Clinton  st 
Phillips,  Charles  A.,  371  Greene  av    Sauer,  C.  Theodore,  284  Sixth  av 
Pier,  Victor  S.,  1223  av.  D  Schaffner,  Phillip  M.,  262  Vernon  av 

Pierce,  George  H.,  76  St.  James  pi      Schalck,  Ernest,  426  Quincy  st 
Pierce,  John  W.,  West  8th  St.,  Coney  Schatif,  Adam,  198  Vernon  av 

Island  Schelling,  Henry  L.,  841  Willoughby 

Pilcher,  Lewis  S.,  386  Grand  av  av 

Pilcher,  Paul  N.,  386  Grand  av.  B        Schenck,  Peter  L.,  95  6th  av 
Polak,  John  O.,  287  Clinton  st  Schhrmer,  Emilie  C,  574  Franklin  av 

Pomeroy,  Ralph  H.,  511  Nostrand  av  Schirmez,  William  C,  574  Franklin 
Pool,  Charles  S.,  194  Schermerhorn  st      av 
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Schlatter,  Bernard  C,  158  17th  Bt      Stivers,  George  L.,  303  Vanderbilt  av 
Schlitz,  Francis  A.,  28  Jefferson  av      Stivers,  John  R.,  180  Lefferts  pi 
Schmidt,  John  A.  D.,  D.D.S.,  1195  Stoney,  F.  E.  A.,  229  82nd  st 

Dean  st  Stratton,  William  £.,  191  Berkeley  pi 

Schmidt,  William  C.  J.,  21  Bleecker  Straub,  Gteorge  C,  385  Franklin  av 

st  Stuart,  Francis  H.,  123  Joralemon  st 

Schoenijahn,  W.  Carl,  822  Union  st    Sturges,  Purdy  H.,  145  Seventh  av 
Schroeder,  William,  339  President  st  Sturgis,  Elizabeth  M.,  131  Milton  st 
Schroeder,  William,  Jr.,  513  11th  st    Sullivan,  John  D.,  74  McDonough  st 
Schwab,  Alvin  H.,  313  McDonough  st  Sullivan,  Richard  H.,  42  Macon  st 
Scofield,  Charles  E.,  152  Taylor  st        Sullivan,  William  E.,  532a  Henry  at 
Scott,  Peter,  128  Beid  av  Swalm,  William  F.,  118  Lafayette  av 

Scoville,  William  J.,  Church  st.,  Rich-  Tag,  Charles  H.,  168  Keap  st 

mond  Hill  Tallmadge,  Andrew  T.,   2118  Albe- 

Scrimgeour,  Robert,  752  Carroll  st  marie  Rd 

Search,  Charles  J.,  168  Putnam  av      Taylor,  John  M.,  438  3rd  st 
Seimal,  William  A.,  589  Lorimer  st     Taylor,  J.  Richard,  1275  Bedford  av 
Senior,  Frank  S.,  248  Arlington  av    Taylor,  Stephen  L.,  644  St.  Mark's 
Sharpe,  Frank  M.,  127  S.  Oxford  st        av 
Shattuck,  Warren  S.,  Jr.,  147  Clinton  Taylor,  Vernon  E.,  104  Utica  av 

st  Taylor,  William  Henry,  714  Lafay- 

Shaw,  Richard  E.,  115  Amity  st  ette  av 

Shea,  J.  Denton,  427  8th  st  Terhune,  James  J.,  169  Adelphi  at 

Shepard,  A.  Warner,  126  Willoughby  Terry,  Charles  H.,  540  Washington  av 

st  Thomson,  George  G.,  89  Sterling  pi 

Shepard,  Charles    H.,  81    Columbia  Tieck,  Gustav  J.  E.,  89  Pulaski  at 

Heights  Tieste,  Louis  E.,  6  Lafayette  av 

Shepard,  William  H.,  324  52nd  st        Todd,  Joseph  F.,  550  Carlton  av 
Sheppard,  John  E.,  130  Montague  st  Tomes,  William  Austin,  500  Classon 
Sherwell,  Samuel,  33  Schermerhorn  st      av 
Sherwood,  Walter  A.,  Bergen  st  and  Townsend,  Palmer,  588  Jefferson  av 

Carlton  av  Treadwell,  George  H.,  64  S.  Portland 

Shields,  John  A.,  573  Lafayette  av  av 

Shipley,  Alfred  E.,  239  l^eap  st  Tredwell,  Alonzo  S.,  107  McDonough 

Shoop,  Frederick  J.,  316  Cumberland      st 

st  Truer,  Stephen  P.,  257a  Madison  st 

Showers,  Harriet  D.  W.,  184  17th  st  Truslow,  Walter,  142  Clinton  st 
Siegel,  F.,  202  Rodney  st  Tucker,  Harrison  A.,  393  Clinton  at 

Simmons,  Warren  S.,  338  Lafayette  Turner,  Henry  C,  412a  Clinton  st 

av  Turner,  Leslie  A.,  1072  Prospect  pi 

Simmons,  William,  23  Schermerhorn  Turner,  William  J.,  105  Clinton  st 
'     st  Tuthill,  Henry  R.,  83  Monroe  st 

Simpson,  John  F.,  2  Broome  st  Tuthill,  James  Y.,  100  Fort  Greene  pi 

Simrel,  George  W.,  285  Clarkson  st    Van  Cott,  Joshua  M.,  188  Henry  st 
Slote,  Samuel  H.,  75  McKibben  st      Van  Orsdell,  E.  G.,  756  McDonough  st 
Skelton,  Eugene  W.,  296  6th  av  Vangergrif  t,  George  W.,  18  Lee  av 

Smith,  Archibald  B.,  53  Jefferson  av  Vietor,  Edward  W.,  166  St.  James  pi 
Smith,  Henry  M.,  64  Montague  st      Wackerhagen,  George,  28  7th  av 
Smith,  J.  Wheeler,  1120  Herkimer  st  Wade,  H.  Albert,  495  Greene  av 
Smylie,  Arthur  E.,  132  Penn  st  Wadsworth,  Emory  M.,  60  Brooklyn 

Snyder,    William   H.,   40   Schermer-      av 

horn  st  Wagoner,  John  J.,  6th  av.  cor.  3rd  st 

Snyder,  William  H.,  141  Montague  st  Walsh,  John  E.,  633  Tenth  st 
Somers,  James  A.,  32  Lafayette  av      Warbasse,  James  P.,  68  Greene  av 
Sparks,  Agnes,  140  S.  Portland  av      Wardenburg,    George    J.,    144    St 
Spence,  Thomas  B.,  139  Seventh  av         Mark's  av 

Staebler,  David  M.,  690  Macon  st      Warner,  Horace  S.,  319  McDonough 
Steinke,  C.  O.  Herman,  220  17th  st  st 

Sterling,  John  H.,  45  Hanson  pi  Waterman,  James  S.,  1193  Dean  st 

Stern,  Bernard,  2604  av.  F  Waterworth,  William,  3  Hancock  st 

Stevenson,  Robert,  99  India  st  Watt,  James,  174  Clinton  st 

Stickle,  Charles  W.,  1315  52nd  st      Waugh,  Darwin  W.,  388  Clinton  st 
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Webster,  Henry  G.,  162  Halsey  at      Williamson,   Charles    B.,    211    Van 

Weed,  Ver  Nooy  W.,  1164  Halsey  st      Buren  st 

Weisbrod,  Frederick,  882  Bushwick  Williamson,  Charles  8.,  491  Greene  av 

av  Wilson,  E.  E.,  120  Brooklyn  av 

Wells,  Joseph  E.,  410  Clinton  st  Wilson,  Ezra  H.,  194  Keap  st 

Wells,  Thomas  L.,  945  St.  Mark's  av  Wilson,  Frank  E.,  1242  Bushwick  ay 
Welton,  R.  Bradlee,  810  Union  st  Winfield,  James  McFarlane,  47  Hal- 
Wenzel,  Henry  G.,  387  Ralph  av  sey  st 

West,  Frank  E.,  172  Clinton  st  Winter,  Frederick  G.,  18  Patchen  av 

Westbrook,  George  R.,  175  Schermer-  Winter,  Henry  L.,  Cornwall,  N.  T. 

horn  st  Wood,  Frederick  J.  J.,  2  St.  James  pi 

Westbrook,  Bichard  W.,  1145  Dean  st  Wood,  J.  Scott,  172  6th  av 
Weygandt,   Frederick  G.,   645   Bed-  Wood,  Walter  C,  1276  Pacific  st 

ford  av  Woolsey,  William  C,  29  Lafayette  av 

Wheatley,  Tenny  H.,  151  Hewes  st  Wright,  Edward  W.,  115  Montague  st 
Wheeler,  Edward  A.,  110  Boss  st  Wunderlich,  Frederick  W.,  165  Rem- 
Wheeler,  Bobert  T.,  210  Lee  av  sen  st 

White,  Henry  D.,  179  8th  av  Yerdon,  Charles  F.,  1276  Herkimer  st 

Wight,  J.  Sherman,  30  Schermerhorn  Zabriskie,  Edward  G.,  878  Flatbush 

st  av 

Wilgus,  Sidney  D.,  Bellevue  Hospital,  Zabriskie,  John  B.,  2103  Church  av 

Manh.  Zahn,  Anthony  F.,  115  Sumner  av 

Williams,  George  A.,  449  Hancock  st  Zellhoefer,  Charles,  175  S.  4th  st 
Williams,  Herbert  F.,  197  Gates  av      Zimmerman,  Victor  L.,  557  Halsey  st 
Williams,  John  G.,  753a  Union  st  Number  of  Members,  695. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  LEWIS. 
(Organized  January  8,  1861.) 

Meetings.— Annual,  first  Tuesday  in  June;  semi-annual,  first  Tuesday 
in  December. 

Officers,  (1904.) 

C.  P.  Kirley,  President.  F.  E.  Jones,  Vice-President. 

W.  O.  Hubbard,  Secretary.  F.  A.  Crane,  Treasurer. 

Members. 
F.  D.  Bigarel,  Port  Leyden  F.  E.  Jones,  Beaver  Falls 

W.  H.  Cramer,  Copenhagen  C.  P.  Kirley,  Lowville 

F.  A.  Crane,  Lowville  A.  C.  Miller,  Turin 

O.  G.  Harrington,  Constableville  S.  H.  Murphy,  Utica 

W.  O.  Hubbard,  Lowville  H.  A.  Pawling,  Lowville 

James  Z.  Hunt,  Lowville  P.  H.  Yon  Zierolshofen,  Croghan 

W.  H.  Johnston,  Port  Leyden  J.  H.  Watson,  Turin 

Number  of  Members,  14. 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  LIVINGSTON. 
(Organized  June,   1806.) 

Meetings.— Annual,  second  Tuesday  in  June;  semi-annual,  second  Tues- 
day in  December. 

Officers.     (1904.) 
F.  A.  Strassenburgh,  President.        Fred  A.  Wicker,  Vice-President. 
F.  J.  Bo  wen,  Secretary.  Robert  W.  Green,  Treasurer. 

Censors:  J.  P.  Brown,      R.  J.  Menzie,       F.  J.  Bowen,      W.  E.  Lauderdale. 

Members. 
Irving  C.  Allen,  Avon  Kirby  Collier,  Sonyea 

F.  J.  Bowen,  Mt.  Morris  J.  E.  Cresfield,  Dansville 

John  P.  Brown,  Nunda  F.  B.  Dodge,  Mt.  Morris 

L.  W.  Byam,  Mumford  F.  R.  Drisebach,  Dansville 

Med  NY  80 
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JV  A.  M.  Dike,  York 
Robert  W.  Green,  Geneseo 
Jacob  M.  Hagey,  Mt.  Morris 
Edward  L.  Hanes,  Sonyea 
George  H.  Jones,  Fowlerville 
W.  £.  Lauderdale,  Geneseo 
W.  K.  McGowan,  Conesus 
R.  J.  Menzie,  Caledonia 
Wm.  H.  Montgomery,  Sonyea 
J.  A.  Morris8ey,  Lima 
F.  H.  Moyer,  Moscow 


William  Nisbet,  Avon 
Edward  C.  Perry,  Avon 
John  C.  Preston,  Avon 
Wm.  T.  Shanahan,  Sonyea 
Edward  A.  Sharp,  Sonyea 
William  *P.  Spratling,  Sonyea 
Frederick  E.  Squires,  Livonia 
George  W.  Squires,  East  Avon 
F.  A.  Strassenburgh,  Avon 
Annie  M.  Tremaine,  Sonyea 
Fred  A.  Wicker,  Livonia 

Number  of  Members,  30. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MADISON 

(Organized  July  29,  1806.) 

Meetings.— Annual,  second  Tuesday  in  May. 

Officers,     (1904.) 

M.  B.  Joy,  President.  A.  P.  Dodge,  Vice-President. 

Burton  L.  Dunn,  Secretary.  S.  J.  Wilson,  Treasurer. 
Censors:  C.  H.  Perry,  E.  P.  Bailey, 

O.  S.  Langworthy,  D.  D.  Chase. 


Members. 


R.  H.  Ash,  Canastota 

E.  P.  Bailey,  Oneida 

L.  C.  Beebe,  Hamilton 

M.  Billington,  Chittenango 

Gilbert  Birdsall,  North  Brookfleld 

N.  O.  Brooks,  Oneida 

H.  Clif  t  Brown,  Brookfleld 

O.  W.  Burhyte,  Brookfleld 

E.  H.  Carpenter,  Oneida 
H.  W.  Carpenter,  Oneida 
M.  Cavana,  Oneida 

D.  D.  Chase,  Morrisville 
C.  M.  Colegrove,  Canastota 
G.  W.  Davis,  Peterboro 
L.  B.  Davis,  Oneida 
G.  G.  Decker,  West  Eaton 

F.  E.  Dewey,  Peterboro 
A.  P.  Dodge,  Oneida 

W.  H.  Douglas,  East  Hamilton 
F.  C.  Drake,  Oneida 


Burton  L.  Dunn,  Oneida 
J.  B.  Eaton,  Chittenango 
Herman  G.  Germer,  Canastota 
W.  H.  Griffith,  Munnsville 
A.  N.  Haskins,  Hubbardsville 
James  F.  Huntley,  Oneida 
M.  B.  Joy,  Cazenovia 
J.  W.  Knapp,  Canastota 
O.  S.  Langworthy,  Hamilton 
J.  E.  McClelland,  De  Ruyter 
G.  W.  Miles,  Oneida 
Edgar  L.  Miller,  Eaton 
S.  P.  Moore,  Munnsville 
C.  H.  Perry,  Oneida 
Otto  Pfaff,  Oneida 
A.  D.  Smith,  New  Woodstock 
H.  H.  Stone,  Oneida 
William  Taylor,  Canastota 
H.  H.  White,  Earlville 
S.  J.  Wilson,  Oneida 

Number  of  Members,  40. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MONROE. 
Meetings.— Annual,  last  Wednesday  in  May. 
Officers.     (May,  1904.) 
Wm.  M.  Brown,  President.  Robert  G.  Cook,  Vice-President. 


Wm.  L.  Conklin,  Secretary. 


C.  A.  Greenleaf,  Treasurer. 


Members. 
(Where  no  town  is  mentioned  Rochester  is  to  be  understood.) 


M.  May  Allen,  297  Alexander  st 
J.  A.  Ames,  East  Rush 
F.  D.  Andrew,  28  S.  Union 
E.  B.  Angell,  295  Alexander  st 


D.  H.  Atwater,  514  Lake  av 
Ogden  Backus,  5  Granger  pi 
Samuel  B.  Baker,  185  Wilder  st 
Evylin  P.  Baldwin,  476  West  av 
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E.  P.  Ballantine,  State  Hospital 
C.  B.  Barber,  52  Cumberland  st 
W.  M.  Barron,  34  N.  Fitzhugh  st 
W.  D.  Becker,  8  Franklin  sq 
George  E.  Beilby,  State  In.  School 

A.  W.  Bellamy,  202  E.  Main  st 
Harry  8.  Benham,  Honeoye  Falls 
G.  C.  Benjamin,  720  South  av 

J.  S.  Berkman,  348  N.  Clinton  av 
Ely  B.  Beir,  237  Alexander  st 
Perry  A.  Bly,  98  Park  av 
H.  W.  Bode,  323  Joseph  av 

E.  C.  Boddy,  19  Jones  av 
C.  O.  Boswell,  389  East  av 
J.  Brady,  397  Plymouth  av 

C.  B.  Braman,  394  Joseph  av 
John  D.  Briggs,  Williamson 
C.  M.  Briggs,  Fairport 
W.  M.  Brown,  Brighton 
M.  Alice  Brownell,  Newark 
Kathleen  L.  Buck,  279  Clinton  av 
James  C.  Buckley,  10  Cumberland  st 
W.  H.  Bullis,  234  University  av 
J.  J.  A.  Burke,  65  East  av 
George  S.  Burns,  684  Clinton  av  No. 
Ina  V.  Burt,  Phelps 
Joseph  S.  Campbell,  41  Clinton  av  So. 
P.  D.  Carpenter,  Pittsford 
George  G.  Carroll,  304  West  av 

B.  L.  Carson,  105  East  av 
George  G.  Carwell,  Jr.,  304  West  av 

B.  C.  Cartwright,  82  Ambrose  st 
J.  W.  Casey,  137  Plymouth  av 
M.  L.  Casey,  137  Plymouth  av 
I.  Taylor  Clark,  15  Fulton  av 
W.  B.  Cochrane,  Brighton 
Philip  J.  Conboy,  109  East  av 

J.  B.  Cowles,  Fairport 
Morey  S.  Collier,  1  Athens  st 
Charles  G.  Combs,  185  Monroe  av 

C.  V.  C.  Comfort,  38  Savannah  st 
W.  L.  Conklin,  269  Monroe  st 
William  B.  Connors,  381  Andrew  st 

D.  J.  Corrigan,  West  Webster 
J.  A.  Cormier,  355  Central  av 
Bobert  G.  Cook,  242  Alexander  st 
H.  H.  Covel,  105  East  av 
Charles  S.  Craig,  Hamlin 

James  F.  Crowley,  309  E.  ft  B.  Bldg 
Bolin  O.  Crosier,  Monroe  Co.  Alms 

House 
J.  R.  Culkin,  213  Frank  st 
D.  F.  Curtis,  494  South  av 
A.  Dann,  406  Granite  Building 
C.  E.  Darrow,  116  East  av 
James  C.  Davis,  8  Chestnut  st 
Buth  Demerest,  State  Hospital 
C.  A.  Dewey,  53  S.  Fitzhugh  st 
M.  E.  Dickinson,  604  Powers  Bldg 
Sarah  R.  A.  Dolly,  52  East  av 

F.  F.  Dow,  137  Park  av 

H.  S.  Durand,  87  S.  Fitzhugh  st 


Edgar  H.  Earl,  420  Lyell  av 
Frederick  East,  260  North  st 
W.  S.  Ely,  78  S.  Fitzhugh  st 
S.  L.  Eisner,  83  St..  Paul  st 
G.  A.  Engert,  43  Clinton  av  South 
John  J.  Evans,  123  Frank  st 
W.  V.  Ewers,  140  N.  Goodman  st 
Porter  Farley,  801  St.  Paul  st 
H.  M.  Fenno,  34  Hamilton  st 
Jas.  H.  Finnessy,  375  Clinton  st  No. 
J.  B.  Finnecane,  Mendon 
G.  W.  Foster,  19  East  av 
William  F.  Frasch,  304  Hudson  av 
A.  B.  Frazee,  61  Clifford  st 

E.  A.  French,  505  North  st 
George  P.  French,  71  Prospect  st 
Robert  T.  French,  209  Alexander  st 
W.  S.  Fuller,  Fairport 

James  E.  Gage,  525  Fitzhugh  st 
L.  T.  Gandy,  Chili 
Horace  Gee,  597  Lake  av 
G.  B.  Gilbert,  11  Meigs  st 

F.  H.  Goddard,  265  Meigs  st 
George  Goler,  127  East  av 

H.  C.  W.  Graham,  69  East  av 
Erlo  H.  Gray,  4  Atlantic  av 

C.  A.  Greenleaf,  53  S.  Fitzhugh  st 

0.  Groves,  299  Central  Park 
P.  C.  Guinan,  1  Cataract  st 

A.  R.  Gumberts,  48  Chatham  st 
E.  M.  Hague,  650  Main  st  E.  » 

W.  S.  Hall,  293  Monroe  av 
Eugene  F.  Hamburg,  Genesee  st  near 

Brooks  av 
Edward  L.  Hanes,  State  Hospital 
E.  R.  Hardenbrook,  251  Lake  av 
E.  A.  C.  Harris,  400  Lake  av 

1.  E.  Harris,  400  Lake  av 

D.  G.  Hastings,  272  Alexander  st 
Sumner  Hayward,  84  East  av 
John  H.  Hazen,  Brockport 

A.  W.  Henckell,  96  Sophia  st 
W.  J.  Herriman,  263  West  av 
Edw.  A.  Hoffman,  283  Central  Park 
S.  A.  Holman,  Hilton 

B.  L.  Hovey,  34  N.  Fitzhugh  st 

E.  H.  Howard,  Rochester  State  Hosp. 
W.  R.  Howard,  660  Main  st  E. 

W.  J.  Howe,  Scottsville 

H.  B.  Howell,  228  Hudson  av 

Loren  W.  Howk,  370  West  av 

C.  A.  Huber,  51  Monroe  av 

De  Witt  C.  Hunter,  607  St.  Paul  st 
M.  Louise  Hurrell,  123  Third  st 
J.  M.  Ingersoll,  275  Monroe  st 
Thomas  Jameson,  240  West  av 
A.  M.  Johnson,  289  Main  st  E. 
Ira  T.  Johnson,  138  Fulton  av 
Frank  A.  Jones,  309  Lake  av 
S.  C.  Jones,  207  East  av 
Wm.  B.  Jones,  525  Lake  av 
O.  E.  Jones,  392  Main  st  E. 
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Joel  G.  Justin,  20  Gibbs 
H.  M.  Justin,  20  Gibbs 
J.  G.  Keeler,  19  Vick  Park  A. 
N.  F.  Kiefer,  663  Clinton  av  No, 
Thos.  A.  Killip,  13  Franklin  sq 
W.  G.  Lacy,  Scottsville 
George  A.  Lane,  303  University  av 
E.  H.  Lapp,  Williamson 
C.    T.   La   Moure,   Rochester     State 
Hospital 


M.  C.  Potter,  18  Gibbs  st 
Ezra  B.  Pratt,  Fairport 

B.  I.  Preston,  Naples 
J.  Ready,  20  Gibbs  st 
Wm,  B.  Reed,  116  Sophia  st 
Charles  Reitz,  149  Hudson  av 
A.  C.  Remington,  275  West  av 
Frederic  Remington,  500  Powers  Bldg 
A.  L.  Richmond,  Morton 

C.  E.  Rider,  53  S.  Fitzhugh  st 


Howard    A.    La    Moure,    Rochester  Wheelock  Rider,  53  S.  Fitzhugh  st 


State  Hospital 
Frank  P.  Leadley,  394  West  av 
M.  E.  Leary,  397  West  av 
H.  J.  Levis,  185  Fulton  av 
S.  H.  Linn,  243  Alexander  st 
David  Little,  162  Plymouth  av 
S.  W.  Little,  162  Plymouth  av 
M.  L.  Lord,  Oxford  st 

C.  H.  Losey,  145  Lake  av 
Paul  Otto  Ludike,  29  Wilson  st 
M.  C.  Lyons,  Ithaca 

J.  W.  McCauley,  349  Monroe  av 
N.  D.  McDowell,  19  East  av 
J.  T.  McGoveron,  67  Clinton  av  So. 
F.  B.  McKenney,  39  Lake  av 
Thos.  F.  McNamara,  446  Genesee  st 
J.  W.  Magill,  3  Park  av  Fairport 
A.  P.  Maine,  Webster 

F.  W.  Maloney,  332  West  av 
W.  A.  Mandeville,  63  East  av 
H.  J.  Mann,  Brockport 

W.  B.  Mann,  Brockport 

G.  A.  C.  Mannell,  38  Clinton  av  So. 
G.  A.  Marion,  474  N.  Goodman  st 

D.  G.  Mason,  East  Henrietta 
M.  C.  Mason,  1144  Ambrose  st 

F.  B.  Maynard,  38  Clinton  av  So. 
Louis  K.  Mezger,  193  Clinton  av  No. 

E.  M.  Moore,  Jr.,  74  S.  Fitzhugh  st 
R.  M.  Moore,  74  S.  Fitzhugh  st 
T.  T.  Mooney,  116  Sophia  st 

E.  W.  Mulligan,  290  West  av 
W.  T.  Mulligan,  290  West  av 
P.  H.  Murphy,  117  Lake  av 
J.  F.  Mulherin,  Syracuse 
H.  R.  Nettleton,  270  Lake  av 
E.  G.  Nugent,  78  S.  Fitzhugh  st 
Francis  J.  O'Brien,  441  Lake  av 
T.  A.  O'Hare,  97  State  st 
E.  S.  Olin,  178  Andrews  st 
I.  D.  Ozmun,  35  Clinton  av  So. 
John  E.  Ottaway,  Charlotte 
M.  B.  Palmer,  89  Clinton  av  No. 
E.  G.  Paxton,  113  North  st 
Joseph  Pease,  Hamlin 
S.  Perry,  82  S.  Fitzhugh  st 
H.  C.  Phillips,  166  Frank  st 
S.  A.  Pierce,  422  Monroe  av 
A.  S.  Pike,  303  Alexander  st 
Ida  May  Porter,  347  Monroe  av 
E.  B.  Potter,  State  Hospital 


Levi  L.  Riggin,  Chili  av 
A.  S.  Rockwell,  46  Elizabeth  st 
John  O.  Roe,  28  Clinton  av  No. 
Joseph  Roby,  52  S.  Fitzhugh  st 
Haydon  Rochester,  City  Hospital 
L.  W.  Rose,  301  Alexander  st 
J.  L.  Roseboom,  672  Main  st  E. 
Moses  Rosenberg,  308  Central  av 
S.  H.  Rosenthal,  83  St.  Paul  st 
W.  B.  Ross,  Rochester 

E.  W.  Ruggles,  294  Alexander  st 
T.  D.  Rupert,  Geneva 

Martin  Rutherford,  117  Campbell  st 
H.  L.  St.  John,  116  N.  Goodman  st 

F.  H.  Sawers,  548  Lake  av 
H.  Schoonmaker,  Seneca  Falls 
Justin  Schopp,  Clinton  av  No. 

Q.  C.  Schuhart,  484  Clinton  av  No. 
H.  P.  Sheldon,  139  Glenwood  av 
J.  T.  Sherman,  507  North  st 
Mary  Hadley  Smith,  72  East  av 
Mary  J.  Slaight,  79  Chestnut  st 
L.  E.  Slayton,  Spencerport 
Albert  C.  Snell,  138  S.  Fitzhugh  st 
N.  W.  Soble,  381  Andrews  st 
L.  J.  Somers,  52  Clinton  st  So. 
Paul  F.  Sondern,  52  S.  Fitzhugh  st 
O.  T.  Stacy,  284  Alexander  st 
Wm.  Stanton,  Webster 
J.  A.  Stapleton,  74  East  av 
Mary  E.  Stark,  35  Chestnut  st 

D.  Starkey,  Chili 

C.  S.  Starr,  95  North  st 
W.  G.  Stedman,  94  East  av 
Peter  Stockschlader,  646  South  av 

E.  Y.  Stoddard,  68  S.  Washington  st 
R.  L.  Stoddard,  38  Clinton  av  So. 
J.  H.  Sullivan,  Charlotte 

Wm.  H.  Sutherland,  53  S.  Fitzhugh  st 
J.  E.  Sutton,  Scottsville 
T.  O.  Tait,  374  Andrews  st 
M.  M.  Taplin,  77  Monroe  av 

D.  C.  Throop,  145  North  av 
Harriet  M.  Turner,  275  Alexander  st 
A.  W.  Thomas,  490  Lydell  av 

C.  B.  W.  Thomas,  490  Lydell  av 
George  P.  Thomas,  3  Lake  View  Pk 
Charles  J.  Tucker,  1  Ardmore  st 

F.  J.  Tunmore,  363  St.  Paul  st 
Loretta  W.  Turner,  16  Chili  av 
P.  G.  Udell,  Spencerport 
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J.  C.  Urquhart,  56  North  st 
C.  A.  Vanderbeck,  16  Gibbs  at 
M.  D.  Van  Horn,  Churchville 
Harry  J.  Vary,  26  Somerset  8t 
L.  Allen  Walker,  343  West  av 
George  Waldron,  408  Plymouth  st 
Wm.  T.  Wallace,  354  Central  av 
W.  Douglas  Ward,  12  Grove  pi 
John  E.  Weaver,  165  Meigs  st 
Wm.  H.  Webb,  14  Windsor  st 
L.  A.  Weigel,  209  East  av 
Richard  K.  Wheeler,  210  Hudson  st 
J.  W.  Whitbeck,  322  East  av 
Charles  E.  White,  Fairport 


G.  H.  White,  464}  Plymouth  av 
V.  A.  Wickens,  289  West  av 
C.  W.  Wilbor,  763  St.  Paul  st 
I.  T.  Wile,  381  Andrew  st 
H.  T.  Williams,  274  Alexander  st 
W.  W.  Williams,  Hilton 
Benjamin  Wilson,  101  Lake  av 
W.  D.  Wollf ,  62  Cumberland  st 
C.  D.  Wooden,  129  Frank  st 
Lettie  H.  Woodruff,  17  Tremont  st 
Charles  D.  Toung,  5  Gibb  st 
F.  W.  Zimmer,  45  Monroe  av 
John  Zimmer,  53  Cumberland  st 
Number  of  Members,  280. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  MONTGOMERY. 
(Organized  July,  1806.) 
Meetings.— Annual,  second  Wednesday  in  December,  at  Fonda;   semi- 
annual,  second   Wednesday   in   June,    at    Canajoharie;    quarterly,    second 
Wednesday  in  September  and  March,  at  Amsterdam. 

Officers     (December,  1903.) 
F.  I.  Jansen,  President.  C.   F.   Timmerman,   Vice-President. 

Otis  Z.  Bouton,  Secretary.  Wm.  J.  Peddie,  Treasurer. 


Members. 


Douglas  Ayres,  Fort  Plain 
Otis  Z.  Bouton,  Fultonville 

E.  F.  Bronk,  Amsterdam 

F.  Y.  Brownell,  Canajoharie 
I.  I.  Buckbee,  Fonda 

E.  J.  Collier,  Amsterdam 
James  B.  Conant,  Amsterdam 
C.  E.  Congdon,  Fort  Plain 
C.  W.  De  Baun,  Fonda 

Wm.  B.  De  Lamater,  Minaville 
James  B.  Fairbanks,  Amsterdam 

A.  B.  Foster,  Fonda 

L.  A.  Frazier,  Amsterdam 
S.  H.  French,  Amsterdam 
H.  L.  Furbeck,  St.  Johnsville 
Archibald  Gilbert,  Amsterdam 
Horace  M.  Hicks,  Amsterdam 

F.  A.  Husted,  Amsterdam 
Thomas  G.  Hyland,  Amsterdam 
F.  T.  Jansen,  Fonda 

B.  G.  Johnson,  Amsterdam 
A.  Y.  Klock,  Ames 

Charles  M.  Klock,  St.  Johnsville 
John  W.  Kniskern,  Amsterdam 
Edgar  B.  Lake,  Amsterdam 


Sherwood   Le  Fevre,  Amsterdam 
James  B.  McKenzie,  Amsterdam 
Daniel  M.  MacMartin,  Amsterdam 
George  L.  Meyer,  Stone  Arabia 
H.  W.  Murphy,  Amsterdam 
Wm.  J.  Peddie,  Fultonville 
Wm.  B.  Pierce,  Amsterdam 
Julia  K.  Qua,  Amsterdam 

E.  E.  Bulison,  Amsterdam 
Julius  Schiller,  Amsterdam 
Clarence  Sicard,  Amsterdam 

F.  E.  Simons,  Canajoharie 
A.  Y.  H.  Smythe,  Amsterdam 
Charles  Stover,  Amsterdam 
P.  L.  Suits,  Amsterdam 

N.  F.  Sweatman,  Amsterdam 
D.  M.  Taylor,  Amsterdam 
C.  F.  Timmerman,  Amsterdam 
C.  C.  Yedder,  St.  Johnsville 
Fred  D.  Vickers,  Canajoharie 
Harry  W.  Vickers-,  Canajoharie 
J.  S.  Walton,  Amsterdam 
S.  A.  Wessels,  Canajoharie 
Wm.  M.  White,  Amsterdam 
Number  of  Members,  49. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  NEW  YORK 

Meetings.— Annual,  fourth  Monday  in  October;  stated  meetings,  the 
fourth  Monday  in  each  month,  June,  July,  and  August  excepted,  at  the 
New  York  Academy  of  Medicine,  17  West  Forty- third  Street. 

Officers,     (1904.) 
Wendell  C.  Phillips,  President.  George  M.  Swift,  1st  Vice-President. 

Henry  S.  Stearns,  %d  Vice-President.     John  S.  Warren,  Treasurer. 
John  Van  Doren  Young,  Secretary.    Edmund  P.  Fowler,  Asst.  Secretary. 
Censors:  Charles  N.  Dowd,  Chairman;      John  Vander  Poel,      Wm.  H.  Park, 
Floyd  M.  Crandall,  Joseph  Brettauer. 
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Members 

Abbe,  Robert,  13  W.  50th  st  Bainbridge,     William     Seaman,     84 

Abrahamson,  Isador,  65  W.  126th  st        Gramercy  Park 

Acken,  Thomas  Moore,  267  W.  45th  Baird,  Addison  W.,  239  W.  70th  st 

st  Baker,  Henry  A.,  141  Broadway 

Adams,  Calvin  Thayer,  6  £.  34th  st    Baker,  Mercy  N.,  132  B.  16th  st 
Adams,  Charles  Francis,  104  W.  73d  Baker,  Sara  Josephine,  8  W.  91st  st 

st  Baldwin,  Helen,  53  E.  20th  st 

Adams,  John  L.,  38  E.  51st  st  Ball,  A.  Brayton,  42  W.  36th  st 

Adams,  Robert  Staunton,  6  E.  34th  st  Ball,  George  Martin,  365  W.  28th  st 
Addy,  Arthur  Rockwell,  500  W.  143d  Ballery,  George  H.,  240  W.  72d  st 

st  Ballin,  Milton  J.,  57  E.  90th  st 

Adler,  Isaac,  22  E.  62d  st  Balser,  William,  218  E.  13th  st 

Adriance,  Vanderpoel,  105  E.  39th  st  Bandler,  Samuel  W.,  229  W.  97th  st 
Agan,  David  H.,  1074  Lexington  av    Baner,  William  L.,  72  W.  45th  st 
Agatston,  Sigmund  A.,  50  W.  112th  Bang,  Richard  T.,  139  W.  11th  st 

st  Bangs,  L.  Bolton,  39  E.  72d  st 

Aitken,  J.  Francis,  218  E.  35th  st      Banta,  Francis  M.,  304  W.  12th  st 
Aldrich,  John  W.,  164  W.  81st  st         Baran,  Julius,  121  St.  Nicholas  ay 
Alexander,  David  Esterbrook,  28  W.Barclay,  Hjalmar  V.,  616  Madison  av 

115th  st  Bardes,  A.  C,  317  E.  13th  st 

Alexander,  Isidor  H.,  327  E.  9th  st    Barnes,  George  Edward,  119  W.  42d  st 
Alexander,  Samuel,  5  W.  58th  st         Barnes,  Justin  L.,  616  Madison  av 
Alexander,  Welcome  T.,  St.  Nicholas  Barrows,  C.  C,  8  W.  36th  st 

av  and  W.  157th  st  Barry,  Daniel  E.,  447  Lexington  av 

Allen,  Charles  W.,  30  E.  33d  st  Bartholomew,  Henry  S.,  152  W.  57th 

Allen,  Thomas  H.,  180  W.  59th  st  st 

Altaian,  Emil,  748  5th  av  Bartlett,  Frank  H.,  349  W.  145th  st 

Altaian,  Max,  121  E.  113th  st  Bartlett,  William  A.,  7  W.  49th  st 

Altshul,  Henry,  153  W.  76th  st  Barton,  Joshua  L.,  57  E.  55th  st 

Alvarez,  J.  R.,  64  E.  92d  st  Bassin,  John  N.,  1741  Washington  av 

Amende,  C.  G.,  319  W.  45th  st  Bassler,  Anthony,  228  E.  19th  st 

Ames,  Samuel  Patten,  153  W.  84th  st  Bastedo,  Walter  Arthur,  120  W.  58th 
Anderson,  H.  A.  C,  118  E.  86th  st  st 

Anderson,    James    H.,     Cambridge,  Battle,  Thomas  Joseph,  459  W.  44th  st 

Mass.  Bauer,  Frederick  M.,  225  E.  86th  st 

Anderson,  J.  Cameron,  83  E.  56th  st    Baum,  Joseph,  55  E.  93d  st 
Anderson,  Joseph,  74  W.  92d  st  Beach,  Ferdinand,  235  W.  75th  st 

Andrews,  Joseph  Alfred,  107  Madi-  Beck,  Alexander  W.,  336  2d  av.,  bet. 

son  av  19th  and  20th  sts 

Anthes,  Frederick  C,  393  E.  184th  st  Beck,  Carl,  37  E.  31st  st 
Armstrong,  Robert  J.,  1804  Lexing-  Becker,  Philip  G.,  331  W.  18th  st 

ton  av  Beekman,  John  N.,  10  E.  12th  st 

Armstrong,  8.  T.,  141  Broadway         Begg,  Colin  Luke,  58  Irving  pi 
Armstrong,  William,  19  W.  48th  st      Belcher-Hardy,  Sara  D.,  419  W.  118th 
Aronson,  Edward  A.,  241  E.  116th  st      st 

Aronson,  Moses,  875  Madison  av  Bell,  George  Huston,  54  E.  25th  st 

Aspell,  Edward  J.,  357  W.  56th  st      Bell,    Harold    W.,    Morris    Heights, 
Aspell,  John,  139  W.  77th  st  Undercliff  av 

Assenheimer,  Augustus,  323  E.  51st  Bellamy,  Russell,  20  W.  30th  st 

st  Benedict,   Charles   Sumner,    310  W. 

Atwood,  Charles  Edwin,  10  W.  16th       102d  st 

st  Bensel,  Walter,  282  Amsterdam  av., 

Auersperg,  Francis,  226  W.  78th  st        near  73d  st 
Auzal,  Ernest  W.,  52d  and  BroadwayBentz,  George  H.,  309  E.  86th  st 
Ayers,  Edward  A.,  127  W.  58th  st      Bentz,  George  Henry,  697  E.  143d  st 
Ayres,  Winfield,  112  W.  94th  st  Berens,  T.  Passmore,  35  Park  av 

Bache,  James  H.,  269  W.  52d  st  Berg,  Albert  Ashton,  923  Madison  av 

Bachmann,  Eugene  O.,  312  W.  34th  st  Berger,  Maurice  M.,  153  Avenue  B 
Bacon,  Gorham,  47  W.  54th  st  Berk,  Adelbert  B.,  St.  Paul  building, 

Bailey,  Pearce,  52  W.  53d  st  ,     cor.  Ann  and  Broadway 

Bailey,  Theodosus,  122  W.  78th  st        Berkeley,  William  N.,  40  E.  58th  st 
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Bermingham,  Jose  Marie  De,  106  W.  Boyer,  Arthur  L,  356  W.  145th  st  • 

45th  et  Boynton,  Perry  Sanborn,  103  W.  84th 

Bernstein,  Henry  A.,  77  W.  118th  st        st 

Berry,  Inslee  H.,  166  W.  22d  st  Bozeman,  Nathan  Gross,  162  E.  71st 

Bettini-di-Moise,  John,  60  W.  76th  st    Bradley,  C.  Cole,  51  W.  50th  st 
Beuermann,  John  A.,  1891  Lexington  Bradley,  Simeon  C,  2700  Marion  av., 

av  Bedford  Park 

Beveridge,  J.  Wallace,  411  West  EndBradley,  William  Little,  55  W.  75th 

av  st 

Bicak,  Joseph  F.,  875  E.  169th  st  Bradshaw,  Laban  L.,  55  E.  72d  st 

Biekerton,  Thomas  Wotton,  656  West  Brainin,  Simon  Michael,  44  E.  112th 

End  av  st 

Bickham,  Warren  Stone,  922  Madison  Brandegee,  William  Partridge,  17  W. 

av  46th  st 

Bierhoff,  Frederic,  53  E.  58th  st       Brannan,  John  Winters,  11  W.  12th 
•  Bilhoefer,  Andrew  J.,  79  E.  116th  st      st 
Billings,  John  S.,  Jr.,  32  E.  53d  st      Branth,  John  Herman,  183  W.  87tb 
Bingham,  James  R.,  216  W.  103rd  st      st 

Birckhead,  James,  133  E.  21st  st  Braslau,  Abel,  310  E.  86th  st 

Bird,  Arthur,  159  W.  48th  st  Breakell,  James  A.,  249  W.  52d  st 

Bird,  J.  T.  Joseph,  236  W.  123d  st      Breiter,  Nathan,  70  Lenox  av 
Birkins,  Ernest  R.,  84  W.  120th  st      Bremerman,  Louis  W.,  39  E.  10th  st 
Bishop,  James,  63  E.  56th  st  Bremner,  Samuel  K.,  163  W.  73d  st 

Bishop,  Joseph  N.,  12  W.  38th  st      Brennglass,  Joachim,  2  W.  120th  st 
Bishop,  Louis  Faugeres,  54  W.  55th  Brettauer,  Joseph,  45  E.  64th  st 

st  Brewer,  Charles,  130  W.  66th  st 

Bissell,  Joseph  B.,  46  W.  55th  st       Brickelmaier,  Wm.  J.,  25  W.  36th  st 
Bissell,  Mary  Taylor,  21  W.  44th  st    Brickner,  Samuel  M.,  136  W.  85th  st 
Black,  Carrie  L.,  114  W.  123d  st         Brickner,  Walter  M.,  30  W.  92d  st 
Blake,  Joseph  A.,  601  Madison  av      Bridges,  Arlanden  C,  344  W.  28th  st 
Blakesley,  George  A.,  60  W.  101st  st  Briganti,  P.,  205  E.  17th  st 
Blank,  Marcus  1.,  1525  Madison  av    Brill,  Nathan  E.,  48  W.  76th  st 
Blasucci,  Ernesto  S.  L.,  127  E.  47th  Brinkmann,  Morris  W.,  54  W.  90th  st 

st  Brinsmade,  Daniel  B.,  576  West  End 

Blauvelt,  Alonzo,  338  W.  12th  st  av 

Bleil,  Frederick,  1350  Lexington  av    Bristol,  E.  L.  Macomb,  147  W.  136th 
Bleiman,  Asher,  230  E.  50th  st  st 

Bleything,  George  D.,  616  Madison  avBrodhead,   George    Livingston,    110 
Bloch,  Moritz,  337  E.  58th  st  W.  57th  st 

Blodgett,   Frank  Jefferson,   140  W.  Bronson,  Edward  Bennet,  10  W.  49th 

72d  st  st  .* 

Bloom,  Selina,  125  E.  24th  st  Brooks,   G.   Frederick,   247    Central 

Boeker,  Hermann  H.  F.,  227  E.  57th      ?*»*,  West 

st  Brooks,  Harlow,  44  W.  9th  st 

Bogart,  Belmont  de  Forest,  32  W.  38thBrooks>  Henry  T.,  N.  Y.  Post-Gradu- 

8t  ate  Hosp.,  20th  st  and  2d  av 

Bogart,  George  W.,  139  E.  47th  st      Bross,  William  R.,  120  Broadway 
Bogle,  Jessie  T.,  146  W.  104th  st  Brothers,  Abram,  112  E.  61st  st 

Bogue,  Edward  A.,  63  W.  48th  st      Broughton,  William  R.,  345  Madison 
Boldt,  Hermann  J.,  39  E.  61st  st  av 

Bond,  Hunter  A.,  Ass't  Res.  Phys.  Broun,  Leroy,  70  W.  82d 

Manhattan    State    Hosp.,  Ward's  Brouner,  Walter  Brooks,  256  W.  12th 

Island  st 

Bonner,  Adolph,  73  W.  116th  st  Browd,  Ephraim  K,  275  E.  Broad- 

Booth,  J.  Arthur,  46  W.  49th  st  way 

Born,  R.  O.,  23  W.  35th  st  Brown,  Augustus  H.,  262  W.  136th  st 

Bosworth,  Francke  H.,  41  Park  av      Brown,  Ethel  Doty,  128  Lexington  av 
Bovaird,  David,  126  W.  58th  st  Brown,  F.  Tilden,  14  E.  58th  st 

Bowden,  James  W.,  309  Broadway      Brown,  Lewis  Henry,  573  E  156th  st 
Bowles,  Fred  J.,  121  W.  93d  st  Brown,  Mary  Hess,  150  W.  125th  st 

Boyd,  William  A.,  362  Willis  av  Brown,  Richard  Ewell,  111  W.  55th 

Boyer,  Arthur  A.,  12  W.  40th  st  st 
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Brown,  Samuel  Alburtus,  23  £.  44th  Carr,  Walter  Lester,  68  W.  51st  st 

st  Carrington,    Henry   Osborn,    520   W. 

Brown,    WUliam    Bedford,    214  W.      145th  st 

44th  st  Carroll,  C.  C,  7  W.  26th  st 

Bruce,  Charles  E.,  2  E.  127th  st        Carter,  Chas.  E.,  209  W.  85th  st 
Brugman,  Albert  F.,  201  W.  139th  st  Carter,  Curtis  B.,  105  W.  71st  st 

cor.  7th  av  Carter,  De  Lancey,  1030  Park  av 

Bryan,  J.  Conger,  71  W.  83d  st  Carter,  H.  Skelton,  130  E.  24th  st 

Bryant,  Edward  Oilman,  18  E.  32d  st    Carter,  Henry  Walton,  242  E.  86th  st 
Bryant,  Joseph  D.,  32  W.  48th  st         carter,  Herbert  Swift,  66  W.  55th  st 
Bryant,  William  Solier,  48  W.  40th  stCarter,  William  Wesley,  69  W.  50th 
Bttchler,  Augustus  F.,  124  W.  58th  st      st 

Buck,  Francis  D.,  158  W.  48th  st  Carver,  J.  Henry,  37  W.  39th  st 
Bucklin,  Charles  A.,  237  W.  45th  st  Cary,  Elmer  E.,  171  W.  95th  st 
Buffum,   Thomas    Bellows,   128    W.  Cassebeer,  H.  A.,  12  W.  44th  st 

66th  st  Cassell,  James  Wilson,  152  W.  132d 

Bulkley,  L.  Duncan,  531  Madison  av     st 

Bull,  Charles  Stedman,  47  W.  36th  st  Cassola,  Filippo,  337  W.  30th  st 
Bull,  Titus,  504  W.  149th  st  Caswell,  Wm.  H.,  150  W.  58th  st 

Bull,  William  T.,  35  W.  35th  st  Cauldwell,  Charles  M.,  16  W.  54th  st 

Bullard,  W.  Duff,  54  W.  45th  st  Cereseto,  Giovanni  P.,  99  McDougall 

Bulliger,  J.  A.  131  E.  60lh  st  «t 

Burch,  T.  Hamilton,  106  W  57th  st      Chalmers,  Thomas  C,  3-5  W.  8th  st 
Burckhalter,  Thos.,     DeL.,   As8t.-Res.Chamberlin,    Edwin   Crosby,    106   W. 

Phys.,  Willard  Parker  Hospital.  81st  st 

Burgheim,  L,,  176  E.  79th  st  Chambers,  P.  Flewellen,  49  W.  57th 

Burgtorf ,  Theodore  R.,  93  2d  av  st 

Burke,  Michael  Joseph,  164  Hester  st  Chapin,  Amory,  N.  Y.  Athletic  Club 
Burkelman,  Arnold,  3  Charlton  st      Chapin,  Henry  Dwight,  51  W.  51st 
Burnham,  Herbert  D.,  242  Lenox  av     st 

Burrall,  Frederick  A.,  48  W.  17th  st  Chapin,  Warren  B.,  252  W.  103d  st 
Burstein,  Maurice  J.,  179  Henry  st    Chappell,  Walter  Franklin,  7  E.  55th 
Burt,  Stephen  Smith,  207  W.  44th  st      st 
Burtenshaw,  J.  H.,  381  West  End  av.,  Chase,  George  T.,  238  W.  127th  st 

cor.  78th  st  Chase,  William  Earle,  139  E.  47th  st 

Busby,  Archibald  H.,  57  W.  45th  st     Cheesman,    Timothy    Matlaek,   Gar- 
Busche,  Thomas  W.,  241  E.  18th  st        rison-on-Hndson,  N.  Y. 
Bush,  Pine  E.,  45  Charlton  st  Chittenden,   Arthur    Smith,  166  W. 

Butts,  H.  Hoyle,  45  W.  44th  st  74tfc  st 

Byrne,  Joseph  Henry,  345  W.  51st  st  Chmehcek-Luhan,  Joseph  F.,  220  E. 
Cabot,  Follen,  129  E.  31st  st  72d  st  „Aa  *      * 

Cady,  Herbert  W.  F.,  25  W.  36th  st  Chrystie,  T.  M.  Ludlow,  1748  Broad- 
Caille,   Augustus,   753  Madison  av.,  _wa7  .„   „   w  „     ,rtrt  m  OA^  ^ 

near  65th  st  Churchill,  S.  Wells,  122  W.  64th  st 

Calhoun,   William   Caldwell,   205   W  Cjlley,  Arthur  H    152  E   34th  st 

107th  st  Cism,  Morns,  121  Rmngton  st 

Callan,  Peter  A.,  35  W.  38th  st  Claiborne,  John  Herbert,  34  W.  36th 

^5^  ^tss^i  sssr av 

rt ,      -d *  Vr    ii a  xkt  ia^*v  „*        Clark,  L.  Pierce,  62  W.  58th  st 

oSS^WSSiT  St        <*4  WiUian.  Wwster,  50  E.  31st 

^hSKw^BSF"1  ClU  Arth*,  Vernon,  318  W.  116th 
Carman,  Albro  R.,  27  W.  127th  st  «  ooftfy  ^ 

Carney,  Thomas  J.,  104  W.  49th  st        C  arke,  Walter  J.,  2297  7th  av 
Carpenter,  Alfred  C,  219  E.  19th  st    Clarke,  William    Cogswell,    200  W. 
Carpenter,  Elon  N.,  110  W.  57th  st  °7th  st 

Carpenter,  Frank  B.,  616  Madison  avCleaveland,  Trumbull  W.,  45  W.  50th 
Carr,  David  C,  2  E.  127th  st  st 

Carr,  Matthew  Lawrence,  353  W.  57thCleavcs,  Margaret  A.,  79  Madison  av., 
st  cor.  28th  st 
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Clemens,  James  B.,  15  E.  48th  st         Cronin,  John  J.,  317  W.  55th  at 
Clemens,  James  B.,  19  E.  38th  st        Crook,  James  King,  783  Madison  av 
Clements,  Geo.  Place,  60  St.  Nicholas  Crowley,  Michael  F.  J.,  304  7th  av 

av  Culbert,  William  Ledlie,  54  E.  34th 

Cleveland,  Clement,  59  W.  38th  st  st 

Close,  Seth  D.,  636  E.  143d  st  Culler,  Frederick  W.,  35  W.  60th  st 

Coakley,  Cornelias  Godfrey,   49  W.  Culver,  Everett  Mallory,  36  W.  35th 

58th  st  st    . 

Coburn,  Edward  B.,  63  W.  56th  st        Cunningham,  Richard  H.,  201  W.  54th 
Coe,  Henry  C,  8  W.  76th  st  st 

Cobb,  George  Henry,  South  Orange,  Curran,  Stanley  Douglas,  65  W.  99th 

N.  J.  st 

Coffin,  Lewis  A.,  49  W.  50th  st  Curtis,  B.  Farquhar,  7  E.  41st  st 

Coggeshall,  Henry,  40  E.  58th  st  Curtis,  Charles  T.,  160  W.  106th  st 

Cohen,  Martin,  205  E.  115th  st  Curtis,  Edward,  33  W.  69th  st 

Cohn,  Felix,  717  Madison  av  Curtis,  H.  Holbrook,  118  Madison  av 

Cohn,  Isador,  104  E.  116th  st  Curtis,  John  G.,  327  W.  58th  st 

Cohn,  Louis,  1309  Madison  av  Cushman,  William  F.,  172  Ninth  av 

Cohn,  Salo,  1857  Madison  av  Cutler,  Colman  Ward,  52  W.  53d  st 

Colby,  G.  Walkington,  62  E.  34th  st     Cutler,  Condict  W.,  135  W.  76th  st 
Cole,  Carter  S.,  122  W.  73d  st  Dadirrian,  Markar  G.,  73  Lexington 

Cole,  Lewis  Gregory,  936  W.  End  av        av.,  bet.  25th  and  26th  sts 
Cole,  Palmer  C.,  247  W.  42d  st  Daley,  Robert  M.,  43  E.  27th  st 

Coleman,  Warren,  58  W.  55th  st  Dallas,  Alexander,  Bayonne,  N.  J. 

Coley,  Wm.  B.,  5  Park  av  Dana,  Charles  L.,  53  W.  53d  st 

Colles,  Christopher  J.,  15  E.  29th  st    Dana,  Samuel  Wood,  162  W.  94th  st 
Collins,  Chas.  Farnham,  50  W.  55th  st  Daniel,  Annie  S.,  327  E.  15th  st 
Collins,  Joseph,  32  W.  38th  st  Daniels,  Frank  Herbert,  103  W.  122d 

Collyer,  Herman  L.,  153  W.  77th  st  st 

Coman,  John  S.,  860  E.  165th  st  Dann,  Nicholas  Robert,  159  E.  37th  st 

Combes,  Frank  C,  165  E.  116th  st    Danne,  Frederic,  44  W.  50th  st 
Comegys,  Howard  Ogle,  170  E.  96th  Darlington.  Thomas,  Kingsbridge 
.    st  Davidson,  Voseph,  173  E.  82d  st 

Cone,  Henry  A.,  292  Central  Park,  Davin,  John  P.,  117  W.  76th  st 

West  Davis,  Albert  A.,  149  E.  63d  st 

Conner,  Lewis  A.,  53  E.  49th  st  Davis,  Asa  B.,  42  E.  35th  st 

Connor,  Henry  Rock,  240  W.  34th  st     Davis,  A.  Edward,  42  E.  41st  st 
Connors,  John  F.,  117  W.  83d  st  Davis,  E.  Webster,  153  W.  44th  st 

Conover,  William  S.,  240  W.  132d  st  Davis,  Fellowes,  Jr.,  58  W.  47th  st 
Constable,  Herbert  L.,  72  W.  48th  st  Davis,  Francis  William,  211  W.  12th 
Conterno,  George  W.,  137  McDougal      st 

st  Davis,  Willis  Oscar,  2405  Seventh  av 

Cook,  Finley  R.,  96  Park  av  Dawbarn,  Robert  H.  M.,  105  W.  74th 

Cook,  Stephen  Guernsey,  111  W.  12th      st 

st  Dayton,  Hughes  200  W.  57th  st 

Cooper,  Robert  Leigh,  318  W.  59th  stDeane,  William  C,  114  E.  60th  st 
Corning,  J.  Leonard,  53  W.  38th  st      De  Forest,  Henry  P.,  124  W.  47th  st 
Cosby,  John  B.,  351  W.  51st  st  De  Garmo,  William  B.,  616  Madison  av 

Costigan,  Gregory,  63  W.  68th  st  De  Garmo,  William  B.,  56  W.  36th  st 

Cotton,  Mary  H.,  320  Manhattan  av    Delacroix,  Arthur  Charles,  Manhattan 
Coughlin,  John  H.,  307  E.  Broadway      State  Hospital,  Ward's  Island 
Coumeight,  Jean,  1672  Broadway         Delafield,  Francis,  12  W.  32d  st 
Cowen,  William,  35  E.  60th  st  Delavan,  D.  Bryson,  1  E.  33d  st 

Cox,  Rowland,  Jr.,  547  Madison  av      Delphey,  Eden  V.,  400  W.  57th  st 
Cragin,  Edwin  B.,  10  W.  50th  st  Doming,   William    Champion,   West- 

Crandall,  Floyd  M.,  113  W.  95th  st        Chester,  N.  Y.  City 
Crary,  George  Waldo,  771  Madison  av  Dench,  Edward  B.,  17  W.  46th  st 
Creevey,  George  Mason,  64  W.  46th  stDenchfield,  L.  J.,  78  W.  94th  st 
Cremin,  Patrick  W.,  856  Lexington  Denhard,  Charles  E.,  90  Madison  st 

av  Denig,  Rudolf,  30  W.  59th  st 

Crispin,  Antonio  Maria,  214  E.  69th  Dennett,  William  Sawyer,  8  E.  49th 

st  st 
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Dennis,  Frederic  S.,  542  Madison  av   Edebohls,  George  M.,  59  W.  49th  st 
Dent,   Emmet   C,   Manhattan   State  Edgar  J.  Clifton,  50  E.  34th  st 

Hosp.,  West,  Ward's  Island  Edgerly,  J.  Winslow,  678  E.  136th  st 

Denton,  Myron  Preston,  33  E.  33d  st  Edgerton,  James  Ives,  36  W.  35th  st 
De  Plasse,  Louis,  27  and  29  E.  27th  Edlich,  Theodore  J.,  155  E.  45th  st 

st  Egan,  William  H.,  371  W.  32d  st 

Derby,  Richard  H.,  9  W.  35th  st  Ehrhart,  Paul,  351  W.  29th  st 

Dessar,  Leonard  A.,  154  W.  58th  st  Eichler,  Philip,  1810  Lexington  av 
Dessau,  S.  Henry,  144  W.  85th  st       Einhorn,  Max,  20  E.  63d  st 
De  Voursney,  Henry  P.,  284  W.  137thEisnig,  Eugene  H.,  18  E.  60th  st 

st  Elebash,  Clarence  S.,  118  E.  19th  st 

Dew,  J.  Harvie,  65  W.  68th  st  Eliot,  Ellsworth,  48  W.  36th  st 

Dexter,  John  Milton,  109  W.  87th  st  Elkin,  Alexander  B.,  748  Wendover  av 
Dejroard,  A.  Britton,  333  W.  51st  st  Elliot,  George  T.,  36  E.  35th  st 
Dieffenbach,  B.  G.  L.,  224  E.  48th  st  Elliott,  George  R.,  48  E.  26th  st 
Dillingham,  Frederick  H.,  76  W.  85th  Ellison,  C.  Buxton,  206  E.  116th  st 

st  Ellison,  Saram  B.,  118  W.  103d  st 

Dillon,  Joseph  A.,  967  Lexington  av  Elsberg,  Charles  Albert,  Madison  av 
Dixon,  George  A.,  15  W.  49th  st  and  63d  st 

Dixon,  George  Sloan,  123  E.  74th  st     Elwert,  Charles  P.,  116  W.  47th  st 
Dockstader,    Charles   H.,    483    Man-  Ely,  Albert  H.,  47  W.  56th  st 

hattan  av  Ely,  Leonard  W.,  451  West  End  av 

D'oench,  Frederick  E.,  49  E.  58th  st  Emans,   J.   Seymour,   78   Irving  pL, 
Dold,  Wm.  Elliott,  64  W.  56th  st  cor.  19th  st 

Donovan,  William,  125  E.  106th  st      Emerson,  J.  Baxter,  20  E.  30th  st' 
Dorman,  Franklin  A.,  57  W.  58th  st  Emerson,  J.  H.,  81  Madison  av 
Dorn,  John  H.,  39*  Washington  Sq.,  Emmet,  Bache,  18  E.  30th  st 

South  Emmet,  John  Duncan,  103  Madison  av 

Doming,  John,  111  W.  48th  st  Emmet,  Thos.  Addis,  103  Madison  av 

Doty,  George  E.,  216  W.  38th  st  Ennist,    Floyd    BonesteeJ,    248   W. 

Doubleday,  Jas.  Stewart,  Amityville,       105th  st 

Long  Island  Erdmann,  John  F.,  60  W.  52d  st 

Douglas,  John,  145  W.  81st  st  Erlwein,  Michael,  169  Morningside  av 

Douglas,  O.  B.,  Concord,  N.  H.  Ernhout,  Emory  Leslie,  2298  S.  Bonle- 

Douglass,  H.  Beaman,  40  E.  41st  st        vard  '  J  ^ 

Dounce  Jay  William,  8  W .  92d  st      Ernst   Peter  H    141  E    16th  gt 
Dow  Edmund  Le  Boy,  49  W.  57tii  st  Ettin£er   Henrv;  2150  Fifth  av 
Dowd,  Charles  N    135  W   73d  st        Evan*  jjvan  Mo^     38  w  4gth  gt 
Downes,  William  A    47 W .44th  st    Evans  G#  A    337  yf&  15th  gt 
Downey,  Martin,  119  E  26th  st  Evang   Samuel  M    n5  E    39th  rt 

Draper,  William  K.   121  E   36th  st    Evart^   Herman  c'rocker   Manhattan 
Drayton   Henry  8.,  70  Fif tt  av  state  H  Weflt   Ward,9  Igland 

Duane,  Alexander,  49  E.  30th  st  Eversfield,  Frank  J.,  226  W.  21st  st 

Dudley  A   Palmer,  678  Madison  av    Ewald  L/ A    48  E  'g7th  gt 
Duel,  Arthur  Baldwin,  254  Madison  Ewin£  Jam^  260  W.  57th  st 

«  av,_  ,    „  ,x       .  ,  101TIT   ,fl,.Emng,  W.  A.,  134  W.  58th  st 

Dunckel,  Walter  Adams,  131  W.  46thparr ^dgar  Horace,  321  W.  46th  st 

8t  Farrar,  J.  N.,  1271  Broadway 

Dunham,  Edward  K.,  338  E.  26th  st    Farrington,  J.  O.,  1991  Madison  av 
Dunham,  Theodore,  305  W.  76th  st      Farrington,  William  H.,  Astor  House 
Dunn,  Thomas  Joseph,  2735  Webster  Feinberg,  Israel  L.,  1716  Madison  av 

av  Feinberg,  S.,  148  E.  81st  st 

Dunseith,  John  Franklin,  354  W.  42d  Fendler,  Amelia  M.,  1896  Lexington  av 

st  Fenn,  Elisha,  357  W.  116th  st 

Durant,  Ghislani.     In  Europe  Ferguson,  Frank,  20  W.  38th  st 

Durham,  Albert,  10  W.  16th  st  Ferguson,  George  B.,  541  Mt.  Hope  pi 

Dwight,  Jonathan,  Jr.,  2  E.  34th  st    Ferguson,    James    Alexander,    Lind 
Dwyer,  John,  182  E.  111th  st  av.,  Highbridge 

Eastman,  Bobert  Watts,  140  W.  76th  Ferguson,  J.  Bruce,  123  E.  19th  st 

st  Ferguson,  Jeremiah  Sweetser,  330  W. 

Eaton,  Louise,  462  W.  145th  st  28th  st 

Echeverria,  Martin  J.,  141  W.  73d  st   Ferrer,  Jose  M,  441  Park  av 
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Ferris,  Albert  Warren,  114  W.  69th  stFriedman,  Maurice,  103  E.  20th  st 
Fielder,  Frank  S.,  2  W.  82d  st  Frischbier,  Charles  Paul,  Manhattan 

Fields,  William  J.,  250  W.  88th  st  State  Hosp.,  West,  Ward's  Island 

Finch,  Edward  B.,  9  W.  24th  st  Frissell,  Lewis  Fox,  113  E.  56th  st 

Fischer,  Charles  Sumner,  144  E.  38th  Froehlich,  David,  117  E.  80th  st 

st  Fuchs,  Frederick  Louis^  219  E.  86th  st 

Fischer,  Charles  S.,  Jr,  343  St.  Nichols Fud,  Joseph  E.,  101  E.  81st  st 

av  Fuller,  Eugene,  252  Lexington  av 

Fischer,  Hermann,  130  E.  76th  st        Fuller,  Robert  M.,  136  W.  42d  st 
Fischer,  Louis,  65  E.  90th  st  Furness,  W.  J.,  271  W.  134th  st 

Fischer,  Siegfried,  314  E.  15th  st      Galbraith,  Anna  M.,  15  W.  91st  st 
Fischlowitz,     Gustav     Grant,     1298  Gallant,  A.  Ernest,  60  W.  56th  st 

Madison  av  Gant,  Samuel  G.,  43  W.  52d  st 

Fisher,  Edward  D.,  19  W.  52d  st         Gardner,  Alfred  W.,  325  W.  89th  at 
Fishmann,  Arthur,  118  Bivington  st    Gardner,  Arthur  H.,  939  Madison  av 
Fisk,  Arthur  Lyman,  41  W.  50th  st     Gardner,  William  C,  121  W.  71st  st 
Fiske,  James  Porter,  1690  BroadwayGardner,  Wm.  8.,  114  W.  124th  st 
Fitch,  Allen,  38  W.  56th  st  Garrigue,  Evelyn,  172  W.  79th  st 

Fitch,  Charles  W.,  201  W.  117th  st        Geoghan,  William,  78  W.  82d  st 
Fitzgerald,  Fred  J.  C,  127  E.  24th  st  Gere,  James  Belden,  181  W.  87th  st 
Fitzhugh,  Patrick  ^nry,  36  W.  35th  Gerster,  Arpad  G.f  34  E.  75th  st 

st  Gibney,  Homer,  31  W.  36th  st 

Fleming,  Walter  M.,  Gilsey  House      Gibney,  Virgil  P.,  16  Park  av 
Flesch,  Berthold,  307  E.  87th  st  Gibson,  Chas.  Langdon,  48  W.  49th  st 

Floersheim,  Samuel,  253  E.  45th  st       Gibson,  Lewis  M.,  157  W.  81st  st 
Floy,  Frederic  H.,  325  W.  77th  st        Gignoux,  Harriet  A.,  72  W.  45th  st 
Fluhrer,  Willam  F.,  479  Fifth  av.,  Gilday,  Walter  C,  32  W.  36th  st 

cor.  41st  st  Giles,  J.  Edward.  107  E.  23d  st 

Foerster,  Francis,  926  Madison  av      Gilfillan,  W.  Whitehead,  24  W.  59th 
Foland,  John  P.,  511  Hudson  st  st 

Foote,  Edward  Milton,  136  W.  48th  st  Gillette,  Curtenius,  59  E.  65th  st 
Forbes,  Henry  Hall,  96  Park  av  Gillette,  Walter  B.,  24  W.  40th  st 

Ford,  Charles  M.,  523  W.  141st  st      Gilmour,  Andrew  James,  57  W.  58th  st 
Fordyce,  John  A.,  80  W.  40th  st  Ginrasi,  Frarcis,  138  Macdoupal  st 

Foster,  D.,  63  E.  56th  st  Gleitsmann,  Joseph  Wm.,  46  E.  25th 

Foster,  Matthias  Lanckton,  542  Fifth      st 

av.,  cor.  45th  st  Gluck,  Samuel.  1041  Madison  av 

Fowler,   Edmund   Prince,   391  West  Gnichtel,  A.  Lawrence,  257  W.  44th 

End  av.,  near  79th  st  st 

Fowler,  Edward  Payson,  38  W.  40th  Godson,  Georjre  H.,  301  W.  114th  st 

st  Goetchius  Harry  D.,  130  E.  54th  st 

Fowler,  George  R,  18  E.  58th  st       Goldan,  8.  Ormond,  18  W.  70th  st 
Fowler,  Samuel  W.,  116  W.  103d  st    Goldberger,  Martin,  714  E.  6th  st 
Fox,  Andrew  Jackson,  73  E.  54th  st    Goldenberg,  Herman,  63d  st  and  Mad. 
Fox,  George  Henry,  616  Madison  av        av 

Fraenkel,  Joseph,  46  E.  75th  st  Goldlust.  James,  153  E.  90th  st 

Francke,  P.  F.,  104  E.  60th  st  Goldmark,  Carl,  144  W.  127th  st 

Frank,  John,  221  E.  86th  st  Goldwater,  Abraham  L.,  84  W.  119th 

Frankel,  Edward,  217  E.  17th  st  st 

Frankenberg,  J.  H.,  56  E.  73d  st         Gonzales,   Thomas    Arthur,   231    E. 
Frauenthal,  Herman  C,  146  W.  72d      94th  st 

st  Goodall,    William    Ainslie,    565    E. 

Freeborn,  George  C,  215  W.  70th  st      158th  st 

Freedman,  Joseph  E.,  122d  st  Goode,  Ernest  W.,  330  W.  51st  st 

Freeman,  Alpheus,  975  Lexington  av     Goodman,  Abraham  Lincoln,  263  W. 
Freeman,  Rowland  G.,  205  W.  57th  st      113th  st 

Freiberger,  Leopold,  326  E.  65th  st      Goodman,  Charles,  243  E.  B'way 
Freid,  Moosha  B.,  668  E.  142d  st       Goodman,  Henry  L.,  1143  Lexington 
Fridenberg,  Percy  H.,  114  W.  126th     av 

Bt  Goodrich,  Malcolm,  412  West  End  av 

Friedman,  Gedide  A.,  86  Lenox  av        Goodwillie,  D.  H.,  5  W.  31st  st.,  Yonk- 
Friedman,  Louis,  208  W.  112th  st  ers,  N.  Y. 
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Gordon,  Bernard,  152  Henry  Harris,  James  Bv  2000  Lexington  av 

Gorman,  John  D.,  326  E.  67th  st  Harris,  Thomas  J.,  117  E.  40th  st 

Gorton,  Orren  A.,  Sherburne,  N.  T.    Harrison,  Calvin  L.,  346  Broadway 
Gottheil,  William  8.,  144  W.  48th  st    Harrison,  George  Tucker,  63  W.  51st 
Gottlieb,  J.  Adelphi,  30  W.  119th  st      st 
Gould,  David  Bartlett,  225  W.  15th  Hartwell,  John  A.,  50  E.  53d  st 

st  Haskin,  William  Henry,  42  E.  41st  st 

Graber,  Sidney  S.,  185  E.  71st  st        Haupt,  Louis,  232  E.  19th  st 
Grad,  Hermann,  115  E.  116th  st  Haviland,  Clarence  Floyd,  Manhattan 

Greaser,  Herman  R.  A.,  120  W.  11th  st     State  Hosp.,  Ward's  Island 
Grandin,  Egbert  H.,  116  W.  76th  st    Hawes,  Walker  A.,  787  Lexington  av 
Grant,  Gabriel,  22  E.  49th  st  Hawkes,  Forbes,  42  E.  26th  st 

Gray,  Rollin  B.,  202  W.  81st  St.,  Flush-Hayden,  James  R.,  107  W.  55th  st 

ing,  L.  I.  Hayes,  William  Van  Valzah,  10  E. 

Greeff,  J.  G.  William,  24  W.  91st  st        43d  st 
Greene,  Robert  Holmes,  47  W.  38th  Haynes,  Irving  S.,  1125  Madison  av 

st  Hazen,  Henry  Comstock,  66  W.  56th 

Griffin,  E.  Harrison,  112  W.  45th  st        st 

Griffin,  Henry  Arthur,  346  Broadway  Hazen,  Roland,  126  W.  58th  st 
Griswold,  Henry,  70  W.  48th  st  Healy,  Joseph  S.,  2886  Bailey  av, 

Gross,  Morris,  315  Second  av  Kingsbridge 

Grosvenor,     Frank     L.,     Manhattan  Heckmann,  Jacob,  31  E.  1st  st 

State  Hosp.,  Ward's  Island  Hedden,  Jesse  W.,  149  E.  21st  st 

Gruening,  Emil,  36  E.  57th  st  Heiman,  Henry,  56  W.  120th  st 

Guck,  Arago  J.,  401    Hancock    st.,  Heitzmann,  Louis,  110  W.  78th  st 

Brooklyn  Held,  Ruben  Johnson,  34  W.  96th  st 

Guiteras,  Ramon,  75  W.  55th  st  Hellensi*in,  Herman,  275  7th  st 

Gunning,  Josephus  Henry,  43  E.  58th  Henna,  J.  Julio,  8  W.  40th  st 

st  Henry,  John  P.,  329  W.  58th  st 

Guntzer,  J.  Henry,  77  E.  91st  st  Henry,  Nelson  H.,  48  W.  11th  st 

Guth,  William  C,  253  E.  71st  st  Henson,  Henry  B.,  320  W.  125th  st 

Gutman,  Jacob,  196*  Chrystis  st  Herman,  Henry,  937  Madison  av 

Guttman,  Frederick,  228  W.  132d  st  Herold,  Justin,  325  E.  87th  st 
Guttman,  John,  54  St.  Mark's  pi  Herrick,  Everett,  126  Madison  av 

Gwathmey,    James    Taylor,  124    E.  Herrick,  William  Post,  30  W.  54th  st 

16th  st  cor.  Irving  pi  Herter,  Christian  A.,  819  Madison  av 

Gwyer,  Fred  W.,  130  E.  38th  st  Herzf eld,  Alfred  A.,  224  W.  24th  st 

Haas,  Sidney  Valentine,  2493  Broad-Herzig,  Arthur  J.,  157  W.  121st  st 

way  Heuel,  Emil,  702  E.  138th  st 

Habersack,  Charles  Alex.,  840  Trin-  Heuel,  Frank,  117  W.  79th  st 

ity  av  Heywood,  George,  62  Madison  av 

Hadden,  Alexander,  155  E.  51st  st      Hibbs,  Russell  A.,  515  Madison  av 
Hale,  Henry  Ewing,  Jr.,  150  W.  59th  Higgins,  Joseph  J.,  46  W.  55th  st 

st  Hill  Edmund  Yard,  111  W.  71st  st 

Hall,  Robert  Wellington,  118  E.  29th  Hill,  Isadore  Leon,  712  Madison  av 
Hall,  William  H.,  129  E.  54th  st         Hillis,  Thomas  J.,  51  Charlton  st 
Hallock,  Luther  Reeve,  217  W.  127th  Hills,  Alfred  Kimball,  669  Fifth  av 

st  Hills,  Arthur  T.,  Hotel  Endicott,  101 

Hallock,  Silas  F.,  36  E.  65th  st  W.  81st  st 

Halsey,  Frank  Spencer,  108  W.  74th  Himowich,  Adolph  A.,  130  Henry  st 

st  Hirons,  Gardner,  131  W.  136th  st 

Halsey,  Robert  Hurtin,  118  W.  15thstHirsch,  William,  52  E.  64th  st 
Hamburg,  D.  J.,  157  W.  118th  st      Hitchcock,  Charles,  57  W.  36th  st 
Hamilton,  Allan  McLane,  44  E.  29th  Hitchcock,  Edwin  F.,  301  W.  139th  st 

st  Hitchcock,  Urban  G.,  51  W.  29th  st 

Hamlen,  George  Dempster,  8  W.  36th  Hoag,  David  E.,  207  W.  55th  st 

st  Hoag,  Ward  B.,  146  W.  87th  st 

Hammer,  Julius,  1527  Washington  av  Hobbs,  Angier  Bailey,  512  W.  151st 
Hardy,  Sara  Drowne  Belcher,  419  W.      st 

118th  st  Hoch,  John,  162  E.  64th  st 

Hare,  George  Ray,  60  W.  38th  st  Hochheimer,  Emanuel,  1311  Madison 

Harlow,  Ellwood,  13  E.  77th  st  av 
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Hoeber,  Emil  W.,  612  Lexington  av    Inglehart,  Asa  8.,  77  W.  55th  st 
Hoffmann,  Charles,  1219  Madison  av  Irish,  Robert  L.,  17  Livingston  pi 
Hoffmann,  Julius  L.  P.,  152  E.  81st  Irwin,  Frank  Newton,  10  W.  39th  st 

st  Irwin,  John  Arthur,  14  W.  29th  st 

Hoke,  Fennimore  C,  342  W.  45th  stlrwin,  S.  Nelson,  41  W.  51st  st 
Holden,  T.  N.,  294  E.  Broadway  Isaacs,  Archibald  E.,  240  E.  Broad- 

Holden,  Ward  A.,  43  W.  48th  st  way 

Holder,  Oscar  Howe,  66  Park  av  Ives,  Frederick  M.,  Ill  E.  19th  st 

Holgate,  Thomas  H.,  206  W.  14th  st  Jackson,  Charles  Ross,  220  W.  107th 
Hollis,  Austin  W.,  40  W.  71st  st  st 

Hollister,  Frank    Canfield,    264  W.  Jackson,  Charles  Warren,  130  W.  82d 

77th  st  st 

Holmes,  Geo.  W.,  222  W.  70th  st         Jackson,  Frank  W.,  68  W.  55th  st 
Holmes,  John  F.,  1043  Boston  Road    Jackson,  George  Thomas,  15  E.  29th 
Holt,  L.  Emmett,  14  W.  55th  st  st 

Honegger,  Oscar  P.,  171  E.  71st  st      Jackson,  John  Alexander,  47  W.  44th 
Hope,  George  B.,  133  W.  72d  st  st 

Hopkins,  Frank  Tucker,  200  W.  113th  Jackson,  Meyer,  180  E.  79th  st 

st  Jackson,  Moses  Jose,  125  E.  84th  st 

Hopkins,  J.  Swinburne,  52  W.  84th  st  Jackson,  Victor  Hugo,  240  Lenox  av 
Horn,  Frank  L.,  55  St.  Mark's  pi         Jacob,  Isidore  H.,  1185  Madison  av 
Horn,  John,  255  E.  Broadway  Jacobi,  Abraham,  19  E.  47th  st 

Hotchkiss,  Lucius  W.,  59  W.  48th  st  Jacobi,  Mary  Putnam,  19  E.*  47th  st 
Hough,  Perry  Bartlett,  123  E.  76th  st  Jacobsohn,  William,  120  W.  98th  st 
Houghton,  H.  Seymour,  301  W.  88th  Jacobson,  Sidney  Dattner,  61  E.  75th 

st  st 

Howell,  Hampton  P.,  65  W.  70th  st    Jacobus,    Arthur    Middleton,  "The 
Hubbard,  Ernest  V.,  148  W.  74th  st         Rutland,"  260  W.  57th  st 
Hubbard,    William    Norris,    53    W.  Jacoby,  George  W.,  44  W.  72d  st 

54th  st  Jacoby,  J.  Ralph,  44  W.  72d  st 

Hubbell,  Marvin  D.,  245  W.  135th  st  JJ&nf  <**>  ^f?8^ 02J£  ?.  45th  st 
Hubby,  Lester  Mead,  40  W.  84th  st    James,  Robert  C.,  58  W.  55th  st 
Huber,  Charles,  131  W.  80th  st  James,  Walter  B.,  1/  W  54th ^st 

Huber,  Francis,  209  E.  17th  st  Janeway,  Edward  G.,  36  W.  40th  st 

Huber,  John  Bessner,  44  K  64th  st    Janvrin,  Joseph  E.,  191  Madison  av 
Huber,  Joseph,  113  E.  Broadway       Jarecky,  Herman,  115  W.  121st  st 
Huddleston,  John  H.,  126  W.  85th  st  Jarman,  George  Wallace,  54  W.  76th 
Hudson,  Walter  G.,  73  W.  131st  st      _  8t  _  t     .,    n    x 
Huhner,  Max,  64  E.  58th  st  Jav>  Jobn  c>  Century  Club 

Hull,   Joseph    J.,    "The    Albany,"  Jeffrey,  Alexander  McL.,  133  E.  39th 

Broadway  and  51st  st  T  J*        „    .  ,    nA  m  Mii     a 

Hume,  Frederick  T.,  107  W.  75th  st    Jelbffe,  Smith,  64  W.  56th  st 
Hume,  William  A.,  107  W.  75th  st    Jennings,  Walter  Barry,  144  Lexing- 
Hunt,    Edward    Livingston,    62    W.      tonav 

50th  st  Jewett,  Charles  Taylor,  162  W.  22d  st 

Hunt,  Charles  Frederick,  537  W.  149th  Johnson,  Alexander  B.,  12  E.  58th  st 

st  Johnson,  Henrietta  Pauline,  206  E. 

Hunt,  James  Ramsey,  102  E.  57th  st      15th  st 

Hunter,  Dwight  W.,  80  W.  40th  st  Johnson,  John  D.,  130  W.  104th  st 
Hunter,  George  T.,  11  E.  44th  st  Johnson,  Philip  Van  K,  65  W.  45th  st 

Huntington,  Abel,  346  Broadway         Johnson,  Theodore  Milton,  67  Irving  pi 
Hurd,  Edward  F.,  Anthony  av  and  Johnson,  W.  H.,  103  W.  29th  st 

176th  st  Johnston,  James  C,  64  E.  56th  st 

Hurd,  Lee  Maidment,  15  E.  48th  st      Jones,  Catesby,  18  W.  35th  st 
Huson,  Martha  B.,  237  E.  86th  st      Jones,  Charles  N.  Dixon,  984  Trinity 
Hustace,  Francis,  413  Madison  av  av 

Hutchinson,  Anna    Earl,  Manhattan  Jones,  Israel  C,  Med.  Supt.  Home 

State  Hosp.,  West,  Ward's  Island        for  Incurables,  Fordham 
Hyams,  Enno,  50  W.  114th  st  Jones,  Lucy  C,  212  E.  53d  st 

Hyde,  Frederick  E.,  20  W.  53d  st      Jones  S.  Beach,  12  E.  33d  st 
Hymanson,  A.,  232  Henry  st  Jordan,  C.  H.  Richard,  47  W.  44th  st 

Hloway,  Henry,  1113  Madison  av       Judd,  Aspinwall,  137  W.  69th  st 
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Judson,  Adoniram  B.,  1  Madison  av 
Kahn,  Ulyssis,  55{h  fit.  and  7th  av 
Kakels,  Moses  8.,  71  £.  66th  st 
Kalish,  Richard,  36  W.  47th  st 
Kammerer,  Fred,  51  E.  66th  st 
Kane,  Arthur  M.,  349  W.  34th  st 
Kantor,  William  L.,  746  E.  142d  st 


Klotz,  Hermann  G.,  42  E.  22d  st 
Klotz,  Walter  C,  126  W.  45th  st 
Knapp,  Arnold,  26  W.  40th  st 
Knapp,  Herman,  26  W.  40th  st 
Knapp,  John  B.,  35  W.  75th  st 
Knapp,  John  Rudolph,  Ward's  Island 
Knapp,  Mark  Israel,  136  E.  78th  st 


Kantrovitz,  Adolph,  1785  Madison  av  Kneer,  Ferdinand  G.,  236  W.  51st  st 
Karibe,  Ruel  B.,  246  W.  137th  st  Knickerbocker,  George  8.,  145  W. 
Katz,  Moses,  308  E.  14th  st  128th  st 

Katzenbach,  W.  H.,  17  W.  45th  st      Knight,  Charles  H.,  147  W.  57th  st 
Katzenberg,  Meyer,  1315  Madison  av  Knight,  E.  Helen,  "The  Montana," 
Katzenmayer,  Guido,  625  Lexington      35  Mt.  Morris  av.  cor.  124th  st 

av  Knipe,  George,  353  W.  24th  st 

Kaufman,  J.,  52  E.  58th  st  Knopf,  8.  A.,  16  W.  95th  st 

KeayB,  Frederick  Love,  200  W.  57th  Koempel,  R.  A.,  251  E.  86th  st,  bet. 

st  2d  and  3d  avs 

Keller,  Frederick  C,  411  W.  43d  st      Koester,  Henry  F.,  1159  Park  av 
Kellogg,  Alexander  A.,  158  W.  53d  st  Kohn,  Albert,  122  E.  58th  st 
Kellogg,  Edward  L.,  104  W.  58th  st     Kohn,  Sophie  Kupfer,  132  Manhat- 
Kelogg,  Edward  L.,  104  W.  58th  st  tan  av 

Kellogg,  Theodore  H.,  cor.  Riverdale  Koles,  Henry  M.,  114  W.  116th  st 

Lane  and  Albany  Post  road,  River-  Koller,  Carl,  681  Madison  av 

dale,  N.  T.  City  Kompert,  Gustav,  321  E.  14th  st 

Kelly,  Thomas,  357  W.  57th  st  Kopetzky,   Samuel    Joseph,   290  W. 

Kelsey,  Charles  B.,  18  E.  29th  st  137th  st 

Kemp,  Robert  Coleman,  107  E.  57th  Koplik,  Henry,  692  Madison  av 

st  Kosmak,  Geo.  W.,  23  E.  93d  st 

Kempner,  Soloman  Horace,  168  W.  Kraft,  Frederic  De,  249  W.  54th  st 


130th  st 


Kremer,  Carl  F.,  112  E.  57th  st 


Kenefick,   Joseph    Aloysius,    29  W.  Kreuger,  Henry,  62  W.  97th  st 


36th  st 
Kennedy,  John  M.,  250  W.  99th  st 
Kennedy,  John  T.,  107  E.  29th  st 
Kenyon,  James  H.,  47  W.  44th  st 
Kenyon,  Thomas  A.,  312  Manhattan  Kuntz,  John  E.,  314  E.  18th  st 

av.,  N.  E.  cor.  113th  st  Kunitzer,  Robert,  188  Lenox  av 

Kerley,  Charles  Gilmore,  113  W.  83d  Kunz,  George  W.,  174  E.  64th  st 


Krollpeiffer,  Henry,  113  W.  118th  st 
Krug,  Florian,  13  E.  41st  st 
Kubin,  Wilhelm  K.,  112  W.  120th  st 
Kudlich,  Herman  F.,  153  W.  21st  st 


Kunz,  Hugo,  51  W.  113th  st 
Kunz,  Louis,  48  W.  119th  st 
Ladinski,  Louis  J.,  1289  Madison  av 
La  F£tra,  Linnaeus  Bedford,  58  W. 

58th  st 
Laighton,  Florence  Marion,  8  W.  91st 

st 


st 
Kerrison,  Philip  B.,  58  W.  56th  st 
Kershner,  Edward,  1  E.  39th  st 
Kessler,  Adolph,  2  E.  78th  st 
Kessler,  Eugene  G.,  315  E.  87th  st 
Keune,  Theodore,  70  W.  120th  st 
Keyes,  Edward  L.,  109  E.  34th  st 
Khodoff,  Jacob  8.,  1421  Madison  av  Lambert,  Alexander,  125  E.  36th  st 
Kilham,  Eleanor  B.,  121  E.  35th  st      Lambert,  Charles  E.t  135  W.  104th  st 
Kiliani,  Otto  G.  T.,  116  E.  57th  st    Lambert,  Edward  W.,  126  E.  39th  st 
Kilmer,  Theron  Wendell,  165  W.  85th  Lambert,  Walter  Eyre,  8  W.  35th  st 

st  LandeBmann,  M.,  309  E.  4th  st 

Kilroe,  Edward  P.,  472  West  End  av  Landsman,  Samuel  M.,  220  E.  19th 
Kimball,  Reuel  B.,  15  E.  41st  st  st 

Kinch,  Charles  A.,  273  W.  70th  st      Langmann,  Gustav,  121  W.  57th  st 
Kindred,  J.  Joseph,  64  W.  56th  st        Langstroth,  Francis  Ward,  Jr.,  211 
King,  David  F.,  651  Lexington  av  W.  101st  st 

King,  Thomas  Armstrong,  139  Lex-  Lapowski,  Boleslaw,  28  W.  59th  st 

ington  av  Latham,  James  R.,  203  W.  11th  st 

Kingsbury,  Jerome,  349  W.  34th  st      Law,  Frederick  M.,  141  W.  122d  st 


Kinney,  Charles  W.,  151  W.  93d  st 
Kinnicut,  Francis  P.,  39  E.  35th  st 
Kip,  Isaac  L.,  448  5th  av 
Kleeberg,  Phelix,  111  E.  73d  st 


Law,  James,  15  E.  127th  st 
Lawrence,  George  Alfred,  784  Park 

av 
Leale,  Charles  A.,  604  Madison  av 
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Le  Boutillier,  William  G.,  45  W.  50th  Ludbrook,  W.  Wallis,  2  E.  131at  st 

st  Ludden,  James  M.,  233  W.  120th  at 

Lederman,  E.  D.,  38  E.  60th  st  Lumbard,    Joseph    Edward,  Graham 

Lederman,  M.  D.,  58  E.  75th  st  Court,  Seventh  av.  and  116th  st 

Lee,  Burton  James,  128  E.  73d  st  Lusk,  Thurston  G.,  121  E.  40th  st 
Lee,  Edward  Wallace,  Madison  av  andLustgarten,  Sigmund,  656  Madison 

58th  st  av 

Lee,  Elmer,  127  W.  58th  st  Luther,  Frederick  M.,  1142  Madison  av 

Lee,  George  Boiling,  150  W.  47th  st      Lyle,  William  G.,  60  W.  58th  st 
Lee,  Henry  Thomas,  64  W.  46th  st        Lyman,  James  W.,  483  W.  145th  st 
Le  Fevre,  Egbert,  52  W.  56th  st  Lynch,  Charles  J.,  216  E.  13th  st 

Lefferts,  George  M.,  212  Madison  av  Lynch,  John  B.,  148  W.  22d  st 
Lefkovics,  Bartholomew,  301  E.  10th  Lynch,  P.  J.,  216  E.  13th  st 

st  Lynde,  George  8.,  326  W.  45th  st 

Lehane,  Timothy  D.,  1368  Lexington  Lyon,  Jonathan  F.,  231  E.  116th  st 

av  Jjyons,  D.  Stanley,  223  E.  30th  st 

Lellmann,  Carl  H.,  73  E.  66th  st         McAuliffe,  Denis  A.,  310  E.  57th  st 
Lennon,  John,  247  E.  86th  st  McAuliffe,  George  B.,  57  E.  65th  st 

Leo,  S.  Newton,  103  W.  55th  st  McBarron,  John  D.,  872  West  End  av 

Leon,  Alexis  Marcy,  79  E.  56th  st        McBurney,  Charles,  28  W.  37th  st 
Leonard,  Z.  L.,  19  W.  120th  st  McCabe,  Thomas,  335  2d  av 

Lesser,  A.  Mona,  19  E.  61st  st  McCallum,  Samuel,  73  W.  127th  st 

Lesser,  Lozart  Monae,  127  W.  90th  st  McCastline,  Robert,  108  E.  81st  st 
Leszynsky,  William  M.,  56  E.  58th  st  McCosh,  Andrew  J.,  16  E.  54th  st 
Levene,  Phcedus  A.,  129  W.  136th  st  McCourt,  Peter  J.,  233  W.  23d  st 
Leverty,  Alexander  S.,  117  E.  114th  McCracken,  William,  305  E.  18th  st 

st  McCreery,  Forbes  R.,  123  E.  40th  st 

Leviseur,  Frederick  J.,  741  Madison  McCroskery,  John,  371  Manhattan  av 

av  McCullagh,  Samuel,  68  W.  38th  st 

Levitt,  Marcus  Jacob,  183  116th  st      McDonald,  Dennis  J.,  137  E.  43d  st 

st  MeFarland,  Warren  C,  360  W.  51st  st 

Levy,  David  H.,  134  W.  104th  st        McGinnis,  E.  L.  H.,  202  W.  86th  st 
Lewi,  Emily,  35  Mt.  Morris  av  McGowan,  J.  P.,  20  E.  29th  st 

Lewi,  Maurice  J.,  1133  Broadway         McGrath,  John  J.,  841  Lexington  av 
Lewinthal,  David  Clarence,  220  E.  12thMcTnerny,  J.  H.,  136  Manhattan  av 

st  McKay,  William,  311  W.  23d  st 

Lewis,  Charles  Henry,  51  W.  58th  st  McKenley,  William  H.,  245  W.  30th 
Lewis,  Daniel,  252  Madison  av  st 

Lewis,  Frank  N.,  35  W.  36th  st  McKernon,  James  F.,  62  W.  52d  st 

Lewis,  Robert,  Jr.,  48  W.  40th  st      McKim,  W.  Duncan,  50  E.  53d  st 
Lewis,  William  Jerauld,  110  St.  Nich-McLaury,  Frank  Harold,  244  W.  42d 

olas  av  st 

Libman,  Emanuel,  180  E.  64th  st       McLean,  Malcolm,  29  E.  126th  st 
Liddle,  Herbert  James,  63  W.  37th  st  McMahon,  J.  B.,  325  Lexington  av 
Liell,  Edward  N.,  Jacksonville,  Fla.    McMahon,  John  J.,  39  W.  61st  st 
Lilienthal,  Howard,  766  Madison  av  McMannis,  William  T.,  320  W.  45th 
Lines,  Ernest  H.,  346  Broadway  st 

Lively,  William  M.,  216  W.  28th  st    McMaster,  N.  G.,  665  Lexington  av 
Livingston,  E.  P.,  189  Convent  av      McMurdy,  William  S.,  253  W.  70th  st 
Lloyd,  Samuel,  12  W.  50th  st  McMurtry,  Charles  Wood,  812  Fifth 

Lobenstine,  Ralph  W.,  447  W.  59th  st      av 

Locke,  Anna  Willard,  109  W.  82d  st  McNeil,  Ernest,  511  W.  111th  st 
Lockwood,  George  Roe,  18  E.  52d  st  McNulty,  John  J.,  364  W.  35th  st 
Long,  Eli,  Jr.,  143  W.  87th  st  McNutt,  Julia  G.,  265  Lexington  av 

Loomis,  H.  P.,  58  E.  34th  st  McNutt,  Sarah  J.,  265  Lexington  av 

Lorenze,  Edward  J.,  1658  Lexington  McSweeny,  Daniel  E.,  129  E.  29th  st 

av  McWilliams,  Clarence  A.,  50  E.  53d 

Lotz,  George  Carl,  311  E.  10th  st  st 

Loughran,  Robert  L.,  824  Lexington  McWilliams,  William  Henry,  16  W. 

av  96th  st 

Lovell,  Frederick  S.,  129  E.  40th  st    Maass,  Fritz,  691  Lexington  av 
Luckett,  William  H.,  112  W.  119th  st  Mabbott,  J.  Milton,  19  Fifth  av 
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Macadam,  Henry  Graham,  233  W.  77th  Matthews,  George  H.,  1992  Lexing- 

st  ton  av 

Macalpine,     Kenneth     Keith,      2131Mattoli,  Agostino,  300  £.  107th  st 

Broadway  Mauch,  Joseph  B.,  238  W.  38th  st 

Macauley,  Henri  de  Bournonville,  24  Maurer,  George  E.,  158  E.  61st  st 

Oliver  st  May,  Calvin  S.,  57th  st  and  Seventh 

MacClyraont,    DeWitt    Clinton,  L.  I.     av 

State  Hospital,  King's  Park  May,  Charles  H.,  698  Madison  av 

MacdonaJd,  A.  E.,  Med.  Supt.  Man-  Mayer,  Abraham,  40  E.  60th  st 

hattan  State  Hosp.,  East,  Ward's  Mayer,  Albert  D.,  1181  Madison  av 

Island  Mayer,  Emil,  25  E.  77th  st 

Macdonald,  Belle  J.,  324  W.  51st  st  Mavnard,  A.  W.,  308  W.  45th  st 
Macdonald,  Carlos  F.,  29  E.  44th  st  Maynard,  W.  H.,  207  W.  55th  st 
Macgregor,   Robert   Stuart,   338    W.  Maecham,  Leslie  J.,  616  Madison  av 

46th  st  Meant,  Frank  Sherman,  400  W.  End  av 

Machale,  Ferdinand  S.,  317  E.  87th  st  Medina,  Jose  L.,  109  W.  77th  st 
Macintyre,  Burnett  C,  146  W.  12th  Meding,  Charles  B.,  157  W.  123d  st 

st  Meehan,  James  T.,  234  E.  74th  st 

MacKee,  George  Miller,  119  W.  21st  Meeker,    Hermon    Ellsworth,  153  W. 

st  64th  st 

Mackie,  D.  H.,  351  W.  56th  st  Meierhof,  E.  L.,  1140  Madison  av 

Mac  Nider,  James  Wright,  71  W.  55thMeirowitz,  Philip,  620  W.  115th  st 

st  Meltzer,  Samuel  J.,  107  W.  122d  st 

Macphatter,  Neil,  12  W.  40th  st  Meltzer,  Victor,  177  W.  126th 

Mac  Phee,  John  Joseph,  124  W.  77thMendelson,  Walter,  159  W.  74th  st 

st  Merchant,  Francis  D.,  124  W.  47th  st 

MacPherson,  Duncan,  317  W.  119th  st  Merrill,  Estelle  C,  542  Fifth  av 
Macy,  Wm.  Austin,  Med.  Supt.  Wil-  Mesereau,  William  J.,  152  E.  34th  st 

lard  State  Hosp.,  Willard,  N.  Y.    Messemer,  Edward  J.,  144  Second  av 
Maddox,  Albert  Sidney,  Madison  av  Meyer,  Alfred  Edward,  146  W.  95th  st 

and  56th  st  "The  Essex."  Meyer,  Leo  B.,  60  W.  129th  st 

Magie,  David,  7  W.  43d  st  Meyer,  Willy,  700  Madison  av 

Magness,  Frank  Hosmer,  Manhattan  Meyers,  Geo.,  47  E.  61st  st 

State  Hosp.,  Central  Islip,  L.  I.      Mial,  Leonidas  L.,  139  W.  12th  st 
Maher,  J.  J.  E.,  221  W.  23d  st  Michaelis,  Alfred,  173  E.  95th  st 

Maier,  Otto,  212  E.  18th  st  Michaelis,  Ludwig  M.,  1090  Lexing- 

Maisch,  Charles  O.,  125  E.  24th  st  ton  av 

Malcolm,  Percy  Edwin  Dunlop,  118  Michailovsky,  Michael,  208  W.  129th  st 

Madison  av  Milbank,  Robert,  154  W.  48th  st 

Mallett,  E.  Pierre,  "The  Dorilton,"  Mildenberg,  Victor,  1469  Lexington 

Broadway  and  71st  st  av 

Mallett,  George  H.,  144  W.  71st  st    Milleg,  Augustus,  208  E.  58th  st 
Mandlebaum,  F.  S.,  1300  Madison  av  Miller,  Elmer  A.,  1187  Madison  av 
Manges,  Morris,  941  Madison  av         Miller,  Edward,  231  E.  60th  st 
Manley,  Thomas  H.,  115  W.  49th  st    Miller,  Frank  E.,  22  W.  31st  st 
Mannheimer,  George,   1001  Madison  Miller,  George  I.,  247  E.  Broadway 

av  Miller,  George  N.,  811  Madison  av 

Manson,  Charles  Albert,  2  W.  94th  st  Miller,  J.  Preston,  500  W.  149th  st 
Markiewicz,  Marcus,  1539  Madison  av  Miller,  James  Alex.,  18  W.  51st  st 
Markoe,  Francis  H.,  15  E.  49th  st      Mills,  Jackson  M.,  66  E.  58th  st 
Marple,  Wilbur  B.,  46  W.  53d  st  Millspaugh,  Louis  C,  117  W.  81st  st 

Marshall,    David    Trumbull,   33   W.  Minden,  Simeon  B.,  230  E.  69th  st 

12th  st  Minor,  John  C,  65  W.  73d  st 

Martin,  J.,  437  W.  47th  st  Minor,  S.  Carrington,  850  E.  165th  st 

Martin,  T.  Dwight,  528  E.  161st  st    Mislig,  Michael,  330  E.  72d  st 
Martus,  Siegfried,  32  W.  114th  st      Mitchell-Kydd,  Mary,   cor.   Sip  and 
Marvin,  David  M.,  12  W.  130th  st  Tonnele  avs.,  J.  C.  Hts. 

Marx,  S.,  947  Madison  av  Mitchell,  Robert,  150  W.  104  st 

Mason,  William  B.,  62  W.  52d  st      Mittelstaedt,  Charles  B.,  504  W.  51st 
Massacer,  Frederick  Herbert,  106  E.     st 

116th  st  Mittendorf,  William  F.,  140  Madison 

Matthews,  Frank  S.,  62  W.  50th  st  av 
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Mittendorf,     William     Keith,     140  Murtland,  Samuel,  14  W.  47th  st. 

Madison  av  Myers,  Howard  G.,  175  W.  73d  at 

Moak,  Charles  H.,  201  W.  121st  st      Myers,  Lotta  Wright,  180  W.  74th  st 
Moeller,  Henry,  341  W.  57th  st  Myers,  Thad.  Halsted,  54  W.  50th  st 

MoneU,  S.  H.,  47  W.  27th  st  Myles,  Robert  C,  46  W.  38th  st 

Montgomery,  Andrew  H.,  29  W.  107thNagle,  J.  Darwin,  61  W.  35th  st 

st  Nagle,  John  T.,  163  W.  126th  st 

Mooney,  Charles  James,  44  E.  63d  st  Nammack,  Charles  E.,  42  E.  29th  st 
Mooney,  Henry  W.,  73  W.  50th  st      Nash,  George  W.,  Kingsbridge 
Moore,  James  Basil,  151  E.  39th  st      Nash,  Miles  Henry,  217  W.  43d  st 
Moore,  John  Frederick,  156  W.  94th  Neal,  Thomas  A.,  22  W.  43d  st 

st  Needham,  George    Gordon,   218    E. 

Moore,  William,  320  Broadway  19th  st 

Moorhead,  John  J.t  101  Manhattan  Neff,  Lewis  Knode,  1213  Park  av 

av  Nef  tel,  William  B.,  16  E.  48th  at 

Moorhead,'  Joseph,  310  Second  av        Noa>  James,  74  W.  131st  st 
Moran,  James,  345  W.  58th  st  Nelson,  Wolfred,  Astor  House 

Morje,  Benjamin,  1291  Madison  av      Neres,  Frederick  E.,  40  W.  47th"st, 
Morrill,  J.  Lee,  67  E.  79th  st  Nesbitt,  John  H.,  208  W.  45th  st 

Morris,  George  F.,  161  W.  87th  st      Neufield,  Albert  W.,  113  E.  116th  st 
Morris,  Lewis,  219  W.  22d  st  Neuhaus,  George  Emile,  158  W.  95th 

Morris,  Robert  S.,  152  E.  71st  st  8t 

Morris,  Robert  T.,  616  Madison  av        Neuhof ,  Selian,  235  E.  86th  st 
Morrissey,  John  J.,  50  E.  126th  st      Neumann,  Louis,  459  W.  24th  st 
Morrill,  Benjamin  R.,  207  2d  av  Newcomb,  Albert  S.,  206  W.  71st, st 

Morrow,  Prince  A.,  66  W.  40th  st      Newcomb,  James  E.,  118  W.  69th  at 
Mortimer,  William  Golden,  131  W.  81st  Nichols,  James  Allen,  55  W.  75th  at 

st  .  Nicolai,  Curt.  E.  H.,  81  W.  119th  at 

Morton,  Bowditch)  56th  st  ana*  7th  avNicoll,  Henry  D.,  51  ^3.  57th  st 
Morton,  William  James,  19  E.  28th  st  Nicoll,  Matthias,  Jr.,  124  E.  60th  st 
Moschcowitz,  Alexis  V.,  925  Madison  Nilsen,  J.  R.,  18  W.  90th  st 

av  Nisbet,  J.  Douglas,  10  E.  43d  st 

Moseley,  Henry  Perkins,  616  MadisonNoble,  John  G.,  304  W.  77th  st 

av  Nordemann,  Felix,  210  E.  60th  st 

Moseley,     William     B.,     Manhattan  Nome,  V.  H.,  21  W.  37th  st 

State  Hosp.,  West,  Ward's  Island  Norris,  Henry  8.,  10  W.  49th  st 
Moser,  George  J.,  283  E.  10th  st  North,  James  H.,  Jr.,  346  Broadway 

Moses,  Mortimer  A.,  699  Madison  av  Nprthrup,  Wm.  P.,  57  E.  79th  st 
Mowry,  Eugene  C,  355  W.  42d  st      Norton,  Nathaniel  Read,  107  E.  70th 
Muellenbach,  Robert  P.,  232  E.  10th      st 

st       i  Noyes,  William  Bradbury,  28  W.  61st 

MulhoUand,  Joseph  A.,  2582  Merrian     st 

av  Nye,  Frances  Asenath,  1938  Lexing- 

Muller,  Alfons,  334  E.  84th  st  ton  av 

Muller,  Emil  Alfred,  345  Pleasant  av  Oastler,  Frank  R.,  126  W.  59th  st 
Muller,  Henry  W.,  427  E.  85th  st    Oberle,  John  H.,  1759  Bathgate  av 
Muller,  Richard  W.,  147  E.  18th  st      O'Brien,  John  M.,  308  W.  34th  st 
Mund,  Adolph,  308  E.  62d  st  O'Brien,  M.  C,  161  W.  122d  st 

Mund,  Carl,  962  Lexington  av  O'ConueU,  Joseph  H.,  116  Waverly  pi 

Munday,  Bert,  465  Lexington  av  O'Connell,  Richard  Joseph,  354  E.  79th 

Mundorff,  George  Theodore,  304  Sec-      st 

ond  av  O'Connor,  John  H.,  22  E.  31st  st. 

Munn,  John  P.,  18  W.  58th  st  Ogilvy,  Charles,  125  W.  58th  st 

Munroe,  George  E.,  43  E.  33d  st  O^Neill,  C.  H.  F.,  161  W.  97th  st 

Munson,  Alban  Elliott,  Davidson  avOpdyke,  Ralph,  137  W.  69th  st 

and  184th  st  Oppenheimer,  Seymour,  45  E.  60th  st 

Murphy,  Deas,  550  Park  av  Osborne,  Lawrence  J.,  246  W.  43d  st 

Murray,  Charles  Basil,  307  E.  79th  st  Osgood,  Alfred  Townsend,  14  E.  5&th 
Murray,  Francis  J.,  28  W.  61st  st  st 

Murray,  Frank  W.,  32  W.  39th  st        Otis,  William  K.,  5  W.  50th  st 
Murray,  Grace  Peckham,  10  E.  60th  stOuterbridge,  Paul  E.,  27  W.  74th  st 
Murray,  Robert  A.,  112  W.  80th  st      Owen,  Henry  E.,  40  W.  56th  st 
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Owsley,  Henry  P.,  259  Amity,  Flush 

ing,  L.  I. 
Oyler,  W.  H.,  216  W.  124th  st 
Packard,  Charles  W.,  447  Park  av 
Packer,  Flavius,  Bellevue  Hosp. 
Page,  Kingman  B.,  24  W.  120th  st      __„.__ 
Painter,  Henry  McM.,  62  W.  55th  st  Prevent,    Charles 
Palmer,  Edmund  Janes,  103  W.  86th      Madison  av 

st  Price,  John  Adolph,  117  Second  av 

Palmer,  John  Osborne,  616  Madison  avPritchard,   Wm.   Broaddus,   105   W. 
Park,  Wm.  Hallock,  315  W.  76th  st        73d  st 
Parker,  Frank  J.,  49  W.  50th  st  Pulley,  W.  J, 


Potter,  La  Forest,  311  Madison  av 
Potter,    Nathaniel    Bowditcb,  9  W. 

35th  st 
Powell,  Seneca  D.,  12  W.  40th  st 
Power,  James  Francis,  230  W.  34th  st 
Prellwitz,  Otto  Kmil,  304  E.  23d  st 
A.    Wilson,    111 


Parker,  George  M.,  64  W.  46th  st 
Parodi,  Teofilo,  127  E.  60th  st 
Parry,  Angenette,  249  E.  32d  st 
Parsons,  Ralph  L.,  16  E.  43d  st 
Parsons,  Ralph  W.,  16  E.  43d  st 
Partridge,  Edward  L.,  19  Fifth  av 
Pascal,  Henry  S.,  254  W.  52d  st 
Patterson,  F.  N.,  51  W.  50th  st 


945  Madison  av 
Purdy,  Alfred  E.  M.,  304  Madison  av 
Purdy,  Harry  Lavinton,  116  E.  74th 

st 
Purdy,  Harry  R.,-149  Lexington  av 
Putnam,  Charles  R.  L.,  121  E.  38th  st 
Putzel,  Leopold,  13  E.  57th  st 
Quackenbos,  Henry  F.,  159  W.  88th 

st 


Patterson,  Henry  Stuart,  51  W.  58thQuimby,  Charles  E.,  44  W.  36th  st 

st  Quinlan,  Francis  J.,  33  W.  38th  st 

Payn,  Abbott  Smith,  545  W.  148th  st  Quintard,  Edward,  145  W.  58th  st 
Payne,  Senders  McAllister,  542  Fifth  Rabenstein,  Hans,  317  E.  6th  st 

av  Rabinowitsch,  Hirsch,  111  E.  2d  st 

Peck,  Charles  Howard,  30  W.  50th  st  Rae,  John  Broadfoot.  616  Madison  av 
Peck,  Edward  Sprague,  53  W.  50th  st  Raf  el,  Henry,  106  W.  87th  st  - 
Pedersen,  James,  20  E.  46th  st  Ramsdell,  E.  Benjamin,  76  Condon  av 

Peet,  Edward  W.,  348  Central  Park,  Bandel,  William  A.,  827  E.  138th  st 

West  Ranney,  Ambrose  L.,  345  Madison  av 

Peirce,  Henry  T.,  272  Lenox  av  Ransom,  Charles  C.,  66  W.  49th  st 

Perkins,  Edward  W.,  224  W.  131st  st  Rapp,  Samuel,  134  E.  79th  st 
Perry,  Ellis  Banning,  102  W.  48th  st  Ratner,  Leo,  1536  Madison  av 
Perry,  John  Gardner,  48  E.  34th  st    Rau,  Leonard  S.,  161  W.  74th  st 
Peterson,  Edward  Wadsworth,  63  W.Rautenberg,   Godfrey   W.,    Stapleton, 

52d  st  Burrough  Richmond 

Peterson,  Frederick,  4  W.  50th  st      Reese,  Robert  Grigg,  58  E.  25th  at 
Peterson,  J.  Smith,  112  E.  85th  st      Beid,  Adrian  Y.L  104  Lexington  av 


Pettit,  Louis  Clark,  Ward's  Island 
Pfeiffer,  Alfred  G.,  230  E.  53d  st 
Pfeiffer,  Joseph,  130  E.  62d  st 
Phelan,  Daniel  J.,  123  W.  94th  st 
Phelps,  Frank  V.,  171  Lexington  av 
Philips,  Carlin,  39  W.  27th  st 
Phillips,    Charles    Ernestus,    45  W, 

119th  st 
Phillips,  Wendell  C,  40  W.  47th  st 
Piffard,  Henry  G.,  256  W.  57th  st 
Pisani,  Antonio,  38  New  Bowery 


Reid,  John  J.,  853  Lexington  av 
Beiley,  I.  H.,  459  W.  22d  st 
Reinthaler,  Jonas  E.,  80  E.  81st  st 
Reis,  Herman  Louis,  223  E.  17th  st 
Renn,  Pius,  176  E.  95th  st 
Requa,  Mary  Augusta,  55  W.  52d  at 
Reynolds,   Walter    Seymour,  54  W. 

94th  st 
Rhein,  Meyer  L.,  38  E.  61st  st 
Rice,  Clarence  C,  123  E.  19th  st 
Richard,  Montrose  K,  116th  st 


Pisek,  Godfrey  Roger,  250  E.  72d  st  Richardson,  Alfonso  A.,  124  W.  111th 
Pisko,  Edward,  151  E.  78th  st  st 

Plimpton,  W.  O.,  20  E.  28th  st  Richardson,  Braxton  Bragg,  2057  Bos- 

Plummer,  Harry  E.,  1945  Seventh  av      ton  Road 

Polk,  William  M.,  7  E.  36th  st  Richardson,  Charles  H.,  336  Lexing- 

Pollitzer,  Sigmund,  64  E.  58th  st 
Pool,  Eugene  H,  57  W.  45th  st 
Pooley,  Thomas  R.,  107  Madison  av 
Poore,  Charles  T.,  43  W.  53d  st 
Porter,  W.  Evelyn,  50  W.  33d  st 
Porter,   William   K,   "The   Strath- 
more,"  Broadway,  cor.  52d  st 
Potter,  E.  Styles,  164  W.  92d  st 


ton  av 

Richter,  William,  221  19th  st 
Ripperger,  Albert  A~,  50  W.  130th  st 
Bitter,  Joseph  Cambridge,  162  Wav- 

erly  pi 
Bobbins,  Jane  Elizabeth,  446  E.  73d  st 
Robertson,    Joseph    A.,  66th  st  and 

Broadway 
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Bobertson,   Oswald  Dundas    Farqu-  Savage,  Henry  Burnham,  308  W.  59th 

harson,  71  E.  82d  st  st 

Bobeson,   F.   T.,   325   Central   Park,  Savage,  Watson  Lewis,  308  W.  59th 

West  st. 

Bobie,  John  W.,  184  W.  82d  st  Savidge,  Eugene  Coleman,  66  W.  50th 

Bobinson,  Alexander  L.,  59  W.  44th      st 

st  Savini,  Carlo,  206  E.  17th  st 

Bobinson,  A.  B.,  159  W.  49th  st  Saxe,  G.  A.  DeSantos,  294  W.  92d  st 

Bobinson,  Beverley,  42  W.  37th  st      Saxl,  Josef,  244  E.  72d  st 
Bobinson,  Fred  C.,  221  W.  11th  St.,  Sayre,  Reginald  H.,  9  E.  45th  st 

near  Greenwich  av  Schapringer,  A.,  926  Madison  av 

Bobinson,  Wm.  J.,  119  E.  128th  st      Scheider,  Julius,  135  E.  74th  st 
Bockwell,  A.  D.,  25  E.  44th  st  Schelpert,  John  Wm.,  10  W.  93d  st 

Bockwell,  William  H.,  Jr.,   141  W.  Schiff,  Herman  James,  117  E.  79th  st 

76th  st  Schiller,  Michael,  1806  Lexington  av 

Bodenstein,  Louis  A.,  561  W.  152d  st  Schimpf,  Henry  William,  443  W.  34th 
Bodgers,  William  A.,  3  W.  120th  st  st 

Bodman,  Harry,  61  W.  119th  st  Schlegel,  Gustavus,  151  W.  91st  st 

Boediger,  Traugott,  F.  M.,  312  W.  Schley,   Fayette  E.,  473  West  End 

35th  st  av.,  cor.  83d  st 

Sogers,  Edward  H.,  518  W.  150th  st  Schley,  Winfield  Scott,  77  W.  50th  st 
Bogers,  Henry  Alexander,  1443  Lex-  Schmitt,  John  Adam,  132  E.  73d  st 

ington  air  Schnecker,   William  Augustus  Muh- 

Bogers,  John,  108  E,  30th  st  lenberg,  596  Lexington  av 

Bogers,  Oscar  H.,  346  Broadway         Schneidenbach,  Arthur  J.,  1059  Lex- 
Bogers,  Willard  H.,  225  W.  22d  st         ington  av 

Bomaine,  De  Witt  C,  473  Hudson  st  Schneider,  Francis  A.,  2441  7th  av 
Bomm,  Maxim  D.,  306  E.  15th  st         Schoenenberger,  Frederick  J.,  344  W. 
Boos,  Lester  Laurens,  233  W.  113th      29th  st 

st    '  Schoeps,  George,  206  W.  122d  st 

Boosa,  D.  B.  St.  John,  20  E.  30th  st  Schftney,  Lazarus,  143  W.  142d  st 
Bose,  Achilles,  126  E.  29th  st  Schbney,   Theodosia  S.  Fowler,   2460 

Bosenbaum,  Louis,  103  W.  117th  st  7th  av 

Rosenberg,  Julius,  772  Park  av  Schoonover,  Warren,  115  E.  59th  st 

Rosenberg,  Leopold,  47  W.  43d  st        Schoonover,  Warren,  Jr.,  116  E.  54th 
Bosenberg,  Max,  120  E.  61st  st  st 

Rosenheim,  Paul  Joseph,  122  E.  55th  Schott,  Max,  944  Park  av 

st  Schram,  Charles,  52  E.  82d  st 

Rosenthal,  Max,  120  E.  80th  st  Schroeder.  Henry  H.,  32  Nassau  st 

Boss,  William,  354  W.  24th  st  Schultz,  Ernest  C,  103  W.  77th  st 

Both,  Henry,  663  E.  140th  st  Schultze,  Otto  H.,  1109  Madison  av 

Bottenberg,  Ignatz  Morvay,  280  2d  st  Schwartz,  Martin,  129  E.  90th  st 
Bowe,  John  T.  W.,  Manhattan  State  Schwedler,  Edward  F.,  312  W.  34th  st 

Hosp.,  Ward's  Island  Schwerd,  Max  Joseph,  13  W.  120th  st 

Bowland,  Henry  C,  120  E.  34th  st    Schweiz,  Herman,  1331  Madison  av . 
Budisch,  Julius.  39  E.  63d  st  Schwerdtfeger,  Otto  M.,  134  E.  60th 

Bundquist,  Emil  Albin,  71  W.  55th  st      st 

Rupp,  Adolph,  359  W.  34th  st  Schwyzer,  Fritz,  54  E.  58th  st 

Buppe,  Ernest  F.,  427  W.  47th  st         Scofield,  Bichard  Jessup,  349  W.  14th 
Bussell,  James  I.,  601  Madison  av  st 

Bussell,  York,  317  W.  36th  st  Scott,  Elmer  A.,  346  Broadway 

Byder,  George  Hope,  447  W.  59th  st     Scott,  George  Daw,  118  W.  80th  st 
Byniker,  Henry  J.,  155  E.  48th  st      Scott,  Henry,  214  W.  121st  st 
Sachs,  B.,  21  E.  65th  st  Scratchley,  Francis    Arthur,  110  E. 

Salisbury,  T.  B.,  104  W.  58th  st  25th   st 

Sanders,  Charles  Walton,  53  E.  53d  Seabrook,  Harry  Hartshorne,  118  E. 

st  72d  st 

Sangree,  Chalmers,  1425  Madison  av    Seaman,  Louis  L.,  247  5th  av 
Sarlabous,  Emile  J.,  127  W.  22d  st    Seamans,  William  S.,  120  Broadway 
Satterlee,  George  Beese,  60  E.  78th  st  Sedgwick,  Walter  Nelson,  1864  7th  av 
Satterthwaite,  Thomas  E.,  7  E.  80th  Seeligmann,  Gustav,  53  E.  72d  st 

st  Seibert,  August,  114  E.  57th  st 
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Sellew,  Frederick  S.,  61  E.  79th  st      Sondern,  Paul  Frederick,  44  W.  49th 
Sellings,  Albert  Eugene,  102  E.  31st    st 

st  Sour,  Bernard,  68  W.  97tlf  st 

Seltzer,  Isaac  M.,  76  W.  102d  st  Southworth,  Thomas  S.,  807  Mad.  ay 

Senftenberg,  Benj.  F.,  101  E.  95th  st  Spalding,  Alfred  M.,  419  W.  145th  st 
Senf  tner,  Herman  Francis,  148  W.  Spalding,  George  A.,  248  Lenox  av 

122d  st  Spann,  J.  H.,  47  W.  43d  st 

Seward,  W.  M.,  55  E.  86th  st  Spellman,   D wight   Seymour,   Asa'U 

Sewell,     Walter    D.,    Murray    Hill      Phys.  Manhattan  State  Hospital, 

Hotel  Ward's  Island 

Shaffer,  Newton  M.,  28  E.  38th  st      Spence,  Arnot,  70  W.  71st  st 
Shannon,  John  Rowlands,  20  W.  35th  Spence,  D.  Benham,  615  W.  181st  st 

st  Spicer,  Walter  E.,  333  W.  51st  st 

Shannon,  Wm.,  130  W.  81st  st  Spiegel,  Leo,  166  W.  99th  st 

Sharp,  John  Clarence,  62  W.  46th  st    Spier,  Oscar  A.,  179  E.  108th  st 
Shaw.  Frank  E.  E.,  411  W.  14th  st      Spiller,  William  H.,  307  2d  av 
Sheedy,  Bryan  De  Forest,  10  W.  46th  Spitzer,  Henry,  102  W.  119th  st 

st  Spitzka,  Edward  C,  66  E.  73d  st 

Shelby,  Edmund  P.,  116  W.  74th  st    Spooner,   Henry  Garrettson,   25   W. 
Sheffield,  Hermon  By  337  E.  51st  st  44th  st 

Sherman,  A.  Josephine,  126  E.  60th  stSprague,  Homer  B.,  1383  Lexington 
Sherwood,  Milton  See,  871  St.  Nicho-      ay 

las  ay.,  bet.  153d  and  154th  sts  Squier,  J.  Bentley,  20  E.  46th  st 
Shine,  Francis  Eppes,  126  W.  48th  st  Stark,  Henry  S..  133  E.  74th  at 
Shively,  Henry  Laurence,  303  Am-  Starr,  Moses  Allen,  5  W.  54th  st 

sterdam  ay  Stearns,  Henry  S.,  45  W.  58th  st 

Shotwell,  John  Byron,  328  W.  46th  st  Stedman,  Thomas  L.,  1425  Broadway 
Shrady,  George  F.,  8  E.  66th  st  Steel,  George  E.,  124  W.  119th  st 

Shrier,  Albert  Franklin,  125  E.  83dSteese,  Edwin  Sturtevant,  46  E.  57th 

st  st 

Shultz,  P.  David,  223  W.  48th  st         Steffens,  William,  312  E.  120th  st 
Siegelstein,  Pierre  A.,  138  2d  st  Stein,  Richard,  79  E.  79th  st 

Silver,  H.  M.,  5  E.  43d  st  Steinach,  William,  134  E.  18th  st 

Silver,  Lewis  M.,  103  W.  72d  st        Stella,  Antonio,  214  E.  16th  st 
Simmons,  Charles  E.,  762  Madison  av  Stephens,    Franklin    Moore,    71  W. 
Simmons,  John    Gorse,  Westchester      49th  st 

av.,  bet.  Aves.  C  and  D,  Unionport  Sterling,  Kate  L.  S.,  "The  Lowell," 
Simpson,  William  Kelly,  952  Lexing-      120th  st  and  Amsterdam  av 

ton  av  Stern,  Henrich,  56  E.  76th  st 

Simpson,  William  Payne,  76  W.  47thstern,  Louis,  221  W.  34th  st 

st  Stern,  Maxmilian,  14  W.  114th  st 

Skeel,  Frank  D.,  361  Mott  av  Sternberg,  Frederick  Alexander,  414 

Smiley,  Alton  L.,  Manhattan  State      E.  50th  st 

Hospital,  East,  Ward's  Island  Sternberger,  Edwin,  43  E.  60th  st 

Smith,  A.  Alexander,  18  W.  51st  st    Steurer,  John  A.,  78  W.  47th  st 
Smith,  Alfred  K,  51  Manhattan  av  Stevens,  George  T.,  22  E.  46th  st 
Smith,  Andrew    Heermance,   18    E.  Stevens,  William,  70  W.  52d  st 

46th  st  Stevenson,  Clinton,  1227  Lexington 

Smith,  Edward  Franklin,  324  W.  46th      av 

Bt  Stevenson,  Thomas,  220  W.  105th  st 

Smith,  Ernest  Ellsworth,  26  E.  29th  Stewart,  Douglas  Hunt;  121  W.  88th 

st  st 

Smith,  Francis  Eugene,  320  W.  55thStiefel,  Benjamin  Wolf,  106  E.  81st 

st  st 

Smith,  Harmon,  44  W.  49th  st  Stieglitz,  Leopold,  60  E.  65th  st 

Smith,  J.  Gardner,  21  W.  122d  st      Stillwell,  John  E.,  9  W.  49th  st 
Sobel,  Jacob,  274  Lenox  av  Stimson,  Charles  W.,  68  W.  40th  st 

Solley,  Fred  Palmer,  33  W.  53d  st      Stimson,  Daniel  M.,  11  W.  17th  st 
Solley,  John  D.,  Jr.,  130  W.  58th  st      Stimson,  L.  A.,  34  E.  33d  st 
Solomonides,  John  Joseph,  110  E.  28thStone,  WilHam  F.,  340  W.  57th  st 

st  1  Stone,  Wm.  Metcalfe,  63  Jamaica  av, 

Sondern,  Frederic  E.,  200  W.  56th  st      Flushing 
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Stone,  William  8.,  1730  Broadway,  Thompson,  Edward  Middleton,  315  W. 

cor.  55th  at  58th  st 

Stowell,  William  L.,  160  W.  73d  st      Thompson,  Hugh  Currie,  229  W.  52d 
Straus,  Ludwig,  Hotel  New  Amster-      st 

dam  Thompson,  Von  Beverhout,  322  W.  23d 

Strans,  Bosa  Welt,  38  W.  84th  st  st 

Strong,  Cyrus  John,  60  W.  75th  st      Thompson,  W.  Oilman,  34  E.  31st  st 
Stubbert,  J.  Edward,  cor.  77th  st.  andThomson,  Edgar  Steiner,  19  E.  44th 

Broadway  st. 

Stubenbord,  William,  219  W.  38th  st  Thomson,  William  H.,  23  E.  47th  st 
Stnrgis,  Frederic  Russell,  16  W.  32d  Thomson,  W.  Boss,  10  W.  128th  st 

8t  Thornley,     Josiah     Payne,     "Hotel 

Sturges,  Leigh  Francis,  87th  st.  and    Ansonia,"  B'way  and  74th  st 

Central  Park,  W.  Tilton,  Benjamin  T.,  23  W.  37th  st 

Sturmdorf,  Arnold,  51  W.  74th  st      Titus,  Edward  C,  117  W.  11th  st 
Swan,  Albert  T.,  123  E.  55th  st  Tobias,  Leo,  326  E.  52d  st 

Swan,  William  Edward,  63  W.  52d  st  Tomasulo,  Giuseppe,  64  MacDougal  st 
Swasey,  John  H.,  34  E.  28th  st  Tompkins,  Byron  V.,  206  W.  86th  st 

Sweeney,  Thompson  Tyler,  15  Charle-TomPkins>  Walsten  M.,  49  W.  38th 

ton  ■* 

Swift,  Edwin  E.,  112  W.  81st  st  Torek,  Franz  J.  A.,  59  E.  60th  st 

Swift,  George  Montague,  20  W.  55th  Tosti,  Gustavo,  27  E.  62d  st 

rt  Tousey,  Ralph,  309  W.  139th  st 

Swift,  William  J.,  40  E.  30th  st  Z0™7'*™}*™'™  ^\™*  Bt 

Swinburne,  George  Knowles,   64  E.  Tovey,  David  William, ,24007th  av 

56th  st  Townsend,  Frederick  M.,  45  W.  32d 

Symonds,  Brandreth,  34  Nassau  st      mBt         ,  „         _    ne%m  _,  Mi,   ^ 
Taddiken,  Paul  Gerald,  L.  I.  State  ^wnsend,  Wisner  R^  125  W.  58th  st 

Hosp.,  Kings  Park,  L.  I.  S"^l5"  ^  V  ^JP2^£l    * 

Taft,  Robert  Mac  Lean,  223  W.  57th  l^n^>Co™*?>  ™?  %  *£*  * 

rt'  ^  Traub,  John  Emil,  228  W.  75th  st 

Talbot,  Robert  Bancker,  37  W.  68th  Travell,  John  Willard,  27  E.  11th  st 

8t  Travis,  Alexander  H.,  130  W.  82d  st 

Talmey,  Bernhard  S.,  6  W.  123d  st      Trenwith,  Walter  Day,  140  W.  94th 
Talmey,  Max,  150  E.  81st  st  at 

Tandlich,  Samuel,  328  E.  52d  st  Trimble,  William  B.,  56  E.  25th  st 

Tannenbaum,  Julius,  56  W.  112th  st  Tuck,  Henry,  346  Broadway 
Tannenbaum,  Simon,  349  E.  83d  st      Tucker,  C.  P.,  43  W.  26th  st 
Tansley,  J*  Oscroft,  28  W.  43d  st      Tuffs,  Edward  G.,  30  Oliver  st 
Taylor,  Fielding  Lewis,  173  W.  73d  st  Tull,  Edward  Emory,  119  W.  80th  st 
Taylor,  George  Ash,  46  W.  36th  st      Tully,  Marcus  E.,  137  W.  76th  st 
Taylor,  Harry  Neafie,  35  E.  27th  st  Tupper,  Benjamin  Randall,  246  W. 
Taylor,  Henry  Ling,  125  W.  58th  st        51st  st 
Taylor,  Howard  Canning,  24  W.  50th  Turrell,  Guy  Hanf  ord,   1787  Wash- 

st  *  ington  av 

Taylor,  Robert  W~  142  W.  48th  st        Tuthill,  Theodore  K,  319  W.  18th  st 
Taylor,  William  Wallace,  145  W.  121stTuttle,  George  Montgomery,  38  W. 

st  52d  st 

Terrell,  Allen  Greenleaf ,  406  W.  57th  Tuttle,  James  P.,  42  W.  50th  st 

st  Tynberg,  Sigmund,  1329  Madison  av 

Teschner,  Jacob,  134  E.  61st  st  Tyson,  Henry  H.,  47  W.  51st  st 

Thacher,  John  Seymour,  839  MadisonUgai,  Kingi,  214  E.  20th  st 

av  Unger,  James  Samuel,  307  E.  120th  st 

Thelberg,  John,  45  W.  32d  st  Valadier,    Charles  A.,   297    Central 

Theobald,  Carl,  230  E.  12th  st  Park,  West 

Theyson,  Robert  H.,  104  E.  10th  st      Valentine,  Ferd.  C,  31  W.  61st  st 
Thomas,  Allen  M.,  45  W.  54th  st      Valentine,  William  A.,  34  W.  38th  st 
Thomas,  Emery  J.,  73  W.  92d  st  Valk,  Francis,  164  E.  61st  st 

Thomas,  William  S.,  68  W.  52d  st      Van  Derlyn,  J.  Dubois,  174  E.  71st  st 
Thompson,  Edmund  Burke,  316  W.  Van  Der  Poel,  John,  36  W.  39th  st 

105th  st  Van  Der  Poel,  S.  O.,  346  Broadway 
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Vanderpoel,  Waldron  B.,  106  E.  24th  Warren,  John,  106  E.  29th  a* 

8t  Warren,  John  S.,  164  W.  73d  st 

Van  Dyck,  Clinton  DeWitt,  47  W.  Warsaw,  M^CkradTus,  261  W.  84th"  dl 

93d  st  Waterman,  Jerome    Hilton,  50    W. 

Van  Fleet,  Frank,  60  E.  77th  st  51st  st 

Van  Fleet,  Milton  E.,  2d,  Williams-  Waters,  Bertram  Howard,  22  E.  46th 

bridge  st 

Van  Loan,  James  Casper  Plimpton,  Waters,  John  Sherreaf,  48  W.  83d  st 

351  W.  46th  st  Watkins,  Bobert  L.,  Astor  Court,  20 

Van  Santvoord,  Bichard,  10  W.  122d      W.  34th  st 

st,  Watson,  Harry  G.,  199  Second  av 

Vantine,  Jefferson  Brockner,  127  W.  Watts,  Bobert,  45  W.  36th  st 

11th  st  Watts,  Bobert,  Jr.,  Ill  E.  35th  st 

Van  Valzah,  W.  W.,  10  E.  43d  st      Weber,  Leonard,  25  W.  46th  st 
Vaughan,  Henry  P.,  258  W.  135th  st     Weber,  Leonard  G.,  624  Lexington  av 
Van  Wert,  Charles,  115  W.  97th  st    Webster,  David,  327  Madison  av 
Vedder,  Maus  B.,  44  E.  76th  st  Weed,  Edgar  T.,  117  W.  121st  st 

Vedin,  Augusta,  224  E.  15th  st  Weeks,  John  E.,  46  E.  57th  st 

Vincent,  Ludger  C,  103  W.  77th  st      Weil,  Arthur  I.,  945  Madison  av 
Vincent,  Wesley  Groove,  74  W.  82d  stf  Weinstein,  Harris,  254  E.  B'way 
Vineberg,  Hiram  N.,  751  Madison  av  Weir,  Bobert  F.,  11  E.  54th  st 
Virden,  J.  E.,  Ferris  pi.,  Westchester  Weiss, .  Ludwig,  616  Madison  av 
Virgin,  Frederic  O.,  251  Lenox  av      Weisse,  Faneuil  D.,  46  W.  20th  st 
Vogel,  Karl  Max,  80  E.  55th  st  Welker,  Franklin,  344  W.  145th  st 

Voislawsky,  Antoine  P.,  128  W.  59th  Wells,  Brooks  H.,  34  W.  45th  st 

st  Wells,  Edward  H.,  141  E.  89th  st 

Volkenberg,  Albert,  315  E.  17th  st    Welt-Kakels,  Sara,  71  E.  66th  st 
Von  Grimm,  Andrew,  244  E.  13th  St.,  Welzmiller,  John,  43  E.  28th  st 

bet.  2d  and  3d  avs  Welzmiller,  Louis  Beed,  264  W.  57th 

Von  Baitz,  F.,  1  W.  102d  st  st 

Von  Bamdohr,  C.  A.,  45  Irving  pi      Wenner,  George,  352  W.  40th  st 
Voorhees,   James  Ditmars,    150   W.  West,  James  Nephew,  71  W.  49th  st 

59th  at  West,  William  Edward,  170  W.  85th  st 

Vosburgh,  Arthur  8.,  40  W.  88th  st         st 
Wachenheim,   Frederick  L.,   105  E.  Westcott,  N.  S.,  159  W.  12th  st 

80th  st  Westerfield,  William,  109  W.  123d  st 

Wainright,  Charles  F.,  616  Madison Westermann,  Julius  T.,  6  E.  32d  st 

av  Weston,  Albert  T.,  226  Central  Park, 

Waite,  Harry  E.,  217  E.  23d  st  West 

Wakefield,  Homer,  151  W.  76th  st      Weston,  William  H.,  400  W.  22d  st 
Waldo,  Balph,  59  W.  54th  st  Wetmore,  Geo.  T.f  36  W.  35th  st 

Walker,  Charles  H.,  105  W.  77th  st    Wharton,  John  Cambridge,  102  W. 
Walker,  D.  Ernest,  254  W.  45th  st  89th  st 

Walker,  Emma  Elizabeth,  "Martha  Wheeler,  Lyman  Hall,  160  W.  79th  st 

Washington,"  29  E.  29th  st  Wheelock,  George  G.,  75  Park  av 

Walker,  Henry  Freeman,  18  W.  55th  Wheelock,  William   EM   Morristown, 

8t  N.  J. 

Walker,  John  B.,  39  E.  33d  st  White,  Charles  Bell,  162  W.  72d  st 

Wallace,  Charlton,  at  present  in  Ger-White,  Granville  Moss,  272  W.  77th  st 

many  White,  John  Blake,  1013  Madison  av 

Wallain,  Samuel  Spencer,  509  Fifth  Whitehouse,  Henry  H.,  24  W.  36th  st 

av  Whiting,  Charles  Allen,  70  W.  47th  st 

Walsh,  Simon  J.,  25  E.  128th  st  Whiting,  Fred.,  47  W.  50th  st 

Walter,  Josephine,  61  W.  74th  st         Whiting,  James  Baynor,  Jr.,  120  W. 
Ward,  Edwin  F.,  15  W.  96th  st  55th  st 

Ward,  Freeman  Ford,  6  E.  58th  st    Whitman,  Boyal,  283  Lexington  av., 
Ward,  George  Gray,  Jr.,  230  W.  59th      near  36th  st 

Bt  Whitmyer,   John   Franklin,    130  W. 

Ware,  Edward  J.,  121  W.  93d  st  70th  st 

Ware,  Martin  W.,  1198  Lexington  av  Whitney,  Charles  Alvano,  120  E.  34th 
Warford,  Geo.  T.,  132  W.  82d  st  st 

Warner,  Everett  S.,  56  W.  56th  st        Wiener,  Alfred,  616  Madison  av 
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Wiener,  Joseph,  1046  Fifth  av  borne,"  205  W.  57th  st 

Wiener,   Joseph,  Jr.,   1001  Madison  Wood,  Halsey  Lathrop,  86  Madison 

av.,  near  77th  st  av 

Wiener,  Eichard  G.,  48  E.  65th  st      Wood,  Thomas  D.,  417  W.  118th  st 
Wiesner,  Daniel  H.,  139  E.  46th  st      Wood,  William  Benjamin,  33  W.  47th 
Wilcox,  Reynold  Webb,  679  Madison      st 

av  Woodend,  .William  E.,  58  W.  71st  st 

Wilkens,  Ernst  A.  W.,  284  Alexander  Woodman,  John,  56  W.  56th  st 

av  Woolsey,  George,  117  E.  36th  st 

Wilkin,  William  Porter,  60  W.  51st  st  Worster,  Willard  Parker.  2  W.  72d  st 
Willard,  Thomas  H,  1  Madison  av  Wright,  Arthur  Brownell,  Manhattan 
Williams,  Charles  Mallory,  531  Madi-      State  Hosp.,  Ward's  Island 

son  av  Wright,  J.  Bidmead,  272  Manhattan  av 

Williams,  E.  Ellsworth,  41  E.  30th  st  Wright,  John  P.,  221  E.  82d  st 
Williams,  Ldnsly  R,  839  Madison,  av    Wyckoff,  Peter  B.,  23  W.  57th  st 
Williams,  Mark  H.,  230  W.  135th  st    Wylie,  Robert  Hawthorne,  36  W.  35th 
Williams,     William     Robert,     "San      st 

Remo,"  74th  st  and  Central  Park,  Wylie,  W.  Gill,  28  W.  40th  st 

West  Wynkoop,  D.  Woodbury,  128  Madi- 

Williamson,  Edward  Lincoln,  163  W.     son  av 

74th  st  Wynkoop,  Gerardus  H.,  128  Madison 

Williamson,  Henry  Christie,   241   W.     av 

102d  st  Yale,  Leroy  Milton,  432  Madison  av 

Wilsey,  Orville  Jay,  143  E.  37th  st    Yankauer,  8idney,  73  E.  92d  st 
Wilson,   Frederic   Newhall,    106   W.  Yard,  Andrew  Benedict,  28  W.  105th 

47th  st  st 

Wilson,  Robert  J.,  342  W.  71st  st      Young,  Clement  C,  38  W.  130th  st 
Winters,  Joseph  E.,  25  W.  37th  st      Young,  J.  V.  D.,  60  W.  76th  st 
Witson,  Albert  J.,  318  W.  126th  st    Youngling,  George  S.,  453  W.  34th  st 
Wohlfarth,  Justin,  119  W.  129th  st      Zabriskie,  Fred    Templeton,  58   W. 
Wolbarth,  Abraham  Leo,  24  E.  119th     47th  st 

st  Zeh,  Adolph,  243  W.  52d  st 

Wolf,  Henry  J.,  131  W.  126th  st  Zemansky,  A.  P.,  149  Broadway 

Wolfe,  Augustin  A.,  603  Lexington  Zipser,  Max  Armand,  52  St.  Mark"* 

av  pi 

Wolff,  JuKus,  52  E.  64th  st  Zweighaf t,  Bernard,  54  W.  71st  st 

Wollner,  Henry,  337  Alexander  av  Zwisohn,  Lazarus  W.,  1085  Lexing- 
Wolper,  Max,  217  E.  Broadway  ton  av 

Wood,    Francis    Carter,   "The    Os-  Number  of  Members,  1750.  ' 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  NIAGARA. 

Meetings.— Annual,  first  Tuesday  in  June;  semi-annual,  first  Tuesday 
in  January;  quarterly,  first  Tuesday  in  April  and  September. 

Officers.     (June,  1904.) 

George  H.  Minard,  President.  J.  H.  Miller,  Vice-President. 

F.  A.  Crosby,  Secretary.  W.  A.  Scott,  Treasurer. 

Censors:  M.  S.  Kittinger,  J.  H.  Miller,  F.  J.  Baker,  H.  A.  Wilmot. 
Committee  on  Hygiene :  A.  N.  Moore,  Chairman,  F.  J.  Baker, 

M.  S.  Kittinger,  Walter  McChesney,  M.  H.  Cole. 

Members. 

F.  J.  Baker,  Lockport  M.  H.  Cole,  Newfane 

J.  W.  Bickford,  Lockport  F.  A.  Crosby,  Lockport 

T.  P.  C.  Brainard,  North  Tonawanda  B.  F.  Dennis,  Niagara  Falls 

C.  E.  Campbell,  Niagara  Falls  W.  L.  Draper,  Wilson 

H.  S.  Campbell,  La  Salle  J.  Glen  Ernest,  Gasport 

Wm.  R.  Campbell,  Niagara  Falls  W.  J.  Falkner,  Youngstown 

Frederick  T.  Carmer,  Rapids  Frank  Guillemont,  Niagara  Falls 

A.  L.  Chapin,  Niagara  Falls  W.  H.  Hodson,  Lockport 

Clayton  R.  Clarke,  Ransomville  W.  Q.  Huggins,  Sanborn 
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A.  W.  Jackson,  Gasport 
F.  A.  Kittinger,  Lockport 
M.  S.  Kittinger,  Lockport 
William  Lane,  Lockport 
Allen  T.  Leonard,  Tonawanda 
W.  H.  Loomis,  Lockport 
Thomas  J.  McBlain,  Niagara  Falls 
F.  R.  McBrien,  Niagara  Falls 
Walter  McChesney,  Niagara  Falls 
A.  A.  McNamara,  Lockport 
H.  H.  Mayne,  Lockport 
J,  H.  Miller,  Niagara  Falls 
George  H.  Minard,  Lockport 


A.  N.  Moore,  Lockport 

M.  F.  Mndge,  Johnston  Creek 

C.  N.  Palmer,  Lockport 

Wm.  H.  Potter,  Niagara  Falls 

W.  B.  Rice,  Lockport 

E.  N.  S.  Ringueberg,  Lockport 

W.  A.  Scott,  Niagara  Falls 

Edwin  Shoemaker,  Charlotteville 

W.  S.  Town,  North  Ridge 

H.  A.  Wilmot,  Middleport 

Carl  G.  Leo  Wolf,  Niagara  Falls 

E.  W.  Wollaber,  Cambria 

W.  C.  Wood,  Lockport 

Number  of  Members,  44. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ONEIDA. 

Meetings.— Annual,  second  Tuesday  in  April;  semi-annual,  second  Tues- 
day in  October;  quarterly,  second  Tuesday  in  July  and  January.  The 
semi-annual  meeting  is  held  in  Rome;  the  others  in  Utica. 

Officers.     (April,  1904.) 

L.  F.  Pattengill,  President.  T.  Z.  Jones,  Vice-President. 

F.  H.  Brewer,  Secretary.  Herbert  G.  Jones,  Treasurer. 

Walter  Gibson,  Librarian. 

Censors:  W.  C.  Gibson,       H.  L.  Borland,       F.  H.  Peck,      B.  P.  Allen. 

Members. 
(Where  no  town  is  mentioned  Utica  is  to  be  understood.) 


B.  P.  Allen,  Oriskany 

Henry  E.  Babcock,  New  London 

Raymond  L.  Baker,  Clarendon  Bldg 

Smith  Baker,  Winston  Building 

D.  A.  Barnum,  Cassrille 

Charles  Bernstein,  Rome 

Thomas  J.  Bergen,  93  John  st 

H.  L.  Borland,  Camden 

H.  C.  Bradford,  Westernville 

F.  H.  Brewer,  Utica 

A.  J.  Browne,  Carlisle  Building 

Henry  E.  Brown,  Utica 

W.  H.  Brownell,  Utica 

Wales  Buell,  Walesville 

P.  J.  Campbell,  Utica 

Ira  M.  Comstock,  New  York  Mills 

Frank  D.  Crim,  Utica 

C.  W.  Crumb,  Utica 
Harriet  Cutter,  Utica 
Morris  J.  Davies,  Utica 

F.  S.  De  Long,  Utica 
Albert  Dietrich,  Rome 

C.  V.  J.  Doolittle,  Utica 
James  W.  Douglass,  Boonville 
Frederick  J.  Douglass,  Utica 
H.  G.  Dubois,  Camden 

Roy  B.  Dudley,  Clinton 

D.  C.  Dye,  Carlisle  Building 
Eliza  M.  Ellinwood,  Rome 

E.  P.  English,  Boonville 
Thomas  H.  Farrell,  Utica 

G.  M.  Fisher,  Utica 


Henry  A.  Fitch,  Utica 

John  F.  Fitzgerald,  Rome 

W.  E.  Ford,  266  Genesee  st 

Conway  Frost,  Rome 

Earl  D.  Fuller,  148  Columbia  st 

J.  E.  Gage,  Utica 

W.  C.  Gibson,  State  Hospital,  Utica 

William  M.  Gibson,  260  Genesee  st 

S.  L.  Gifford,  Whitesboro 

A.  A.  Gillette,  Rome 

J.  H.  Glass,  246  Genesee  st 

Joseph  Y.  Haberer,  66  Miller  st 

C.  R.  Hart,  New  Hartford 
Howard  F.  Hubbard,  Rome 
J.  G.  Hunt,.  192  Genesee  st 
E.  M.  Hyland,  221  Genesee  st 
Arthur  M.  Johnston,  Utica 
Herbert  G.  Jones,  Utica 

J.  D.  Jones,  Utica 

James  E.  Jones,  Clayville 

Leroy  H.  Jones,  Utica 

Thomas  Z.  Jones,  Waterville 

William  W.  Jones,  Rome 

Judson  G.  Kilbourn,  247  Genesee  st 

D.  R.  Kinlock,  Utica 
William  Kuhn,  Rome 
R.  0.  Lees,  Utica 

G.  N.  Lehr,  Rome 
G.  M.  Lewis,  Vernon 
W.  R.  Marsden,  Utica 
Angeline  Martine,  Utica 
S.  C.  Maxon,  Utica 
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Frederick  Miller,  Utica 

Wm.  Moffat,  Utica 

W.  S.  Morris,  Utica 

Charles  Munger,  Knoxboro 

Thomas  G.  Nock,  Jr.,  Borne 

H.  C.  Palmer,  253  Genesee  st 

H.  L.  Palmer,  Utica  State  Hospital 

L.  F  Pattengill,  225  Genesee  st 

F.  H.  Peck,  Utica 

W.  D.  Peckham,  Utica 

G.  G.  J.  Pollard,  Oriskany  Falls 
William  Powell,  351  Genesee  st 
H.  Frank  Preston,  Utica 

W.  K  Quackenbush,  Utica 

Christopher  C.  Beid,  Borne 

William  B.  Beid,  Borne 

Lafayette  Binkle,  Booneville 

D.  H.  Boberts  Utica 

W.  B.  Boemer,  Utica 

Charles  P.  Bussell,  196  Genesee  st 


W.  D.  Bussell,  New  Hartford 
W.  J.  Schuyler,  206  Genesee  st 
Thos.  P.  Scully,  Borne 
George  Seymour,  227  Genesee  st 
Charles  W.  Shaver,  Camden 
H.  H.  Shaw,  Utica 
Andrew  Sloan,  Utica 
Hugh  Sloan,  142  Columbia  st 
A.  H.  Smith,  Camden 
Frederick  W.  Smith,  Utica 
Charles  E.  Smith,  Whitesboro 
A.  E.  Stafford,  Whitesboro 
J.  A.  Stranahan,  Borne 
J.  Nelson  Teeter,  Utica 
William  D.  Townsley,  Camden 
J.  A.  Walter,  Florence 
W.  E.  Wetmore,  Utica   ' 
Henry  D.  White,  Borne 
J.  F.  Wingenback,  Utica 
H.  K.  Worden,  Westmoreland 
Number  of  Members,  104. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ONONDAGA. 

(Organized  in  1806.) 

Meetings.— Annual,  second  Tuesday  in  May;  semi-annual,  third  Tues- 
day in  December;  quarterly,  at  such  intermediate  times  as  the  Society  may 
direct.    All  meetings  are  held  at  Syracuse. 


Officers. 

J.  H.  Burch,  President. 
George  B.  Broad,  Secretary. 


(May,  1904.) 

A.  S.  Hotaling,  Vice-President. 
A.  S.  Buland,  Treasurer. 


Members. 
(Where  the  town  is  not  mentioned  Syracuse  is  to  be  understood.) 


Wm.  D.  Alsever,  639  Sf  Salina  st 

J.  E.  Andrews,  Fabius 

W.  J.  Ayling,  606  E.  Fayette  st 

Archer  D.  Babcock,  Fayette  Park 

Theresa  Bannan,  503  Warren  st 

H.  C.  Baum,  University  Block 

E.  W.  Belknap,  426  James  st 

Charles  H.  Benson,  234  Seymour  st 

C.  U.  Blum,  502  Gifford  st 

O.  A.  Blumenthal,  611  Warren  st 

A.  B.  Breese,  James  st 

G.  C.  Britton,  University  block 
George  B.  Broad,  742  Cortland  av 
G.  L.  Brown,  Euclid 
J.  W.  Brown,  Mottville 
George  J  Bryan,  Fayetteville 
J.  H.  Burch,  Baldwinsville 
Bobert  Burns,  806  S.  Salina  st 
C.  Floyd  Burrows,  824  E.  Genesee  st 
J.  J.  Buettner,  1004  S.  Salina  st 
James  E.  Carr,  Jordan 
J.  C.  Carson,  State  Asylum 
H.  G.  Case,  107  W.  Castle  st 

B.  F.  Chase,  East  Syracuse 
George  E.  Clark,  Skaneateles 
Gaylord  P.  Clark,  W.  Genesee  st 


Frank  B.  Coe,  Warners 

J.  H.  Coe,  804  E.  Genesee  st 

Allen  Cone,  Elbridge 

George  W.  Cook,  208  W.  Fayette  st 

C.  E.  Coon,  509  S.  Salina  st 

H.  H.  Covelantf,  436  Cortland  st 

S.  Ellis  Crane,  Onondaga  Valley 

S  Boyce  Crayton,  University  Block 

M.  E.  Cregg,  South  Onondaga 

M.  H.  Cullings,  321  James  st 

William  A  Curtin,  Fayette  Park 

M.  A.  Curtiss,  Kirkville 

A.  J.  Dallas,  E.  Fayette  st 

Chas.  N.  Daman,  621  E.  Genesee  st 

T.  L.  Deavor,  616  S.  Warren  st 

O.  G.  Dibble,  Pompey 

H.  D.  Didama,  424  S.  Salina  st 

F.  O.  Donohue,  Warren  st 

A.  G.  Doust,  302  Delaware  st 

F.  E.  Easton,  1105  E.  Genesee  st  * 
A.  S.  Edwards,  1506  N.  Salina  st 

G.  A.  Edwards,  S.  Salina  st 
H.  L.  Eisner,  Fayette  Park 

Du  Grand  B.  Erway,  East  Syracuse 
J.  T.  D.  Fischer,  N.  Salina  st 
M.  B.  FairtkiJd,  1305  N.  Salina  st 
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Q.  C.  Feigel,  834  Butternut  at 

C.  A.  Felton,  W.  Genesee  at 

Frederick  Flaherty,  Warren  st 

C.  H.  Graves,  Delphi 

M.  E.  Gregg,  South  Onondaga 

W.  A.  Groat,  E.  Onondaga  st 

T.  H.  Halsted,  University  Block 

R.  C.  Hanchett,  Warren  st 

Hiram  B.  Hawley,  1100  N.  Salina  st 

A.  D.  Head,  202  W.  Genesee  st 

C.  E.  Heaton,  BaldwinsviUe 
A.  W.  Hedden,  S.  Salina  st 
J.  L.  Heffron,  448  S.  Salina  st 
Mark  Herman,  320  Montgomery  st 
A.  S.  Hotaling,  801  E.  Genesee  st 
Nathan  Jacobson,  430  S.  Salina  st 
J.  Robert  Johnson,  Warren  st 
Edward  B.   Kaple,   Elbridge 

W.  C.  Kellogg,  203  Seymour  st 
J.  W.  Knapp,  432  W.  Genesee  st 

A.  E.  Larkin,  334  Montgomery  st 
William  F.  Law,  602  Lodi  st 

T.  Harris  Levy,  B.  Genesee  st 
G.  Griffin  Lewis,  University  Block 
Hersey  G.  Locke,  507  E.  Genesee  st 

B.  W.  Loomis,  1033  S.  Salina  st 
B.  C.  Loveland,  Fayette  Park 
M.  M.  Lucid,  Tully 

Charles  E.  McCrary,  110  South  av 
H.  A.  MacGruer,  University  Block 
W.  C.  McKeeby,  312  S.  Warren  st 

D.  J.  McLaughlin,  Skaneateles  Falls 
R.  C.  McLennan,  515  S.  Salina  st 
P.  R.  McMaster,  S.  Salina  st 
Frank  McMorrow,  508  James  st 

F.  W.  Marlow,  University  Block 
A.  W.  Marsh,  E.  Syracuse  st 
Edwin  R.  Maxson,  818  Madison  st 

E.  &  Maxson,  818  Madison  st 
Wm.  H.  May,  800  E.  Fayette  st 
Alfred  Mercer,  324  Montgomery  st 
A.  C.  Mercer,  324  Montgomery  st 
E.  B.  Merwin,  Manlius 

H.  D  Merwin,  Cicero 

A.  B.  Miller,  326  Montgomery  st 

E.  L.  Mooney,  416  Warren  st 

F.  L.  Morgan,  E.  Fayette  st 


Nicholas  L.  Mulvey,  242  W.  Genesee  st 

N.  A.  Monroe,  424  James  st 

W.  W.  Munson,  Otisco 

D.  H.  Murray,  University  Block 

Daniel  D.  Neff,  1104  S.  Salina  st 

0.  W.  Oberlander,  310  Ash  at 
H.  C.  Odell,  402  Walnut  pi 

J.  W.  Plant,  224  Harrison  st 
George  M.  Price,  Warren  st 
A.  B.  Randall,  S.  Salina  st 

C.  S.  Roberts,  212  W.  Willow  st 
Arthur  H.  Rood,  Minoa 

M.  R.  Rood,  422  Warren  st 
Joseph  C.  Roth,  435  Gifford  st 
A.  S.  Ruland,  300  Delaware  st 
W.  G.  Russell,  Watkins  Glen,  N.  Y. 
F.  S.  Sampson,  North  Syracuse 
L.  A.  Saxer,  305  James  st 
F.  W.  Sears,  709  S.  Warren  st 
John  C.  Shroudy,  1706  W.  Genesee  st 

1.  M.  Slingerland,  Fayetteville 
F.  W.  Slocum,  Camillus 

F.  W.  Smith,  S.  Salina  st 

8.  F.  Snow,  707  University  Block 

H.  L.  Stebbins,  125  E.  Onondaga  st 

H.  S.  Stensland,  614  S.  Salina  st 

F.  H.  Stevenson,  307  Warren  st 

F.  A.  Strong,  Brewerton 

P.  C.  Ten  Eyck,  Montgomery  st 

D.  M.  Totman,  303  Montgomery  st 
A.  G.  Tripp,  Cicero 

A.  F.  VadebonccBur,  James  st 
Eli  Van  de  Warker,  404  Genesee  st 

E.  S.  Van  Duyn,  318  James  st 
John  Yan  Duyn,  318  James  st 
Charles  J.  Walch,  1221  S.  Salina  st 
William  L.  Wallace,  Fayette  Park 
H.  A.  Weed,  Jordan  -     - 
Charles  E.  Weidman,  Marcellus 

W.  J.  Werneman,  908  N.  Salina  st 
R.  A.  Whitney,  Liverpool 
Hiram  Wiggins,  Elbridge 
N.  Wilbur,  Fayetteville 
A.  M.  Wose,  327  James  st 
H.  B.  Wright,  Skaneateles 
J.  S.  Wright,  Plainville 
E.  J.  Wynkoop,  406  James  st 
Number  of  Members,  148. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ONTARIO. 

Meetings.— Annual,  second  Tuesday  in  July;   quarterly,  second  Toes- 
iay  in  October,  January,  and  April. 

Officers. 

J.  H.  Jewett,  President.  G.  W.  Sargent,  Vice-President. 

D.  A.  Eiseline,  Secretary  and  Treasurer. 

Members. 
Herman  J.  Abel,  Honeoye  A.  L.  Beahan,  Canandaigua 

A.  D.  Allen,  Gorham  H.  C.  Buell,  Canandaigua 

D.  S.  Allen,  Hall's  Corners  D.  R.  Burrell,  Canandaigua 

Herbert  E.  Baright,  Clifton  Springs  M.  R.  Carson,  Canandaigua 
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Henry  D.  Clapp,  Geneva 
William  B.  CJapper,  Victor 
Emma  G.  Clark,  Clifton  Springs 
James  J.  Collie,  Geneva 
J.  Pope  Lie  Laney,  Geneva 
P.  M.  Donovan,  Canandaigua 
J.  F.  Draper,  Victor 
H.  M.  Eddy,  Geneva 
Daniel  A.  Eiseline,  Shortsville 
O.  J.  Hallenbeck,  Canandaigua 

A.  T.  Halstead,  Rushville 
W.  S.  Hicks,  Bristol 

W.  A.  Howe,  Phelps 
John  Hntchins,  Cheshire 
Mary  L.  Jennings,  Geneva 
J.  H.  Jewett,  Canandaigua 
•  H.  J.  Knickerbocker,  Geneva 

B.  0.  Kinnear,  Clifton  Springs 

C.  C.  Lytle,  Geneva 

C.  D.  McCarthy,  Geneva 
F.  E.  McClellan,  Canandaigua 
George  W.  McClellan,  Canandaigua 
B.  T.  McDowell,  Bristol  Centre 
W.  McCaw,  Geneva 


Wm,  Austin  Macy,  Willard 

A.  C.  Matthews,  Geneva 

A.  M.  Mead,  Victor 

C.  P.  W.  Merritt,  Clifton  Springs 

Charles  F.  Nieder,  Geneva 

J.  B.  Pratt,  Manchester 

John  H.  Pratt,  Manchester 

John  A.  Bobson,  Hall's  Corners 

T.  D.  Bupert,  Geneva 

J.  A.  Sanders,  Clifton  Springs 

George  W.  Sargent,  Seneca  Castle 

E.  B.  Sayre,  Allen's  Hills 
W.  W.  Skinner,  Geneva 

F.  W.  Spalding,  Clifton  Springs 
John  A.  Spengler,  Geneva 

F.  Lansing  Stebbins,  Geneva 
Geo.  E.  P.  Stevenson,  Gorham 
C.  C.  Thayer,  Clifton  Springs 
William  Turck,  Clifton  Springs 

F.  D.  Vanderhoof,  Phelps 
George  E.  Welker,  Geneva 

S.  B.  Wheeler,  E.  Bloomfield 
L.  F.  Wilbur,  Honeoye 

G.  B.  Young,  Geneva 

Number  of  Members,  56. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  OBANGE. 
(Organized  July  1,  1806.) 

Meetings.— Annual,  first  Tuesday  in  May;  semi-annual,  first  Tuesday 
in  October. 

Officers.     (May,  1904.) 
Charles  I.  Bedfield,  President.  E.  Boss  Elliott,  Vice-President.    ' 

M.  A.  Stivers,  Secretary.  W.  I.  Purdy,  Treasurer. 

Censors:  Chas.  N.  Skinner,  W.  T.  Seeley,  W.  J. 

G.  F.  Pitts,  I.  H.  Lent. 

Memhers. 


A.  E.  Adams,  Newburgh 
George  S.  Bond,  Washingtonville 
H.  K.  Bradner,  Warwick 

E.  F.  Brooks,  Newburgh 
J.  D.  Brownell,  Walden 
William  J.  Carr,  Newburgh 

D.  T.  Condict,  Goshen 
Clinton  G.  Cooley,  Montgomery 
James  C.  Coleman,  Goshen 
William  L.  Cuddeback,  Port  Jervis 
J.  0.  Davis,  Howells 

C.  W.  Dennis,  Goshen 

F.  W.  Dennis,  Unionville 
John  Deyo,  Newburgh 

L.  G.  Distler,  Westtown 
William  E.  Douglas,  Middletown 
Matthew  H.  Dubois,  Washingtonville 
Mary  Ella  Dunning,  Newburgh 
William  L.  Dunning,  Newburgh 

E.  Boss  Elliott,  Montgomery 

G.  A.  Emory,  Middletown 
Frank  W.  Gerecke,  Newburgh 
W.  S.  Gleason,  Newburgh 
Thomas  S.  Gilson,  Middletown 


Charles  H.  Hall,  Monroe 
Lewis  Hanmore,  Newburgh 
Daniel  B.  Hardenbergh,  Middletown 
H.  Hardenbergh,  Port  Jervis 
William  Hollinger,  Newburgh 
John  T.  Howell,  Newburgh 
Joseph  B.  Hulett,  Middletown 

C.  N.  Knapp,  Port  Jervis 
Isaac  H.  Lent,  Middletown 
A.  V.  Jova,  Newburgh 

D.  G.  Ldppincott,  Campbell  Hall 
Raphael  Medriek,  Port  Jervis 

T.  D.  Mills,  Middletown 

F.  D.  Myers,  Slate  Hill 

E.  A.  Nugent,  Unionville 
J.  B.  Peters,  Walden 

L.  B.  Pierce,  Newburgh 

G.  Fred.  Pitts,  Warwick 
Edgar  Potts,  Port  Jervis 
Albert  W.  Preston,  Middletown 
Willis  I.  Purdy,  Middletown 
Charles  I.  Redfield,  Middletown 
A.  Santee,  Scotchtown 

W.  T.  Seeley,  Amity 
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J.  H.  Shelly,  Middletown 
Charles  N.  Skinner,  Port  Jervis 
D.  B.  Smiley,  Middletown 
C.  P.  Smith,  Jr.,  Chester 
William  H.  Snyder,  Newburgh 
David  H.  Sprague,  Central  valley 
Moses  A.  Stivers,  Middletown 
Henry  B.  Swartwout,  Port  Jervis 


Bobert  Taylor,  Otisville 
Charles  £.  Townsend,  Newburgh 
J.  H.  Thompson,  Goshen 
H.  A.  Waldron,  Newbnrgh 
W.  W.  Wendover,  Warwick 
Edward  Dubois  Woodhall,  Monroe 
Warren  Worcester,  Middletown 
Theodore  Writer,  Otisville 
Number  of  Members,  64. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  OBLEANS. 

(Organized  January  8,  1873.) 

Meetings.^ .Annual,  second  Wednesday  in  May;  second  meeting,  second 
Wednesday  in  September;  third  meeting,  second  Wednesday  in  January. 

Officers.     (May,  1904.) 

F.  B.  BtOYerr  President.  Mrs.  E.  W.  Squier,  Vice-President. 

John  Dugan,  Secretary  and  Treasurer. 

Censers:  J.  H.  Taylor,  S.  B.  Cochrane,  McLean  Caveriy, 

H.  L.  James,  B.  W.  Bamber. 


Members. 


E.  B.  Armstrong,  Holley 
B.  W.  Bamber,  Kendall 
M.L.  Caveriy,  Albion 

J.  G.  Dolley,  Albion 
John  Dugan,  Albion 
W.  F.  Eaman,  Gaines 
Arthur  I.  Eccleston,  Waterport 
J.  J.  Eckerson,  Shelby 
Charles  E.  Fairman,  Lydonville 
W.  B.  Fitch,  Knowlesville 
A.  B.  Holcomb,  Carlton 
John  T.  James,  Medina 
f.  L.  June,  Waterport 

F.  H.  Lattin,  Gaines 


J.  Maynard,  Medina 
Edward  Munson,  Medina 
Leon  G.  Ogden,  Barre  Centre 
George  Bogan,  Medina 
F.  L.  Sherwood,  Albion 
Mrs.  E.  W.  Squier,  Albion 
J.  T.  Stokes,  Medina 
F.  B.  Storer,  Holley 
John  E.  Sutton,  Albion 
John  Taylor,  Holley 
E.  M.  Tompkins,  Knowleeville 
Jessie  Waldo,  Hulberton 
Mrs.  Harriet  N.  Watson,  Albion 
Number  of  Members,  27. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  OSWEGO. 

(Organized  in  1821.) 

Meetings.— Annual,  second  Tuesday  in  Kay;  semi-annual,  second  Tues- 
day in  November,  at  Oswego. 

(May,  1904.) 

Leroy  F.  Hollis,  Vice-President. 
P.  M.  Dowd,  Treasurer. 
J.  S.  Howard,  Ira  L.  Jones. 


Officers. 
J.  T.  Dwyer,  President. 
Wm.  C.  Todt,  Secretary. 
Censors:  W.  M.  Wells, 


Members. 


J.  B.  Allen,  Orwell 

W.  G.  Babcock,  Cleveland 

C.  G.  Bacon,  Fulton 

C.  J.  Bacon,  Fulton 

Howard  G.  Bartlett,  Williamstown 

Strong  M.  Bennett,  Mexico 

G.  W.  Betts,  Pulaski 

E.  H.  Boyd,  Hannibal 

W.  J.  Bulger,  Oswego 

J.  L.  Bulkley,  Sandy  Creek 

H.  W.  Caldwell,  Pulaski 

Newton  Cook,  Sandy  Creek 


F.  L.  Cooley,  Hannibal  Centre 
E.  W.  Oespell,  Williamstown 
B.  F.  Crockett,  Sandy  Creek 
S.  J.  Crockett,  Sandy  Creek 
E.  J.  Cusack,  Fulton 
Byron  Dewitt,  Oswego 
B.  J.  Dimon,  Hastings 
Harriet  M.  Doane,  Fulton 
Pascal  M.  Dowd,  Oswego 
E.  J:  Drury,  Phoenix 
J.  F.  T.  DuBois,  Oswego 
J.  T.  Dwyer,  Oswego 
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Joseph  W.  Eddy,  Oswego 
Frank  B.  Foots,  Parish 

F.  E.  Fox,  Fulton 

T.  J.  Green,  Mexico 
Albert  L.  HaU,  Fulton 
John  E.  Hamill,  Phcenix 
Freeman  J.  Hoffman,  Fulton 
Leroy  F.  Hollis,  Lacona 
James  8.  Howard,  Oswego 
J.  W.  Huntington,  Mexico 
Louis  Fowler  Joy,  Fulton 
George  P.  Johnson,  Mexico 
Ira  L.  Jones,  Minetto 
W.  H.  Kidder,  Oswego 

G.  B.  Lee,  Fulton 
Charles  E.  Low,  Pulaski 
F.  S.  Low,  Pulaski 

C.  Macf  arlane,  Oswego 
Isabella  F.  MacMillan,  Oswego 
James  E.  Mansfield,  Oswego 


H.  P.  Marsh,  Fulton 

Eva  E.  McKnight,  Oswego 

J.  L.  More,  Pulaski 

D.  D.  O'Brien,  Oswego 

G.  W.  Nelson,  Orwell 

Melvin  Ernest  Paige,  Oswego 

Joseph  Pero,  West  Amboy 

H.  D.  C.  Phelps,  Oswego 

8.  A.  Bussell,  Fulton 

William  O.  Scott,  Parish 

Charles  A.  Sheridan,  Oswego 

G.  Franklin  Smith,  Mexico 

James  K.  Stockwell,  Oswego 

William  C.  Todt,  Oswego 

Melzar  B.  Veeder,  Central  Square 

W.  M.  Wells,  Fulton 

G.  G.  Whitaker,  Fulton 

Hadwen  P.  Wilcox,  Central  Square 

R.  A.  Wilcox,  Phoenix 

Number  of  Members,  62. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  OTSEGO. 

(Organized  in  1806.) 

Meetings. —Annual,   fourth   Tuesday  in  May,   at   Cooperstown;    semi- 
annual, third  Tuesday  in  January. 

Officers.     (May,  1904.) 

Bupert  W.  Ford,  Vice-President. 
James  Burton,  Treasurer. 
C.  E.  Parish,  J.  H.  Moon. 


B.  W.  Dewar,  President, 
H.  W.  Boorn,  Secretary. 
Censors:  H.  D.  Sill, 


Members. 


C.  S.  Arnold,  Mt.  Vision 
M.  Imogene  Bassett,  Cooperstown 
Wilson  T.  Bassett,  Cooperstown 
Henry  W.  Boorn,  Schenevus 
James  Burton,  Cooperstown 
Andrew  J.  Butler,  Unadilla 
Lorenzo  B.  Chapman,  Oneonta 
Charles  H.  Chesbro,  Unadilla  Forks 
H.  H.  Clapsaddle,  Toddsville 
Harry  L.  Cruttenden,  Cooperstown 

A.  W.  Cutler,  6neonta 

B.  W.  Dewar,  Cooperstown 
Bupert  W.  Ford,  Otego 
John  W.  Green,  West  Laurens 
Perry  Horles,  Fly  Creek 

E.  E.  Houghton,  Schenevus 
Marshal  Latcher,  Oneonta 
Horace  Lathrop,  Cooperstown 


W.  B.  Lough,  Edmeston  Centre 
Seth  A.  Mereness,  Oneonta 
D.  B.  Manchester,  Oneonta 
John  H.  Moon,  Cooperstown 
G.  S.  Olin,  Oneonta 
C.  E.  Parish.  Maryland 
Edward  J.  Parish,  Oneonta 
Ozias  W.  Peck,  Oneonta 
S.  G.  Pomeroy,  West  Oneonta 
George  E.  Schoolcraft,  Hartwick 
W.  R.  Seeber,  Milford  ♦ 

Henry  D.  Sill,  Cooperstown 
Julian  C.  Smith,  Oneonta 
J.  W.  Sterricker,  Boseboom 
J.  W.  Swanson,  Springfield  Centre 
Frank  L.  Windsor,  Laurens 
Milton  C.  Wright,  Mt  Vision 
Number  of  Members,  34. 


MEDICAL  SOCIETY  OF  THE   COUNTY  OF  PUTNAM. 

(Organized  July  29,  1879.) 

Meetings.— Annual,  fourth  Tuesday  in  April;  semi-annual,  fourth  Tues- 
day in  October. 

(Society  at  present  not  in  active  existence.) 
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MEDICAL  SOCIETY  OF  QUEENS-NASSAU. 

Meetings.— Annual,  last  Tuesday  in  May;  semi-annual,  last  Tuesday  in 
October. 

Officers.     (May,  1904.) 

Frank  T.  de  Lano,  President.  Wm.  J.  Burnett,  Vice-President. 

James  S.  Cooley,  Secretary  and  Treasurer. 

Censors:  John  W.  Durkee,  Irving  F.  Barnes,  M.  M.  Sloeum, 

J.  Mansfield  Foster,  J.  H.  Barry. 


Members. 


A.  J.  Anderson,  Long  Island  City 
H.  M.  Auger,  Jamaica 
H.  L.  Barker,  Woodside 
Irving  F.  Barnes,  Oyster  Bay 
J.  H.  Barry,  Long  Island  City 
Austin  J.  Blanchard,  Jamaica 
Joseph  F.  Bloodgood,  Flushing 
J.  H.  Bogart,  Boslyn 
Samuel  J.  Bradbury,  Lynbrook 
Willet  S.  Brown,  Flushing 
P.  H.  Bumster,  Long  Island  City 
W.  J.  Burnett,  Long  Island  City 
Barton  W.  Brush,  Woodside 
'  James  E.  Burns,  Glen  Cove 
Martin  F.  Burns,  Long  Island  City 
M.  S.  Caldwell,  Far  Bockaway 
Edwin  Carman,  Freeport 
G.  Herbert  Carter,  Huntington 
William  I.  Cocke,  Port  Washington 

A.  C.  Combes,  Newton 
James  S.  Cooley,  Glen  Cove 
G.  H.  Donahue,  Northport 
Horace  D.  Dow,  Maspeth 

F.  T.  de  Lano,  Bockville  Centre 
John  W.  Durkee,  Sea  Cliff 

G.  D.  Farwell,  Elmhurst 
George  W.  Faller,  Oyster  Bay 
C.  G.  J.  Finn,  Hempstead 
Neil  O.  Fitch,  Long  Island  City 
T.  J.  Flynn,  Jamaica 

Rupert  Folger,  Whitestone 
Walter  G.  Frey,  Long  Island  City 
G.  A.  Fensterer,  Floral  Park 
George*  Forbes,  L.  I.  City 
J.  Mansfield  Foster,  Valley  Streams 
William  B.  Gibson.  Huntington 
E.  A.  Goodridge,  Flushing 
Joseph  F.  Gray,  Bockaway  Beach 

B.  C.  Gray,  Jamaica 
Samuel  Hendrickson,  Jamaica 
Skidmore  Hendrickson,  Brooklyn 
M.  W.  Herriman,  Long  Island  City 
J.  P.  Heyen,  Northport 


J.  E.  Hutcheson,  Bockville  Centre 

Arthur  D.  Jaques,  Lynbrook 

James  B.  Kennedy,  Long  Island  City 

L.  N.  Lanehart,  Hempstead 

T.  A.  Lehmann,  Long  Island  City 

Water  Lindsay,  Huntington 

C.  H.  Ludlam,  Hempstead 

Wm.  J.  Malcolm,  Jericho 

Henry  McDonald,  Morris  Park 

B.  F.  Macf  arlane,  Long  Island  City 
John  Mann,  Old  Westbury 

P.  J.  McKeown,  Long  Island  City 
Paul  O.  Meyer,  Long  Island  City 
G.  K.  Meynen,  Jamaica 
James  T.  Michel,  Farmingdale 
J.  P.  Moore,  Astoria 
J.  Howard  Moss,  Richmond  Hill 
W.  H.  Namack,  Far  Bockaway 
James  L.  New,  Long  Island  City 

C.  M.  Niesleyy  Manhasset 
John  Ordronauz,  Boslyn 
E.  N.  Pershing,  Lawrence 
Adolph  G.  Bave,  Hicksville 
E.  G.  Bave,  Hicksville 

J.  Carl  Schmuck,  Lawrence 

B.  F.  B.  Seaman,  Locust  Valley 
Joseph  P.  Sheridan,  Far  Bockaway 
E.  D.  Skinner,  Mineola 

W.  T.  Scovil,  Bichmond  Hill 
M.  M.  Sloeum,  Freeport 
S.  B.  Smallwood,  Aston? 
Wm.  J.  Steele,  Baldwin 

C.  B.  Story,  Bayside 

Benj.  G.  Strong,  Long  Island  City 
J.  D.  Trask,  New  York  City 
J.  C.  Vanderveer,  Mineola 
Anselm  A.  Voegtle,  Long  Island  City 
Herman  G.  Wahlig,  Sea  Cliff 
J.  B.  Wellwood,  Great  Neck 
H.  M.  Warner,  Hempstead 
Benjamin  Wood,  Flushing 
Philip  M.  Wood,  Jamaica 
William  H.  Zatpiskie,  Glen  Cove 
Number  of  Members,  88. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  BENSSELAER. 

(Organized  1806.) 

Meetings.— Annual,  second  Tuesday  in  May;  stated,  second  Tuesday  in 
each  month,  except  July  and  August. 
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Officers.     (May,  1904.) 


Hiram  Elliott,  President. 
John  A.  Barnes,  Secretary. 
Censors:  C.  W.  Hamm, 


William  Kirk,  Jr.,  Vice-President. 
Reed  Brockway  Bontecou,  Treasurer. 
Charles  B.  Sprague,  C.  H.  Travell. 


Members. 
(Where  no  town  is  mentioned  Troy  is  to  be  understood.) 


A.  F.  Adt,  54  4th  st 
W.  Aikin,  12  4th  st 

C.  8.  Allen,  Greenbush 

W.  L.  Allen,  Oreenbush 

J.  A.  Barnes,  548  Congress  st 

Joseph  E.  Baynes,  2419  5th  av 

Edward  W.  Becker,  30  Fourth  st 

J.  H.  BisseU,  2187  5th  av 

B.  B.  Bontecou,  82  4th  st 

B.  Brinsmade  Bontecou,  82  4th  st 

B.  S.  Booth,  21  1st  st 

6.  A.  Bradbury,  543  2d  av  N. 

£.  A.  Brown,  4  Union  pi 

Archibald  Buchanan,  128  3d  st 

Donald  O.  Buchanan,  1930  5th  av 

Henry  W.  Cary,  Troy 

J.  H.  Cipperly,  131  2d  st 

W.  L.  Clark,  Hoosick 

Andrew  C.  Grouse,  Melrose 

H.  E.  DeFreest,  745  Biver  st 

M.  D.  Dickinson,  6  St.  Paul's  pi 

T.  O.  Dickson,  1829  5th  av 

B.  G.  Edmans,  104  King  st 
Hiram  Elliott,  Marshall  Infirmary 
J.  J.  English,  223  4th  st 

H.  O.  Fairweather,  1629  5th  av 
M.  Felter,  1626  5th  av 
William  Finder,  Jr.,  2  Union  pi 
W.  J.  Fleming,  169  3d  st 
James  H.  Flynn,  633^  2d  av  N. 
H.  C.  Gordinier,  89  4th  st 
E.  J.  Gravatt,  342  2d  st 

C.  E.  Greenman,  104  3d  st 
C.  W.  Hamm,  607  Pawling  av 
T.  H.  Hannan,  Hoosick  Falls 
J.  B.  Harvie,  1741  5th  av 

T.  B.  Heimstreet,  14  Division  st 

C.  B.  Herrick,  40  State  st 

W.  L.  Hogeboom,  2179  5th  av 

D.  W.  Houston,  18  2d  st 
Emmett  Howd,  1830  7th  av 


J.  C.  Hutchinson,  328  Congress  st 

Beuben  H.  Irish,  518  2d  av  N. 

M.  Keenan,  2275  5th  av 

O.  F.  Kinloch,  16  4th  st 

Bollin  A.  Kirkpatrick,  739  Biver  st 

William  Kirk,  2655  Fifth  av 

Charles  F.  Kivlin,  2235  5th  av 

James  Ijove,  9  Winslow  av 

E.  L.  Lyons,  298  4th  av 

James  H.  Lyons,  569  2d  av  N. 

Ovilla  Mallett,  386  2d  st 

W.  P.  Mason,  Prof.  Chem.,  B.  P.  L 

D.  A.  McCarthy,  3042  6th  av 
G.  L.  Meredith,  1926  5th  av 
J,  McChesney,  Pawlings  av 
James  T.  McKenna,  112  4th  st 

E.  W.  Morehouse,  99  2d  st 
J.  W.  Morris,  }823  5th  av 
J.  B.  Neary,  5  Clinton  pi 

P.  J.  O'Brien,  2123  7th  av 
G.  M.  O'Malley,  307  Congress  st 
C.  E.  Nichols,  25  1st  st 
M.  F.  Phelan,  131  3d  st 

E.  E.  Richards,  Averill  Park 
Z.  Bosseau,  17  2d  st 

T.  B.  St.  John,  Centre  Brunswick 
W.  W.  Seymour,  105  3d  st 
S.  A.  Skinner,  Hoosick  Falls 
Frederick  A.  Smith,  3  Clinton  pi, 
Charles  B.  Sprague,  688  2d  av  N. 
Robert  Thomson,  1643  5th  av 
C.  Howard  Travell,  1915  5th  av 
L.  G.  Tuttle,  73  4th  st 
M.  F.  Wansbury,  437  3d  st 
B.  J.  Ward,  1  Cyprus  st 
B.  H.  Ward,  53  4th  st 
M.  A.  Wheeler,  763  Pawling  av 

F.  Winship,  Eagle  Mills 
Isaac  N.  Wright,  Averill  Park 
Thomas  G.  Wright,  17  Biver  st 

Number  of  Members,  81. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  BICHMOND. 
Meetings.— Annual,  second  Wednesday  in  January;  stated,  second  Wed- 
nesday in  each  month  at  the  Staten  Island  Academy,  New  Brighton. 
Officers.     (January,  1904.) 
William  Bryan,  President.  George  P.  Jessup,  Vice-President. 

H.  W.  Patterson,  Secretary  and  Treasurer. 
Censors:  Henry  C.  Johnston,  .       Jefferson  Scales,  Alfred  H.  Thomas. 

Members. 
Preston  B.  Bailbache,  Stapleton 
Edwin  C.  Baldwin,  Bosebank 
F.  T.  Barber,  Port  Bichmond 


W.  W.  Bostwick,  Sailors'  Snug  Har- 
bor, New  Brighton 
George  A.  P.  Boulden,  Tompkinsville 
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W.  F.  Bourne,  Tompkinsville 
William  Bryan,  W.  New  Brighton 
E.  J.  Callahan,  W.  New  Brighton 
N.  D.  Chapman,  Port  Richmond 
P.  E.  Clarke,  W.  New  Brighton 
James  G.  Clarke,  W.  New  Brighton 

E.  D.  Coonley,  Port  Richmond 
Frederick  Coonley,  W.  New  Brighton 
A.  D.  Decker,  Prince's  Bay 

F.  De  Revere,  Stapleton 
J.  L.  Devlin,  New  Dorp 

J.  D.  Dickson,  New  Brighton 
A.  H.  Doty,  Rosebank 
R.  Henry  Colder,  Rossville 
H.  T.  Goodwin,  Stapleton 
Ernest  E.  Hillyer,  Port  Richmond 

G.  P.  Jessup,  New  Dorp 

H.  C.  Johnston,  Tompkinsville 
H.  C.  Joy,  New  Brighton 
Max  Krneger,  Stapleton 
F.  Mechtold,  Stapleton 
Isaac  L.  Millspaugh,  Richmond 


George  Mord,  Stapleton 

J.  J.  O'Dea,  Stapleton 

H.  W.  Patterson,  New  Brighton 

Charles  E.  Pearson,  Tompkinsville 

C.  M.  Ross,  New  Brighton 

Jefferson  Scales,  Tompkinsville 

A.  C.  Smith,  Stapleton 

E.  H.  Sparks,  Prince's  Bay 

J.  T.  Sprague,  Stapleton 

A.  H.  Thomas,  Stapleton 

C.  W.  Townsend,  New  Brighton 

Wm.    T.    Van    Vredenburgh,    New 

Brighton 
J.  E.  Vidal,  Stapleton 
H.  E.  Walker,  Rosebank 
W.  C.  Walser,  W.  New  Brighton 
Walker  Washington,  Tottenville 
W.  B.  Wilkinson,  New  Brighton 
E.  D.  Wisely,  Port  Richmond 
Alfred  T.  Wood,  New  Brighton 
J.  W.  Wood,  Port  Richmond 
M.  C.  Wyeth,  Fort  Wadsworth 
Number  of  Members,  48. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ROCKLAND. 

(Reorganized  May  18,  1850.) 

Meetings.— Annual,  last  Tuesday  in  May;   semi-annual,   last  Tuesday 
in  October;  stated,  last  Tuesday  in  January  and  August. 

Officers. 

J.  Sengstacken,  Vice-President. 

J.  M.  Hasbrouck,  Treasurer. 

J.  Sengstacken,  F.  E.  Paget 

Members. 


S.  Demarest,  President. 
F.  E.  Paget,  Secretary. 
Censors:  S.  Demarest, 


Albert  O.  Bogert,  Spring  Valley 
Sylvester  Demarest,  Suff era 
John  Gillette,  Sloatsburgh 
L.  L.  Gillette,  Suffern 
John  M.  Hasbrouck,  Garnerville 


E.  B.  Laird,  Haverstraw 
Frank  E.  Paget,  Spring  Valley 
John  Sengstacken,  Stony  Point 
Wm.  S.  Taylor,  Spring  Valley 
N.  B.  Van  Houten,  New  City 
Number  of  Members,  10. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ST.  LAWRENCE. 
(Reorganized  1861.) 

Meetings.  — -  Annual,  first  Tuesday  in  April;  semi-annual,  first  Tuesday 
in  October. 

Officers,     (1904.) 

H.  J.  Morgan,  Vice-President. 
A.  H.  Allen,  Treasurer. 
B.  F.  Drury,  W.  H.  Hanbidge 


E.  M.  Somers,  President 
S.  W.  Close,  Secretary, 

Censors:  Jesse  Reynolds, 


M.  embers. 


Andrew  H.  Allen,  Gouverneur 
F.  D.  Allen,  Richville 
C.  B.  Bartholomew,  Ogdensburg 
John  N.  Basset,  Canton 
Mary  Bryan,  Ogdensburg 
S.  E.  Brown,  Ogdensburg 
S.  Pope  Brown,  Potsdam 


C.  M.  Burdick,  Ogdensburg 
Mary  Clayton,  Ogdensburg 
S.  W.  Close,  Gouverneur 
W.  Grant  Cooper,  Ogdensburg 
F.  W.  Dalmage,  Hermon 
W.  S.  Daly,  Ogdensburg 
S.  W.  Dodge,  Massena 
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J.  MacB.  Davidson,  Potsdam 
Benjamin  F.  Drury,  Qouverneor 
Fred.  F.  Drury,  Gouvemetur 
Franklin  D.  Earl,  Ogdeneburg 
J.  Q.  Flood,  Hopkinton 
Frank  J.  Fuller,  Potsdam 
£.  H.  Hackett,  Massena 
W.  H.  Hanbidge,  Ogdensborg 

C.  B.  Hawley,  Gouverneur 
Lucia  E.  Heaton,  Canton 

B.  H.  Hatchings,  Ogdensburg 
H.  Kay  Kerr,  Hammond 

D.  Kelloek,  Fullerville 

W.  H.  Kidder,  Ogdeneburg 
Boy  L.  Leak,  Ogdeneburg 
William  Mabon,  New  York  City 
Grant  C.  Madill,  Ogdeneburg 
Alex.  D.  McEwen,  Ogdeneburg 
O.  McFadden,  Massena 
H.  A.  Mcllmoyl,  Ogdeneburg 


E.  A.  Merkley,  Edwards 
H.  J.  Morgan,  Ogdeneburg 
E.  A.  Nevin,  Ogdeneburg 
Mark  Paehayan,  Ogdeneburg 
Caroline  Pease,  Ogdeneburg 
T.  A.  Pease,  Norwood 
Chas.  Pomeroy,  Ogdeneburg 
J.  E.  Boberteon,  Ogdeneburg* 

C.  A.  Butherf  ord,  Waddington 
Jesse  Reynolds,  Potsdam 

G.  M.  Russell,  Massena 

P.  H.  Shea,  Canton 

Moses  E.  Smith,  Colton 

W.  C.  Smith,  Winthrop 

E.  M.  Somen,  Jr.,  Ogdeneburg 

D.  M.  Taylor,  Edwarde 

S.  D.  Wilgue,  Ogdeneburg 
Joseph  C.  Willson,  Canton 
James  Wiltee,  Benson's  Mines 
W.  D.  Witherbee,  Potsdam 
Number  of  Members,  53. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SARATOGA, 

(Organized  in  July,  1807.) 

(No  existing  society.) 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SCHENECTADY. 

(Organized  January  16,  1869.)  > 

Meetings.— Annual,  second  Tuesday  in  January;  semi-annual,  second 
Tuesday  in  June;  monthly,  second  Tuesday  in  February,  March,  April, 
May,  September,  November,  and  December. 


Officers. 

Beed  A.  Sauter,  President. 
F.  C.  Beed,  Secretary. 
Censors:  Frank  Vander  Bogert, 


W.  A.  Alexander,  Schenectady 
G.  W.  Bates,  Schenectady 
Herman  Bauer,  Schenectady 
Lester  Betts,  Schenectady 
C.  G.  Briggs,  Schenectady 
H.  A.  Bryant,  Mt.  Pleasant 
F.  F.  Burtis,  Schenectady 
Thomas  Carner,  Schenectady 
K.  S.  Clark,  Schenectady 
C.  F.  Clowe,  Schenectady 
W.  T.  Clute,  Schenectady 
J.  H.  Collins,  Schenectady 
L.  K.  Dugan,  Schenectady 
C.  C.  Duryea,  Schenectady 
A.  Ennis,  Pattersonville 
John  Fallon,  Schenectady 
L.  Faust,  Schenectady 
W.  P.  Faust,  Schenectady 
A.  S.  Fay,  Bellevue 
Wm.  L.  Fodder,  Schenectady 
Fenton  I.  Gidley,  Schenectady 

'      Med  NY  82 


(January,  1904.) 

William  L.  Fodder,  Vice-President. 
G.  V.  Johnson,  Treasurer. 

Lester  Betts,  F.  F.  Burtis. 

Members. ,  .' 

Beed  Gilmore,  Schenectady 
W.  W.  Goddard,  Schenectady 
W.  G.  B.  Hall,  Schenectady 
Stillman  S.  Ham,  Schenectady 
J.  A.  Heatley,  Schenectady 

B.  B.  Hoyt,  Schenectady 
H.  G.  Hughes,  Schenectady 
W.  L.  Huggins,  Schenectady 
H.  Jackson,  Schenectady 

G.  V.  Johnson,  Schenectady 

D.  L.  Kathan,  Schenectady 
Henry  A.  Kurth,  Schenectady 
M.  8.  Lord,  Schenectady 

C.  A.  MacMinn,  Schenectady 
George  E.  McDonald,  Schenectady. 
Balph  McDougall,  Delanson 

J.  F.  McEncroe,  Schenectady 
Charles  McMullen,  Schenectady 
Peter  McPartlon,  Schenectady 

E.  B.  Mann,  Schenectady 
P.  T.  Markey,  Schenectady 
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Janet  Murray,  Schenectady 
H.  Y.  Mynderse,  Schenectady 
William  Parsons,  Fultonville 
William  L.  Pearson,  Schenectady 
L.  G.  Price,  Schenectady 
M.  G.  Plank,  Schenectady 
J.  M.  Bacette,  Schenectady 
Joseph  Baymond,  Schenectady 
F.  C.  Beed,  Schenectady 
J.  E.  Beed,  Schenectady 
E.  T.  Bulison,  Schenectady     , 
N.  B.  Saunders,  Schenectady 
E.  V.  Shores,  Schenectady 
Beed  A.  Sauter,  Schenectady 
J.  L.  Schoolcraft,  Schenectady 


Hannan  A.  Staley,  Schenectady 
Walter  A.  Stearns,  Schenectady 
Cynthia  Stears,  Schenectady 
W.  A.  Stone,  Schenectady 
G.  B.  Teames,  Schenectady 
H.  L.  Towne,  Schenectady 
G.  N.  Van  Den  Burgh,  Bellevue 
Frank  Yander  Bogert,  Schenectady 
E.  S.  Vass,  Schenectady 
A.  Van  Yranken,  Schenectady 
Burton  Van  Zandt,  Schenectady 
James  Walshe,  Schenectady 
Edward  J.  Wiencke,  Schenectady 
William  Wilson,  Scotia 
Edwin  Toung,  West  Glenville 
Number  of  Members,  72. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SCHOHABIE. 

(Organized  in  1806;  reorganized  in  1857.) 

Meetings.— Annual,  first  Tuesday  in  June;  semi-annual,  second  Tuesday 
in  October. 

Officers. 

O.  A.  Snyder,  President.  C.   E.   Weidman,   Vice-President. 

H.  F.  Kingsley,  Secretary.  LeBoy  Becker,  Treasurer. 

Censors;  C.  K.  Frazer,  L.  O.  White,                       M.  D.  Lipes, 

C.  S.  Best,  F.  L.  Posson. 

Committee  on  Hygiene:  W.  T.  Bivenburgh,                         W.  W.  Burgett. 


Members. 


F.  P.  Beard,  Cobleskill 

LeBoy  Becker,  Cobleskill 

C.  S.  Best,  Middleburgh 

E.  E.  Billing,  Gilboa 

J.  B.  Brown,  Seward 

E.  E.  Brayman,  Livingstonville 

E.  O.  Bruce,  Hyndsville 

M.  Bruce,  Charlotteville 

W.  W.  Burgett,  Fultonham 

L.  Cross,  Cobleskill 

Charles  Dickinson,  Seward 

C.  K.  Frazier,  Cobleskill 
Andrew  J.  Griffin,  Carlisle 
Abram  L.  Haines,  Schoharie 
John  Hotaling,  Gallupville 
H.  F.  Kingsley,  Schoharie 
Ezra  Lawyer,  Cobleskill 

D.  M.  Leonard,  Broome  Centre 
M.  D.  Lipes,  Howe's  Cave 
Edward  Marsh,  Sloansville 


S.  A.  Mereness,  Carlisle 
J.  J.  Miller,  Cobleskill 

D.  Norwood,  Esperance 

H.  L.  Odell,  Sharon  Springs 
Carolyn  Oldendorf ,  Cobleskill 

E.  S.  Persons,  Gilboa 

F.  L.  Posson,  Schoharie 

W.  S.  Bivenburgh,  Middleburgh 

B.  J.  Boscoe,  Cobleskill 
J.  Bossman,  Middleburgh 
Edgar  S.  Simpkins,  Middleburgh 
Nathan  Smith,  Bichmondville 
O.  A.  Snyder,  Schoharie 
James  M.  Tibbits,  West  Fulton 
John  H.  Weckel,  Breakabeen 
Chas.  E.  Weidman,  Gallupville 
Henry  D.  Wells,  Middleburgh     , 

C.  F.  Wharton,  Summit 

L.  O.  White,  Sharon  Springs 

Number  of  Members,  39. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SCHUYLEB. 

(Organized  December  29,  1857.) 

Meetings.— Annual,  second  Tuesday  in  January;   semi-annual,  second 
Tuesday  in  July. 

(No  active  Society.) 
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MEDICAL  SOCIETY  OP  THE  COUNTY  OP  SENECA. 

Of/hers.    (Not  revised.) 

John  P.  Crosby,  President.  _— ,  Vice-President. 

D.  P.  Everts,  Secretary.  Prank  M.  Severson,  Treasurer. 

(Censors:  Elias  Lester,  George  A-  Bellows,  E.  W.  Bogardus, 

John  Denniston,  L.  A.  Gould. 


Members. 


A.  J.  Alleman,  McDougall's 
P.  P.  Bamf  ord,  Willard 
George  A.  Bellows,  Waterloo 
M.  D.  Blaine,  Auburn 
E.  W.  Bogardus,  Poplar  Bidge 
Frederick  E.  Bowlby.  Willard 
Harvey  E.  Brown,  Fayette 
J.  P.  Carlton,  Waterloo 
J.  8.  Carman,  Lodi 
George  W.  Clark,  Waterloo 
J.  P.  Crosby,  Seneca  Palls 
Thomas  Carrie,  Willard 
John-  Denniston,  Ovid 
Bichard  Dey,  Bomulus 
Robert  Doran,  Willard 
D.  F.  Everts,  Bomulus 
John  Plickinger,  Trumansburg 
Louis  A.  Gould,  Farmer 


James  H.  Haslett,  Waterloo 
Elias  Lester,  Seneca  Falls 
Frederick  W.  Lester,  Seneca  Palls 
William  A.  Macy,  Willard 
James  E.  Medden,  Seneca  Falls 
W.   S.  Nelson,  Seneca  Falls 
J.  O.  Pangburn,  Logan 
George  Post,  Ovid 
James  S.  Purdy,  Seneca  Palls 
John  Russell,  Willard 
Win.  L.  Russell,  Willard 
Charles  F.  Sanborn,  Willard 
Frank  W.  Severne,  Farmer 
Frank  M.  Severson,  Seneca  Falls 
William  Steinbach,  Willard 
J.  H.  Sternberg,  Waterloo 
William  B.  Stacy,  Magee's  Corners 
J.  M.  Townsend,  Trumansburg 
Number  of  Members,  36: 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  STEUBEN. 

Meetings.— Annual,  second  Tuesday  in  May;  semi-annual,  second  Tues- 
day in  October;  quarterly,  second  Tuesday  in  August. 

Officers,     (1904.) 

Thomas  H.  Pawling,  President.         B.  G.  Lawrence,  Vice-President. 

W.  W.  Smith,  Secretary  and  Treasurer. 

Censors:  C.  S.  Parkhill,  Ira  P.  Smith.  W.  S.  Cobb, 

E.  J.  Carpenter,  H.  R.  Ainsworth. 


Members. 


Cassius  M.  Ackley,  South  Dansville 

H.  B.  Ainsworth,  Addison 

P.  L.  Alden,  Hammondsport 

A.  A.  Aldrich,  Addison 

Eli  Allison,  Wayne 

Warren  L.  Babcock,  Bath 

Robert  Bell,  Monterey 

C.  M.  Brasted,  Hornellsville 
T.  O.  Burleson,  Bath 
Marcus  C.  Butler,  Corning 
Edward  J.  Carpenter,  Corning 
Charles  A.  Carr,  Corning 

D.  J.  Chittenden,  Addison 
George  Conderman,  Hornellsville 
Willis  S.  Cobb,  Corning 

James  C.  Dorr,  Wayland 

J.  B.  Dudley,  Kanonah 

F.  G.  Esson,  Corning 

Lewis  Fitzsimmons,  South  Putney 

T.  B.  Fowler,  Cohocton 


Lawrence  J.  Gerrold,  Bath 
Horatio  Gilbert,  Hornellsville 
H.  8.  Gillett,  Savona 
George  S.  Goff,  .Corning 
Charles  O.  Green,  Hornellsville 
J.  L.  Howell,  Avoca 
Clayton  K.  Haskell,  Bath 
H.  H.  HubbeU,  Corning 
Edward  H.  Hutton,  Corning 
Harvey  P.  Jack,  Canisteo 
Ambrose  Kasson,  Bath 
J.  G.  Kelly,  Hornellsville 
Frank  H.  Koyle,  Hornellsville 
George  W.  Lane,  Corning 
R.  G.  Lawrence,  Hammondsport 
Thomas  A.  McNamara,  Corning 
George  C.  McNett,  Bath 
D.  P.  Matthewson,  Bath 
John  L.  Miller,  Corning 
J.  D.  Mitchell,  Hornellsville 
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Samuel  Mitchell,  HorneUsville 
H.  B.  Nichols,  Pultney 
W.  £.  Palmer,  HorneUsville 
C.  8.  Parkhill,  HorneUsville 
Thomas  H.  Pawling,  Bath 
Frank  Ward  Boss,  Elmira 
George  M.  Skinner,  Wayland 
Clarence  F.  Smith,  Greenwood 
H.  B.  Smith,  Corning 
I.  P.  Smith,  Bath 
Lyman  B.  Smith,  HorneUsville 
W.  W.  Smith,  Avoca 
H.  8.  Spronl,  Corning 


C.  B.  Stevens,  Wallace 
Spencer  H.  Stuart,  Cameron 
Stephen  M.  Switzer,  Bradford 
V.  B.  Thome,  Woodhull 
C.  J.  Tomer,  Savona 
H.  L.  Tyler,  Corning 
Bertis  B.  Wakeman,  HorneUsville 
James  E.  Walker,  HorneUsville 
Townsend  Walker,  Campbell 
J.  B.  Webster,  Corning 
P.  D.  Williamson,  Arkport 
E.  Winne,  Haskinville 
Henry  J.  Wynkoop,  Bath 
Number  of  Members,  66. 


MEDICAL  SOCIETY  OP  THE  COUNTY  OP  SUFFOLK. 

(Organized  July  22,  1806.) 

Meetings.— Annual,  in  April,  at  Overhead,  during  court  week;  semi- 
annual, in  October,  on  the  day  and  at  the  place  directed  at  the  April 
meeting. 

Officers.     (April,  1904.) 

G.  A.  Smith,  President.  W.  H.  Boss,  Vice-President. 

P.  V.  B.  Fowler,  Secretary.  B.  D.  Skinner,  Treasurer. 

J.  H.  Benjamin,  Librarian. 
Censors:  George  T.  Fanning,  Charles  E.  Wells,  Frank  Overton. 

Members. 


Clarence  A.  Baker.  Yaphank 

T.  Everett  Benjamin,  Shelter  Island 

John  H.  Benjamin,  Biverhead 

W.  S.  Bennett,  Patchogue 

Samuel  Blume,  Biverhead 

L.  A.  8.  Bodine,  East  Hampton 

O.  G.  Brink,  Central  Islip 

Thomas  H.  Chattle,  Good  Ground 

Robert  G.  Cornwall,  Jamesport 

Silas  B.  Corwith,  Bridgehampton 

Oliver  M.  Dewing,  Kings  Park 

M.  B.  Davis,  Patchogue 

F.  C.  Dildine,  Port  Jefferson 

Daniel  Edwards,  East  Hampton 

George     T.     Fanning,     Smithtown 

Branch  * 

P.  Van  Benschoten   Fowler,   Centre 

Moriches 
Robert  W.  Fowler,  Central  Islip 
C.  F.  Gardner,  Westhampton  Beach 
H.  Gates  Gibson,  Central  Islip 
Hugh  Halsey,  Southampton 
James  L.  Halsey,  Islip 
Wm.  H.  Hagenbush,  Kings  Park 
George  O.  Hanlon,  Kings  Park 
John  R.  Harding,  Kings  Park 
H.  E.  Hewlett,  Babylon 
W.  W.  Hewlett,  Babylon 
M.  B.  Heyman,  Central  Islip 
Frank  Hinkley,  Central  Islip 
Clarence  H:  Hulse,  Sayville 
W.  A.  HulBe,  Bayshore 


G.  L.  Hunter,  Sag  Harbor 
P.  B.  Kirchbaum,  Sayville 
Alice  M.  F.  Leader,  Central  Islip 
M.  B.  Lewis,  East  Hampton 
Walter  Lindsay,  Huntington 

A.  C.  Loper,  Greenport 
Charles  A.  Luce,  Amityville 

D.  C.  MacClymont,  Kings  Park 
Frank  H.  Magness,  Central  Islip 

B.  F.  Maney,  Port  Jefferson 
Clarence  C.  Miles,  Greenport 

E.  S.  Moore,  Bayshore 
Edward  T.  Murray,  Central  Islip 
John  Nugent,  Southampton 
Frank  Overton,  Patchogue 

Rose  K.  Owen,  Central  Islip 
Nishan  A.  Pashayan,  Kings  Park 

A.  C.  Payne,  Biverhead 
Edward  F.  Preston,  Amityville 
Addison  Raynor,  Brooklyn 
W.  H.  Roe,  Patchogue 

B.  F.  Rogers,  Eastport 

Aaron  J.  Rosenberg,  Kings  Park 
W.  H.  Ross,  Brentwood 
M.  G.  Ryan,  Central  Islip 
Walter  H.  Sanf ord,  Kings  Park 
W.  B.  Savage,  Central  Islip 
Thomas  W.  Simon,  Kings  Park 
M.  S.  Skidmore,  East  Moriches 
B.  D.  Skinner,  Greenport 
G.  A.  Smith,  Central  Islip 
J.  R.  Taylor,  Brooklyn 
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Paul  G.  Taddiken,  Kings  Park 
A.  H.  Terry,  Patchogue 
M.  J.  Thornton;  Central  Islip 
Albert  £.  Ullman,  Kings  Park 
A.  P.  Van  Deinse,  Sayville 
Irving  Lee  Walker,  Central  Islip 


Charles  M.  Walling,  Bellport 
W.  J.  Weeks,  Babylon 
Charles  £.  Wells,  Sag  Harbor 
C.  B.  West,  Central  Islip 
Bryan  G.  Williams,  Kings  Park 
H.  H.  Young,  Riverhead 
Number  of  Members,  74. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  SULLIVAN. 

(Organised  October  8,  1809.) 

Meetings.— Annual,  first  Wednesday  after  the  second  Tuesday  in  June; 
semi-annual,  whenever  the  Society  directs  at  the  annual  meeting. 

Officers.     (List  not  revised;  Society  inactive.) 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  TIOGA. 

Meetings.— Annual,  second  Tuesday  in  January;  first  quarterly,  second 
Tuesday  in  April;  semi-annual,  second  Tuesday  in  July;  second  quarterly, 
second  Tuesday  in  October. 


Officers. 

E.  E.  Bauer,  President. 
A.  W.  Stiles,  Secretory. 
Censors:  B.  D.  Eastman, 
&  8.  Harnden, 


(January,  1904.) 

H.  T.  Dunbar,  Vice-President. 
J.  M.  Barrett,  Treasurer. 
H.  L.  Knapp,  8.  W.  Thompson, 

E.  E.  Bauer. 


Members. 


D.  S.  Anderson,  Owego 
W.  L.  Ayer,  Owego 
James  M.  Barrett,  Owego 

E.  E.  Bauer,  Owego 

G.  W.  Beach,  Apalachin 
Edward  8.  Beck,  Owego 
L.  S.  Betowski,  Waverly 
George  M.  Cady,  Nichols 
G.  L.  Carpenter,  Waverly 

C.  W.  Chidester,  Newark  Valley 
M.  B.  Dean,  Candor 

H.  T.  Dunbar,  Candor 
B.  D.  Eastman,  Berkshire 
Walter  C.  Everett,  Nichols 
Henry  A.  Glover,  Windham,  Pa. 
B.  T.  Gates,  Newark  Valley 

D.  D.  Harnden,  Waverly 


B.  8.  Harnden,  Waverly 
W.  E.  Johnson,  Waverly 
Hiram  L.  Knapp,  Newark  Valley 
J.  E.  Leonard,  Harford  Mills   - 
G.  B.  Lewis,  Owego 

William  A.  Moulton,  Nichols 

A.  T.  Pearsall,  Owego 

E.  E.  Pease,  Nichols 

A.  W.  Post,  Tioga  Centre 

K.  F.  Hubert,  Owego 

A.  W.  Stiles,  Apalachin 

C.  L.  Stiles,  Owego 

8.  W.  Thompson,  Owego 
J.  T.  Tucker,  Waverly 
T.  C.  Washburn,  Spencer 
A.  G.  Watkins,  Speedsville 
Number  of  Members,  83. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  TOMPKINS. 

(Organized  about  1815;  reorganized  October,  1862.) 

Meetings.— Annual,  last  Wednesday  in  May;  semi-annual,  last  Wednes- 
day in  November. 

Officers. 

Paul  B.  Brown,  President.  Edward  Meany,  Vice-President. 

,  Secretary.  Hardy  T.  Bhodes,  Treasurer. 

Censors:  8.  H.  Peck,  W.  C.  Gallagher,  John  Winsiow, 

Eugene  Baker,  Edward  Meany. 

Committee  on  Hygiene:  B.  G.  Wilder,  James  Law. 
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Members. 


Eugene  Baker,  Ithaca 
Jndson  Beach.  Etna 
Chauncey  P.  Biggs,  Ithaca 
Paul  B.  Brown,  Ithaca 
G.  G.  Cook,  Newfield 
Luzerne  Coville,  Ithaca 
Win.  G.  Douglass,  Ithaca 
Jamee  P.  Fancy,  Ithaca 
W.  G.  Gallagher,  Slaterville 
John  B.  Hawes,  Ithaca 
John  W.  Judd,  Ithaca 


E.  H.  Kyle,  Ithaca 

W.  H.  Lockerby,  Ithaca 

Edward  Meany,  Ithaca 

E.  B.  Osterhout,  Newfield 

a  H.  Peck,  Ithaca 

Hardy  T.  Bhodes,  Ithaca 

John  M.  Townsend,  Trumansburg 

Henry  D.  Watson,  Ludlowville 

Arthur  D.  White,  Ithaca 

Burt  G.  Wilder,  Ithaca 

Number  of  Members  2L 


MEDICAL  SOCIETY  OF  THE  COUNTY   OF  UMTEB. 

Meetings.— Annual,  last  Tuesday  in  May,  at  Kingston;  quarterly, 
second  Tuesday  in  September,  December,  and  March,  at  such  places  as 
the  Comitia  Minora  may  direct. 

Officers. 

E.  J.  Gallagher,  President.  A.   S.   Vrooman,   Vice-President. 

W.  C.  Scoring,  Secretary.  E.  H.  Loughran,  Treasurer. 

Censors:  A.  H.  Mambert,  E.  H.  Loughran,  J.  L.  Preston. 

W.  D.  Hasbrouck,  a   V.  Hasbrouck. 

Committee  on  Hygiene:  J.  Chambers,        B.  Crawford,        C.  W.  Crispell, 

B.  B,  Bloom,  C.  A.  Munn. 

Members. 


George  Basten,  Kingston 
Benjamin  K.  Bevier,  Napanoch 

B.  &.  Bloom,  Shokan 
J.  Bougarty,  Kingston 

J..  M.  Bowman,  Eddyrille 
J.  C.  Bowser,  Kingston 
W.  J.  B.  Brewster,  Port  Ewen 
Charles  S.  Brower,  Phoenicia 
J.  D.  Bryant,  Kingston 
E.  W.  Carhart,  Pine  Hill 
Jacob  Chambers,  Kingston 
George  P.  Chandler,  Kingston 
P.  B.  Collier,  Kingston 
Daniel  Connelly,  Kingston 
H.  Craft,  Stone  Ridge 
Buf us  Crawford,  West  Camp 

C.  W.  Crispell,  Bondout 
John  A.  Decker,  Ulster  Park 
Charles  De  Witt,  Quarryrille 

B.  Diedling,  Saugerties 

J.  P.  S.  Eastgate,  EUenville 

J.  Preston,  Milton 

E.  J.  Gallagher,  Kingston 

A.  C.  Gates,  Kingston 

W.  W.  Hadley,  Stone  Ridge 

C.  Y.  Hasbrouck,  Bosendale 
J.  Hasbrouck,  Port  Ewen 
W.  D.  Hasbrouck,  Bondout 

P.  D.  B.  Hoornbeck,  Wawarsing 


J.  E.  D.  Hoornbeck,  Kerhonkson 
Frederick  A.  Hunt,  Napanoch 
Harvey  C.  Keator,  Bosendale 
T.  O.  Keator,  Accord 
C.  F.  Keef e,  Kingston 
George  S.  La  Moree,  Highland 
Buel  Latcher,  High  Falls 
E.  H.  Loughran,  Kingston 
A.  H.  Mambert,  Bondout 
C.  T.  Montgomery,  Glaseo 
Charles  A.  Munn,  Kingston 
J.  B.  Nelson,  Kingston 
E.  E.  Norwood,  Kingston 
A.  H.  Palmer,  Marlborough 
J.  L.  Preston,  Kingston 
A.  Beed,  Highland 
G.  W.  Boss,  Port  Ewen 
W.  a  Sebring.  Kingston 
George  Stanwiz,  Saugerties 
A.  A.  Stern,  Bondout 
John  Yan  Den  Mark,  Bosendale 
G.  H.  Yan  Gaasbeck,  Kingston 
H.  Yan  Hoevenburgh,  Kingston 
Alfred  S.  Yrooman,  Kingston 
J.  8.  Wade,  West  Hurley 
J.  J.  Wolf,  Bondout 
J.  D.  Wurte,  Kingston 
J,  McF.  Winfleld,  Brooklyn 

Number  of  Members,  57. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WABBEN. 

Meetings. — Annual,   second  Tuesday  in  June,   at   Glens  Falls';    semi- 
annual, when  and  where  the  Society  determines. 
(No  active  Society.) 


Digitized  by 


Google 


COUNTY    MEDICAL    SOCIETIES 


496 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WASHINGTON; 

(Organised  July  1,  1806.) 

Meetings. —Annual,  third  Tuesday  in  May,  at  Arglye;  semi-annual,  first 
Tuesday  in  October,  at  Fort  Edward. 


Officers. 
B.  A.  Heenan,  President. 


(May,  1904.) 

B.  C.  Davies,  Vice-President. 


Henry  Boot,  Secretary  and  Treasurer. 
Censors:  S.  J.  Banker,  B.  C.  Davies, 

Committee  on  Hygiene:  W.  C.  Cuthbert,      J.  W.  Dean, 


Lewis  B.  Oatman. 
William  M.  Bapp. 


Resident  Members. 


S.  J.  Banker,  Fort  Edward 
Franklin  T.  Beattie,  Shusan 

F.  H.  Braymer,  Hebron 

G.  A.  Bromley,  Granville 
W.  C.  Cuthbert,  Sandy  Hill 

B.  C.  Davies,  Granville 

J,  Wyman  Dean,  Sandy  Hill 

A.  E.  Falkenbury,  Whitehall 

C.  J.  Farley,  Bolton 

Fred.  G.  Fielding,  Glens  Falls 

H.  Gray,  Greenwich 

Bobert  A.  Heenan,  Sandy  HiH 

B.  B.  Holcomb,  Whitehall 
S.  B.  Irwin,  West  Hebron 
Edward  Joslin,  Whitehall 
J.  Lambert,  Salem 
Henry  Lewis,  Argyle 


W.  B.  Madison,  West  Hebron 
J.  H.  Maguire,  Salem 
D.  M.  McKenzie,  Granville 
Wm.  B.  Melick,  Fort  Edward 
J.  Millington,  Greenwich 
H.  C.  Monroe,  Sandy  Hill 
G.  B.  Murray,  Greenwich 
Lewis  B.  Oatman,  Greenwich 
James  T.  Park,  Sandy  Hill 
Samuel  Pashley,  Hartford 
William  M.  Bapp,  Argyle 
Henry  Boot,  Whitehall 
Sidney  A.  Bowe,  Fort  Ann 
George  M.  Stillman,  Argyle 
C.  W.  Sumner,  North  Granville 
W.  A.  Tenney,  Granville 
A.  M.  Young,  Salem. 

Number  of  Members,  35. 


MEDICAL   SOCIETY  OF  THE   COUNTY   OF  WAYNE. 

(Organised  July  2,  1828.) 

Meetings.— Annual,  second  Tuesday  in  July,  at  Lyons;   semi-annual, 
second  Tuesday  in  January,  at  Newark. 

Officers. 

E.  H.  Lapp,  President. 
A.  F.  Sheldon,  Secretary. 
Censors:  M.  A.  Veeder,      H.  L.  Chase, 


G.  D.  Winchell,  Vice-President.  ' 
M.  A.  Veeder,  Treasurer. 

W.  J.  Coppernall,      E.  H.  Lapp. 


George  Allen,  Clyde 
G.  D.  Barrett,  Clyde 
J.  8.  Brandt,  Ontario 
Mary  A.  Brownell,  Newark 
J.  S.  Campbell,  Ontario 
M.  E.  Carmer,  Lyons 
Bobert  S.  Carr,  Williamson 
H.  L.  Chase,  Palmyra 
Darwin  Colvin,  Clyde 
W.  J.  Coppernall,  Newark 
George  A.  Craft,  Newark 
L.  B.  Darling,  Palmyra  . 
Gard  W.  Foster,  Clyde 
Cyrus  H.  Fulton,  Lyons 
T.  H.  Hallett,  Clyde 


Members. 


W.  J.  Hennessy,  Palmyra 

D.  B.  Horton,  Bed  Creek 
Cyrus  P.  Jennings,  Macedon 
Wm.  H.  Jessup,  Newark 
Annie  Lapp,  Williamson 

N.  E.  Landon,  Newark 
F.  A.  Lewis,  Walworth 

E.  H.  Lapp,  Williamson 
J.  F.  Myers,  Sodus 

M.  W.  T.  Negus,  South  Sodus 
D.  W.  Pierce,  Savannah 
James  W.  Putnam,  Lyons 
B.  A.  Beeves,  Macedon 
W.  H.  Bichardson,  Sodus 
Jason  N.  Robertson,  Wolcott 
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H.  F.  Seaman,  Alton 
A.  F.  Sheldon,  Lyons 
L.  H.  Smith,  Palmyra 
C.  H.  Towlerton,  Lyons 
Jamie  M%  Turner,  Lyons 
John  Van  Dorn,  Marion 


M.  A.  Veeder,  Lyons 
Anna  Warnecke,  Newark 

F.  L.  Wilson,  Sodus  Point 

G.  D.  Winchell,  Rose 
George  D.  York,  Newark 
A.  A.  Young,  Newark 

Number  of  Members,  41. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WESTCHESTER. 

(Organized  May  8,  1797.) 

Meetings.— Annual,  third  Tuesday  in  May,  at  White  Plains;  stated, 
third  Tuesday  in  September,  November,  January,  and  March.  (Time  and 
place  of  stated  meetings  at  the  option  of  the  Society,) 

Officers.     (May,  1904.) 

Charles  F.  Chapman,  President.  H.  B.  Brown,  Vice-President. 

C.  P.  Byington,  Secretary.  S.  O.  Myers,  Treasurer. 

N.  F.  Curtis,  Curator. 
Censors:  H.  E.  Sebmidt,  Chairman,      W.  S.  Fleming,      A.  M.  Campbell. 


Members. 


8.  W.  Adams,  Mt.  Vernon 

Oliver  L.  Austin,  Tuckahoe 

G.  B.  Balch,  Yonkers 

Lester  C.  Baldwin,  Bedford 

Garrett  N.  Banker,  Yonkers 

A.  T.  Banning,  Mt.  Vernon 

M.  W.  Barnum, .  Ossining 

P.  J.  Bauerberg,  Yonkers 

E.  B.  Beaudry,  New  Rochelle 

W.  A.  Bell,  Yonkers 

A.  C.  Benedict,  Yonkers 

C.  S.  Benedict,  310  W.  102d  st,  N.  Y. 

James  C.  Bennett,  Yonkers 

T*,  P.  Berens,  New  Rochelle 

Samuel  Beyea,  New  Rochelle 

J»  F.  J.  Blace,  White  Plains 

J.  W.  Bowden,  Yonkers 

E.  N.  Brandt,  Hastings-on-Hudson 

H.  Beattie  Brown,  Yonkers 

Valentine  Browne,  Yonkers 

E.  F.  Brush,  Mt.  Vernon 

W.  E.  Bollard,  Larchmont 

Clarence  W.  Buckmaster,  Yonkers 

C.  P.  Byington,  Ossining 
P.  S.  Byrne,  Yonkers 
P.  A.  Callan,  Yonkers 

A.  M.  Campbell,  Mt.  Vernon 
Elon  N.  Carpenter,  Mamaroneck 
W.  M.  Carhart,  Peekskill 

D.  L.  Casselmann,  Purdy's  Station 
Charles  F.  Chapman,  Mt.  Kisco 

J.  F.  Chapman,  Katonah 
Herbert  R.  Clarlton.  Mt.  Vernon 
George  B.  Clark,  Armonk 

E.  M.  Clark,  Mamaroneck 

E.  H.  Codding,  New  Rochelle 
Philander  ColTard,  Ossining 
W.  S.  Coons,  Yonkers 


R.  B.  Coutant,  Tarrytown 
G.  P.  M.  Curry,  Mt.  Kisco 
Stanton  Curry,  Peekskill 
Andrew  F.  Currier,  Mt.  Vernon 
Newton  F.  Curtis,  White  Plains 
F.  W.  Dalrymple,  New  Rochelle 
H.  G.  V.  De  Hart,  White  Plains 
Wm.  J.  Dougherty,  Yonkers 
Joseph  W.  Droogan,  Westchester 
E.  F.  Duffy,  Yonkers 
Carroll  Dunham,  Irvington 
A.  B.  Eckerson,  Mt.  Vernon 
W.  S.  Emberson,  New  Rochelle 
Robert  Condit  Eddy,  New  Rochelle 
W*  S.  Fleming,  Mt.  Vernon 
Robert  W.  Fowler,  Mt.  Vernon 
M.  H.  Foy,  Yonkers 
N.  H.  Freeland,  Tarrytown 
S.  E.  Getty,  Yonkers 
J.  T.  Gibson,  Yonkers 
Fred.  R.  Glover,  Mt.  Vernon 
Thomas  F.  Goodwin,  Mt.  Vernon 
I.  T.  Gorton,  Yonkers 
William  D.  Granger,  Bronxville 
J.  P.  Greene,  Mamaroneck 
William  F.  Greene,  Mt.  Vernon 
Daniel  M.  Griffin,  Port  Chester 
E.  I.  Harrington,  Yonkers 
Hickson  F.  Hart,  Peekskill 
E.  M.  Hermance,  Yonkers 
P.  L.  Hitchcock,  Croton  Falls 
Adolph  Hoerr,  Mamaroneck 
Stephen  F.  Horton,  Peekskill 
Robert  T.  Howe,  Mt.  Vernon 
J.  L.  Hughes,  Mt.  Vernon 
J.  F.  Hunter,  Mamaroneck 
Robert  T.  Irvine,  Ossining 
N.  K.  Jamal,  Yonkers 
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S.  B.  Jarvis,  Mt.  Vernon 
John  H.  Jenkins,  Shrub  Oak 
Louis  Jesehnisky,  Mt.  Vernon 
David  John,  Yonkers 
George  Q.  Johnson,  Ardsley 
Le  Baron  W.  Jones,  Pleasantville 
C.  H.  Judson,  Dobbs  Ferry 
Charles  D.  Kelley,  Mt.  Vernon 
H.  T.  Kelly,  White  Plains 
Miriam  Bitting-Kennedy,  Yonkers 
John  A.  Enapp,  Mt.  Vernon 
Charles  A.  Knight,  Peekskill 

C.  C.  Knight,  Peekskill 

J.  B.  Konwenhoven,  Yonkers 

Carl  H.  Kroeber,  Yonkers 

H.  A.  Le  Barbier,  Larchmont 

Stephen  F.  Leo,  Yonkers 

Elise  Strange  L'Esperance,  49  W. 

44th  St.,  N.  Y. 
J.  Leverett,  Yonkers 
J.  J.  Lewin,  Port  Chester 
Z.  E.  Lewis,  New  Boehelle 
Frank  B.  Littlewood,  New  Boehelle 

D.  C.  Loewenstine,  Bye 

F.  B.  Lyman,  Hastings-on-Hudson 

E.  De  Mott  Lyon,  Peekskill 
Donald  T.  MacPhail,  Pordy  Station 
W.  B.  McCracken,  Yonkers 
Thomas  Manning,  New  Boehelle 

J.  N.  Martin,  Mamaroneck 
W.  J.  MeDermott,  Westchester 
C.  S.  Mead,  Port  Chester 
S.  F.  Mellen,'  Poughkeepsie 
Franeis    &    Merfiam    Myers,    Mt. 

Vernon 
Charles  A.  Miles,  Yonkers 
W.  N.  Miller,  Croton-on-Hudson 
W.  W.  Mills,  Chappaqua 
W.  A.  Miner,  Ossining 
Henry  Moffat,  Yonkers 
George  S.  Mooney,  Yonkers 
Bernard  E.  Mulligan,  Yonkers 
S.  O.  Myers,  Mt.  Vernon 
Edward  S.   Newell,   739  West  End 

av.,  N.  Y. 
Charles  W.  Oakes,  Williamsbridge 
Patrick  W.  O'Brien,  Peekskill 
Daisy  M.  Orleman,  Peekskill 
Carl  Osterheld,  Yonkers 
John  Parsons,  Kingsbridge 
Balph  W.  Parsons,  Ossining 
J.  B.  Paseoe,  Ft.  Adams,  Newport, 
*    B.  I. 

H.  F.  Patch,  Chappaqua 
J.  D.  Patterson,  Wakefield 


John  C.  Pearson,  Mamaroneck 

George  A.  Peck,  New  Boehelle 

L.  E.  Peeler,  Harrison 

T.  D.  W.  Pinckney,  Williamsbridge 

J.  L.  Porteous,  Yonkers 

W.  H.  Pound,  Westchester 

Grace  G.  Pryor,  Mt.  Vernon 

8.  Purdy,  White  Plains 

W.  H.  Purdy,  Mt.  Vernon 

Sue  Badcliff,  Yonkers 

C.  N.  Raymond,  New  Boehelle 
Charles  Bich,  Yorktown  Heights 
W.  D.  Robertson,  Mt.  Vernon 
J.  S.  Bomayne,  Mt.  Vernon 
Achilles  Rose,  836  E.  15th  st.,  New 

York 
Robert  E.  Buedy,  PleasantviDe 
F.  E.  Russell,  Tarrytown 
Ben.  Jerome  Sands,  Port  Chester 
Norton  J.  Sands,  Port  Chester 
W.  A.  Schoonover,  Yonkers 
H.  E.  Schmid,  White  Plains 
T.  F.  Sharkey,  Mt.  Vernon 

F.  W.  Shipman,  Mt.  Vernon 

E.  Shollderf  er,  Yorktown  Heights 
Edward  F.  Sheehan,  Ossining 
W.  H.  Sherman,  Yonkers 
Elizabeth  C.  Sleight,  Mt.  Vernon 
H.  Eugene  Smith,  Mt.  Vernon 
J.  W.  Smith,  Tuekahoe 
Alex.  O.  Snowden,  Peekskill 
Fred  A.  Snowden,  Peekskill 
Percy  C.  Snowden,  Peekskill 
Edward  A.  S.  Spilsbury,  Yonkers 
A<  O.  Squire,  Ossining 
Oscar  J.  Stafford,  Port  Chester 
William  H.  Stowe,  Cross  River 
A.  E.  Strong,  Mt.  Vernon 
Fred.  H.  Strong,  Yonkers 
W.  Stump,  Larchmont 
J.  H.  Tallman,  Mt.  Vernon 
E.  B.  Tefft,  New  Boehelle 
George  E.  Thomas,  Port  Chester 
John  C.  Todd,  Tarrytown 
W.  H.  Todd,  Dobbs  Ferry 
Nathan  P.  Tyler,  New  Boehelle 
Philip  S.  Van  Patten,  Mt.  Vernon 
L.  V.  Waldron,  Yonkers 

D.  E.  Warren,  Bronxville 
Nathan  A.  Warren,  Yonkers 
Charles  T.  Washbern,  Pelham  Manor 

G.  C.  Weiss,  Mt.  Vernon 
W.  L.  Wells,  New  Boehelle 
C.  F.  Wolff,  Bye 

Charles  C.  Zacharie,  White  Plains 
Number  of  Members,  185. 


MEDICAL  SOCIETY  OF  THE  COUNTY  OF  WYOMING. 

Meeting. — A  urinal,  second  Tuesday  in  June. 

(No  active  Society.) 
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MEDICAL  SOCIETY  OF  THE  COUNTY  OF  YATEa 

Meetings. —Annual,  first  Tuesday  in  June;  semi-annual,  second  Tuesday 
ing  January. 

Officers. 

Charles  M.  Van  Dyke,  President.        ,  Vice-President. 

Albert  Ellison,  Secretary.  Byron  B.  Havens,  Treasurer. 

Members. 

Marquis  C.  Babcock,  Branehport  O.  E.  Newman,  Potter 

G.  W.  Brundage,  West  Dresden  E.  M.  Scherer,  Penn  Yan 

Charles  E.  Doubleday,  Penn  Yan  Nelson  A.  Sloan,  lima 

Albert  Ellison,  Benton  Centre  E.  8.  Smith,  Dresden 

Cyrus  C.  Harvey,  Dundee  Charles  M.  Van  Dyke,  Himrod 

Schuyler  Lott,  Bellona  James  M.  Waddell,  Penn  Yan 

John  M.  Maloney,  Dundee  jl-H.  Wilkin,  Bushville 

Number  of  Members,  14. 


The  historic  point  which  this  volume  marks  in  the  life  of  the 
Medical  Society  of  the  State  of  New  York  has  sufficient  refer- 
ence in  the  Report  of  the  Committee  of  Conference,  which 
appears  in  full  in  the  early  pages  of  this  book.  The  details 
required  by  the  agreement  on  the  part  of  the  New  York  State 
Medical  Association  and  of  this  Society  and  by  the  enacted  laws 
are  being  carried  out  as  the  volume  nears  completion. 

In  view  of  the  revision  of  the  organization  of  the  Society, 
attandant  upon  the  union  of  the  two  State  medical  bodies  which 
may  be  considered  a  fact  accomplished,  only  the  lists  of  County 
Medical  Societies  are  printed  in  the  foregoing  pages.  The 
principle  of  delegateship  as  a  form  of  membership  and  an  avenue 
to  permanent  membership  in  this  Society  will  lapse  upon  the 
completion  of  union;  and  having  no  place  the  lists  of  delegates 
are  omitted,  as  also  of  Voluntary  Medical  Societies,  which  have 
from  time  to  time  been  admitted  to  the  privilege  of  sending 
delegates.  The  New  York  Academy  of  Medicine,  in  the  early 
years  of  the  Society,  was  given  by  State  law  the  right  to  send 
five  delegates  to  the  State  Society.  In  more  recent  time  other 
incorporated  medical  societies  have  been  accorded  under  regula- 
tions provided  for  in  the  By-Laws  the  right  to  send  each  one 
delegate;  the  list  of  all  such  is  in  the  last  volume  of  the  Trans- 
actions. Under  the  new  organization  membership  in  the  State 
body  will  be  the  possession  of  all  who  are  members  of  County 
Societies.  In  a  body  made  so  strong  membership  will  continue 
to  be  a  prize  as  important  as  when  it  had  to  be  won  by  years  of 
probationary  service.  The  Secretary. 
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